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LACTINEX — a viable  culture 
containing  both  Lactobacillus 
acidophilus  and  L.  bulgaricus — was 
first  introduced  to  help  restore 
the  flora  of  the  intestinal  tract 
in  infants  and  adults/’ ^ 

Further  clinical  work  showed 
LACTINEX  to  be  successful  in  the 
treatment  of  fever  blisters  and  canker 
sores  of  herpetic  origin/’  ®’  ’’ 

No  untoward  side  effects  have  been 
reported  in  12  years  of  clinical  use. 

Literature  on  indications  and  dosage 
available  on  request. 
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Open  the  nose- 

help  drain 

the  stagnant  sinus 

qentiv 


: Neo-Synephrine  is  a standard  among 
I topical  vasoconstrictors.  It  is  unsurpassed 
I for  reducing  nasal  turgescence  in  colds; 
and  a most  valuable  aid  in  preventing 
and  treating  sinusitis. 

Neo-Synephrine  stops  the  boggy  feeling  of 
colds  at  once— works  against  factors  that 
induce  sinusitis.  With  Neo-Synephrine 
nose  drops,  spray  or  jelly,  turbinates  shrink 
on  contact,  obstructed  ostia  open  and 
drainage  is  re-established. 


In  sinusitis,  Neo-Synephrine  helps  to  pro- 
mote drainage  and  hasten  recovery.*  Used 
promptly,  it  helps  clear  the  stagnant  sinus 
and  lessen  the  chances  of  chronicity. 

Neo-Synephrine  HCI  is  available  in: 

Va‘7o  solution  for  infants 

ViVa  solution  for  children  and  adults 

’A'Vo  pediatric  nasal  spray  for  children 

VjVo  solution  for  adults 

V2°7o  nasal  spray  for  adults 

V2°7o  jelly  for  children  and  adults 

1”7o  solution  for  adults  (resistant  cases) 


‘Proctor,  D.  F,:  The  Nose,  Paranasal  Sinuses,  and 
Ears  in  Childhood,  Springfield,  III.,  Charles  C 
Thomas,  1963,  p.  34. 


Winthrop  Laboratories,  New  York,  N.  Y.  10016 


In  colds  and  sinusitis 

!) 

HCI 

(brand  of  phenylephrine  hydrochloride) 

sol  utions/ sprays/ jelly 


MESSAGE 
FROM  THE 
PRESIDENT 


Helping  Hands 

Responsibility  and  blessings  walk  hand  in  hand.  Any  person  after  giving 
much  thought  to  this  must  agree.  The  doctors’  wives  in  this  state  are  being 
asked  this  year  not  only  to  assume  the  responsibilities  that  go  along  with 
the  unique  position  they  hold  in  their  respecave  communities,  but  also  to  share 
their  many  blessings  with  others  less  fortunate. 

Mrs.  Richard  Sutter,  our  AMA  Auxiliary  president,  has  asked  us  to  fit  our 
program  to  our  state  needs  and  to  work  with  other  state  and  local  organizations 
in  order  to  help  keep  Federal  government  out.  With  this  in  mind,  I have  asked 
the  Auxiliary,  with  permission  of  our  advisory  committee,  to  work  with  the 
Frontier  Nursing  Service.  This  private  organization  has  been  combating  not  only 
poverty  in  Eastern  Kentucky,  but  has  been  improving  health  standards  in  this 
part  of  our  state  for  the  past  41  years. 

My  request  to  help  this  group  appears  to  be  heartily  accepted.  At  our  Board 
meeting  in  November,  clothing,  layettes,  bottles  and  many  other  articles  were 
assembled  to  be  sent  to  Wendover.  In  addition,  sample  drugs  were  brought  to 
be  sent  to  World  Medical  Relief. 

Yes,  the  Auxiliary  to  the  Kentucky  Medical  Association  is  “growing”  up  and 
maturing  and  accepting  their  responsibilities  as  good  citizens  of  our  state  and 
country.  We  are  not  only  accepting  our  responsibilities,  but  we  are  sharing  our 
many  blessings. 

Mrs.  Robert  Salisbury,  President 
Women’s  Auxiliary  to  the  KMA 


*This  is  the  first  in  a series  of  guest  articles  written  at  the  request  of  KMA  president  Everett 
H.  Baker,  M.D.,  by  the  president  of  the  Woman’s  Auxiliary  and  the  three  KMA  vice-presidents. 


Announcing 

EUTROIM 

pargyline  hydrochloride  25  mg.  and  methyclothiazide  5 mg. 

for  control  of 
moderate  to  severe 
hypertension 


Unique  combination  produces  greater 
antihypertensive  effect  with  lower  doses 


Eutron  is  the  combination  in  a single  tablet 
of  25  mg.  Eutonyl  (pargyline  hydrochlo- 
ride) and  5 mg.  Enduron  (methyclothia- 
zide). This  combination  produces  greater 
therapeutic  effect  than  that  of  either  com- 
ponent used  alone.  Side  effects  may  be 
milder,  too,  as  dosages  are  generally  lower. 
The  effective  dosage  is  usually  one  tablet, 
once  daily.  Tablets  are  scored  for  greater 
dosage  flexibility. 
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Each  Eutron  tablet  contains  two  proven  antihypertensives 
in  the  ratio  shown  to  be  most  effective  in  most  patients. 


TM—TRAOEMARK 


New  EUTROIM 

extends  your  range 
of  treatment  in 
moderate  to  severe 
hypertension 


A single  product 
you  can  use  even 
in  the  presence 
of  congestive  heart 
failure  or  edema 


Eight  out  of  10  patients  respond 

In  clinical  trials,  Eutron  produced  normo- 
tension  or  a significant  reduction  in  blood 
pressure  in  eight  out  of  10  patients  studied. 
The  rationale  for  the  product  is  this: 
Eutonyl  used  alone  is  a potent  antihyperten- 
sive. Its  antihypertensive  action  is  markedly 
enhanced  by  Enduron,  a potassium-sparing 
thiazide.^’^'*  The  combination  (Eutron) 
thus  produces  greater  antihypertensive  ef- 
fect with  lower  dosages  of  the  Eutonyl  com- 
ponent, and  milder  side  effects  may  be  seen. 


1.  Torosdag,  S.,  Schvartz,  N.,  Fletcher,  L.,  Fertig,  H., 
Schwartz,  M.  S.,  Quan,  R.  F.  B.,  and  Bryant,  J.  M., 
Pargyline  Hydrochloride  as  an  Antihypertensive  Agent 
With  and  Without  A Thiazide,  Am.  J.  Cardiol.,  12:822, 
Dec.,  1963. 

2.  Pollack,  P.  J.,  Pargyline  Hydrochloride  and  Meth- 
yclothiazide  Combined  In  The  Treatment  of  Hyperten- 
sion, Cur.  Thera.  Res.,  7:10,  Jan.,  1965. 

3.  Bryant,  J.  M.  et  al..  Antihypertensive  Properties  of 
Pargyline  Hydrochloride,  New  Non-Hydrazine  Mono- 
amine Oxidase  Inhibitor  Compared  with  Sulphonamide 
Diuretics,  J.A.M.A.,  178;  406,  Oct.,  1961. 
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Significantly  lowers 
blood  pressure  in  all 
body  positions; 
less  likelihood  of 
orthostatic  hypotension 


BP  reductions  in  the  recumbent  and  sitting  posi- 
tions often  are  nearly  as  great  as  in  the  standing. 
In  clinical  trials,  the  average  recumbent  BP 
reduction  was  36/18  mm.  Hg. 


The  average  stuncUng  reduction  in  clinical  trials 
was  45/22  mm.  Hg.  Thus  the  difference  between 
the  standing  and  recumbent  readings  was  only 
9/4  mm.  Hg. 


In  clinical  trials,  the  average  reduction  in 
standing  blood  pressure  was  45/22  mm. 
Hg.;  in  the  sitting  position  it  was  48/20 
mm.  Hg.;  and  in  the  recumbent  position, 
36/18  mm.  Hg. 

Because  Eutron  effectively  reduces  blood 
pressure  in  all  body  positions,  there  is  re- 
duced likelihood  of  orthostatic  symptoms 
or  hypotension. 

This  was  reflected  in  the  relatively  mild 
character  of  side  effects  seen  in  clinical  trials 
(see  below). 

Smooth  and  gradual  onset 

Onset  of  antihypertensive  action  is  usually 
quite  smooth.  Initial  reduction  of  systolic 
and  diastolic  readings  is  usually  seen  within 
a week  — maximum  reduction  in  seven  to 
ten  days. 


Fewer  than  1 % of  patients  studied  discon- 
tinued Eutron  therapy  because  of  side  ef- 
fects. This  is  due  in  part  to  the  relatively  low 
dosage  needed  with  the  combination.  Usual 
recommended  dose  is  one  tablet  daily— that 
is,  25  mg.  Eutonyl  with  5 mg.  Enduron.  This 
is  about  half  the  usual  therapeutic  dose  of 
Eutonyl  given  alone.  As  a consequence  side 
effects  may  be  milder.  And,  as  with  Eutonyl 
given  alone,  the  patient  may  well  note  an 
increased  sense  of  well  being, 

This  is  in  distinct  contrast  to  most  I 

Other  antihypertensive  therapy, 


Less  troublesome 
side  effects  may  be 
seen;  frequent 
improvement  in 
“sense  of  well-being” 


ucky  Medical  Association  • January  7966 
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Prescribing 
information  for 

EUTROIM 


INDICATIONS:  Eutron  (pargyline  hydrochlo- 
ride and  methyclothiazide)  is  indicated  in  the 
treatment  of  patients  with  moderate  to  severe 
hypertension,  especially  those  with  severe  dias- 
tolic hypertension.  It  is  not  recommended  for 
use  in  patients  with  mild  or  labile  hypertension 
amenable  to  therapy  with  sedatives  and/or 
thiazide  diuretics  alone. 


CONTRAINDICATIONS;  Eutron  is  contrain- 
dicated in  patients  with  pheochromocytoma, 
advanced  renal  disease,  paranoid  schizophre- 
nia and  hyperthyroidism.  Until  further  expe- 
rience is  gained  it  cannot  be  recommended 
for  use  in  patients  with  malignant  hyperten- 
sion, children  (under  12  years  of  age),  or 
pregnant  patients. 

The  concomitant  use  of  the  following  is 
contraindicated:  other  monoamine  oxidase  in- 
hibitors; parenteral  forms  of  reserpine  or 
guanethidine;  sympathomimetic  drugs;  foods 
high  in  tyramine  such  as  cheese;  imipramine 
and  amitriptyline,  or  similar  antidepressants; 
methyldopa.  A drug-free  interval  of  two  weeks 
should  separate  therapy  and  use  of  these 
agents. 


WARNINGS:  Pargyline  hydrochloride  is  a 
monoamine  oxidase  inhibitor.  Patients  should 
be  warned  against  eating  cheese,  and  using 
alcohol,  proprietary  drugs  or  other  medication 
without  the  knowledge  of  the  physician.  When 
it  is  necessary  to  administer  alcohol,  narcotics 
(notably  meperidine),  antihistamines,  anesthet- 
ics, barbiturates  and  other  hypnotics,  sedatives, 
tranquilizers,  or  caffeine,  these  agents  can  be 
used  cautiously  at  a dosage  of  Va  to  Vs  the 
usual  amount.  Avoid  parenteral  administra- 
tion where  possible.  Withdraw  pargyline  two 
weeks  before  elective  surgery. 

Patients  should  be  warned  about  the  possi- 
bility of  postural  orthostatic  hypotension. 
Those  with  angina  or  other  evidence  of  cor- 
onary disease  should  not  increase  physical 
activity.  Pargyline  may  lower  blood  sugar. 
Potassium  depletion  is  unlikely  at  the  recom- 
mended dosage,  but  if  it  occurs,  adjust  dosage 
or  withdraw  or  provide  added  natural  food 
sources  of  potassium;  potassium  tablets  should 
be  avoided  wherever  possible,  as  bleeding  or 
obstructive  ulceration  of  the  small  bowel  has 

513214 


been  associated  with  their  use;  potassium 
levels  should  be  especially  watched  if  the  pa- 
tient is  on  digitalis  or  steroids,  or  if  hepatic 
coma  is  impending. 


PRECAUTIONS:  When  determining  the  anti- 
hypertensive effect  of  Eutron,  blood  pressure 
should  be  measured  while  the  patient  is  stand- 
ing. Use  with  caution  in  hyperactive  or  hyper- 
excitable  persons.  Such  persons  may  show  in- 
creased restlessness  and  agitation.  Withdraw 
drug  during  acute  febrile  illness.  Watch  pa- 
tients with  impaired  renal  function  for  in- 
creasing drug  effects  or  elevation  of  BUN 
and  other  evidence  of  progressive  renal  fail- 
ure; withdraw  drug  if  such  alterations  persist 
and  progress.  Pargyline  has  not  been  shown 
to  cause  damage  to  body  organs  or  systems. 
As  with  all  new  drugs,  complete  blood  counts, 
urinalyses,  and  liver  function  tests  should  be 
performed  periodically.  The  drug  should  be 
used  with  caution  in  patients  with  liver  dys- 
function. With  prolonged  therapy,  examine 
patients  for  change  in  color  perception,  visual 
fields,  and  fundi. 

Elevated  blood  urea  nitrogen,  serum  uric 
acid  or  blood  sugar  are  possibilities  attribut- 
able to  the  methyclothiazide  in  Eutron.  Me- 
thyclothiazide may  also  reduce  arterial  re- 
sponse to  pressor  amines.  Blood  dyscrasias, 
including  thrombocytopemia  with  purpura, 
agranulocytosis  and  aplastic  anemia,  have  been 
seen  with  thiazide  drugs. 


SIDE  EFFECTS:  The  use  of  pargyline  may 
be  associated  with  orthostatic  hypotension. 
Mild  constipation,  slight  edema,  dry  mouth, 
sweating,  increased  appetite,  arthralgia,  nausea 
and  vomiting,  headache,  insomnia,  difficulty  in 
micturition,  nightmares,  impotence,  delayed 
ejaculation,  rash,  and  purpura  have  been  en- 
countered with  pargyline.  Hyperexcitability,  in- 
creased neuromuscular  activity  (muscle  twitch- 
ing) and  other  extra-pyramidal  symptoms  have 
been  reported.  Drug  fever  is  extremely  rare. 
Congestive  heart  failure  has  been  reported  in 
a few  patients  with  reduced  cardiac  reserve. 
Nocturia  has  been  observed  with  the  combina- 
tion. If  side  effects  persist,  despite 
symptomatic  therapy  or  reduction 
of  the  dose,  discontinue  the  drug. 
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Physicians'  Fees 


The  AMA  House  of  Delegates,  meeting  in 
Philadelphia  in  November,  1965,  heard  ex- 
tensive discussion  and  debate  regarding  the 
subject  of  Direct  Billing  of  patients  as  opposed  to  the 
acceptance  of  assignments  for  payment  by  govern- 
ment or  other  third  parties. 

The  following  statements  were  affirmed  as  the 
policy  of  the  AMA  regarding  the  fees  charged  by 
physicians  for  medical  services  (irrespective  of 
whether  paid  by  the  patient,  the  government,  or  any 
other  third  party ) : 

I.  “The  intimate  relationship  between  physician 
and  patient  is  served  best  without  the  interposition  of 
any  third  party  carrier,  whether  in  the  area  of  diag- 
nosis and  treatment  or  the  payment  for  these  services. 

2.  “It  is  the  patient’s  responsibility  to  deal  with 
third  party  carriers  in  the  area  of  financial  assistance 
provided  that  the  physician  is  at  all  times  mindful  of 
his  obligations  to  the  patient  under  Section  1 of  the 
Principles  of  Medical  Ethics. 

3.  “The  physician-patient  relationship  is  served  best 
when  there  is  advance  understanding  regarding  the 
payment  of  fees  and  the  physician  bills  the  patient 
directly  for  services  rendered.  However,  the  physician 
is  ethically  free  to  choose  in  each  case  the  manner  in 
which  he  is  to  be  compensated,  based  upon  the  exer- 
cise of  his  independent  judgment. 

4.  “The  American  Medical  Association  does  not 
approve  of  any  program  which  may  directly  or  in- 
directly promote  the  charging  of  excessive  fees  or 
which  interferes  with  the  physician’s  right  to  charge 
fees  commensurate  with  the  services  he  renders. 


5.  “The  American  Medical  Association  opposes  any 
program  of  dictation,  interference,  or  coercion,  wheth- 
er direct  or  indirect,  affecting  the  freedom  of  choice 
of  the  physician  to  determine  for  himself  the  extent 
and  manner  of  participation  or  financial  arrange- 
ment under  which  he  shall  provide  medical  care  to 
patients  under  Public  Law  89-97,  or  other  third- 
party  plans. 

6.  “It  should  be  remembered  that  insurance  does 
not  create  any  new  wealth.  It  merely  assists  in  con- 
servation. Insurance  may  conserve  the  ability  of  an 
insured  person  to  fulfill  his  normal  financial  obliga- 
tions. It  does  not  enhance  his  ability  to  discharge 
added  responsibilities  if  they  are  in  the  form  of  in- 
creased fees.  To  use  insurance  as  an  excuse  to  revise 
professional  fees  upward  is  but  to  contribute  to  the 
defeat  of  its  purpose.  If  these  indisputable  and  self- 
evident  facts  are  not  embraced  by  the  entire  member- 
ship of  the  profession,  then  it  will  have  dealt  irrepa- 
rable harm  to  the  whole  movement.  Also  any  such 
failure  might  give  impetus  to  whatever  demand  now 
exists  for  forcing  rigid  benefit  schedules  on  the  pro- 
fession. 

7.  “The  charging  of  an  excessive  fee  is  unethical 
and  is  contrary  to  Section  7 of  the  Principles  of 
Medical  Ethics.  The  physician’s  fee  should  be  com- 
mensurate with  the  services  rendered  and  the  patient’s 
ability  to  pay. 

8.  “It  is  not  contrary  to  conscience  for  the  physi- 
cian to  consider  the  patient’s  ability  to  pay  if  he  fixes 
his  particular  fee  within  reasonable  limits.  In  matters 
relating  to  fees,  the  physician  should  try,  to  the  best 
of  his  ability,  to  insure  justice  to  the  patient  and  him- 
self and  respect  for  his  profession.’’ 


William  W.  Hall,  M.D. 


jrky  Medical  Association  • January  1966 
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...introducing  a new  high-strength  dosage  for 

SIGNEM 


A 'MAXIMUM  SECURITY’  ANTIBIUTIC* 


^ THE  BROAD  RANGE  DEPENDABILITY  OF  TETRACYCLINE 

long  established  as  the  broad-spectrum  agent  of  first  choice  in  a wide 
variety  of  infections 

^ WITH  THE  ADDED  SECURITY  OF  MEDIUM-SPECTRUM  REINFORCEMENT 
triacetyloleandomycin  is  highly  active  against  the  common  ‘coccal’ 
pathogens,  including  certain  strains  of  staphylococci  resistant  to  penicillin 
and  tetracycline 

?fc  ESPECIALLY  VALUABLE  IN  U.R.I. 

provides  decisive  therapy  in  acute  respiratory  infections  and  other 
conditions  in  which  staphylococci,  streptococci  or  mixed  flora  are 
frequently  encountered 

NOW  AVAILABLE  IN  NEW  STRENGTH  FOR  NEW  CONVENIENCE  AND 
ECONOMY 

Signemycin  375  — high-potency  capsules  for  simpler  administration, 
greater  patient  economy 


(tetracycline  250  mg. 
triacetyloleandomycin  125  mg.) 


|! /nd/caf/ons;  Indicated  in  the  therapy  of  acute  severe  infec- 
lltions  caused  by  susceptible  organisms  and  primarily  by 
I bacteria  more  sensitive  to  the  combination  than  to  either 
I component  alone.  In  any  infection  in  which  the  patient  can 

I be  expected  to  respond  to  a single  antibiotic,  the  combina- 
tion is  not  recommended.  Signemycin  should  not  be  used 
where  a bacteriologically  more  effective  or  less  toxic 
agent  is  available.  Triacetyloleandomycin,  a constituent  of 
Signemycin,  has  been  associated  with  deleterious  changes 
in  liver  function.  See  precautions  and  adverse  reactions. 
Contraindications:  Contraindicated  in  individuals  who  have 
shown  hypersensitivity  to  any  of  its  components.  Not  recom- 
mended for  prophylaxis  or  in  the  management  of  infectious 
processes  which  may  require  more  than  10  days  of  con- 
tinuous therapy.  If  clinical  judgement  dictates  therapy  for 
longer  periods,  serial  monitoring  of  liver  function  is  recom- 
mended. Not  recommended  for  subjects  who  have  shown 
abnormal  liver  function  tests,  or  hepatotoxic  reactions  to 
triacetyloleandomycin. 

Precautions  and  Adverse  Reactions:  Triacetyloleandomycin, 
administered  to  adults  in  daily  oral  doses  of  1.0  gm.  for  10 
or  more  days,  may  produce  hepatic  dysfunction  and  jaun- 
I dice.  Adults  requiring  3 gm.  of  Signemycin  initially  should 
have  liver  function  followed  carefully  and  the  dosage  should 
be  reduced  as  promptly  as  possible  to  the  usual  recom- 
mended range  of  1.0  to  2.0  gm.  per  day.  Present  clinical 
experience  indicates  that  the  observed  changes  in  liver 


function  are  reversible  after  discontinuation  of  the  drug. 

Use  with  caution  in  lower  than  usual  doses  in  cases  with 
renal  impairment  to  avoid  accumulation  of  tetracycline  and 
possible  liver  toxicity.  If  therapy  is  prolonged  under  such 
circumstances,  tetracycline  serum  levels  may  be  advisable. 
In  long  term  therapy  or  with  intensive  treatment  or  in  known 
or  suspected  renal  dysfunction,  periodic  laboratory  evalua- 
tion of  the  hematopoietic,  renal  and  hepatic  systems  should 
be  done.  Formation  of  an  apparently  harmless  calcium  com- 
plex with  tetracycline  in  any  bone  forming  tissue  may  occur. 
Use  of  tetracycline  during  tooth  development  (3rd  trimester 
of  pregnancy,  infancy  and  early  childhood)  may  cause  dis- 
coloration of  the  teeth.  Reversible  increased  intracranial 
pressure  due  to  an  unknown  mechanism  has  been  observed 
occasionally  in  infants  receiving  tetracycline.  Glossitis,  sto- 
matitis, proctitis,  nausea,  diarrhea,  vaginitis  and  definite 
allergic  reactions  occur  rarely.  Severe  anaphylactoid  reac- 
tions have  been  reported  as  due  to  triacetyloleandomycin. 
Photosensitivity  and  photoallergic  reactions  (due  to  the 
tetracycline)  occur  rarely.  Medication  should  be  discon- 
tinued when  evidence  of  significant  adverse  side  effects  or 
reaction  is  present.  Patients  should  be  carefully  observed 
for  evidence  of  overgrowth  of  nonsusceptible  organisms 
including  fungi,  which  occurs  occasionally,  and  which  in- 
dicates this  drug  should  be  discontinued  and  appropriate 
therapy  instituted.  Steps  should  be  taken  to  avoid  masking 
syphilis  when  treating  gonorrhea. 


J.  B.  ROERIG  AND  COMPANY 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-being'* 
New  York,  N.Y.  10017 


"All  Interns  are  Alike" 


It  stands  to  reason.  They  all  go  through  the  same 
training;  they  all  have  to  pass  the  same  tests;  they 
all  have  to  measure  up  to  the  same  standards;  they 
all  are  underpaid,  too.  Therefore,  all  interns  are 
alike. 

That's  utter  nonsense,  of  course.  But  it's  no 
more  nonsensical  than  what  some  people  say 
about  aspirin.  Namely:  since  all  aspirin  is  at  least 
supposed  to  come  up  to  certain  required  stand- 
ards, then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  demanding.  In 
fact,  there  are  at  least  nine  specific  differences  in- 


volving purity,  potency  and  speed  of  tablet  disinte- 
gration. These  Bayer®  standards  result  in  significant 
product  benefits  including  gentleness  to  the  stom- 
ach, and  product  stability  that  enables  Bayer  tab- 
lets to  stay  strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  it  just  isn't  so. 

You  might  also  say  that  all  interns  aren't  alike, 
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The  tell-tale  lesion  on  the  back  of  her  neck 


ARISTOCORT  Topicals  are  particularly  effective  in  controlling  the 
inflammatory  symptoms  of  many  dermatoses  including  neuro- 
dei’matitis,  atopic  dermatitis,  eczematous  dermatitis,  seborrheic 
dermatitis  and  certain  cases  of  psoriasis.  The  0.1  Sr  Cream  or  Oint- 
ment is  usually  effective  in  abating  symptoms  of  skin  conditions 
responsive  to  topical  triamcinolone,  but  the  0.5 Cream  may  be 
preferable  in  more  resistant  cases.  Dosage:  Apply  small  (piantity 
to  area  3 or  4 times  daily.  Side  effects  are  rare.  Covtraiudicafioyis: 
tuberculosis  of  the  skin,  herpes  simplex,  chickenpox,  and  vaccinia. 
Use  with  care  on  infected  areas.  Do  not  use  in  the  eyes.  Supplied  in 
5 and  15  Gm.  tubes  and  V2  lb.  jars.  Also  available  in  foam  form  and 
with  Neomycin. 

® 

TOPICAL  CREAM  0.1% 

AND  OINTMENT  0.1% 

Triamcinolone  Acetonide 


AristO’C'O'rt 


LEDERLE  LABORATORIES  • A Division  of  American  Cyanamid  Company,  Peai’l  River,  New  York 


ANNUAL  CLINICAL  CONFERENCE 

CHICAGO  MEDICAL  SOCIETY 
FEBRUARY  27,  28  - MARCH  1,  2,  1966 
Palmer  House,  Chicago 

THIS  CONFERENCE  WILL  BE  OF  INTEREST  TO  ALL  PHYSICIANS. 

It  will  be  presented  in  a manner  designed  to  interest  the  generalist  and 
specialist  alike.  THE  PROGRAM  IS  PRESENTED  BY  TYPES  OF 
DISEASE  ENTITIES,  NOT  SECTIONALIZED  BY  MEDICAL 
SPECIALTIES.  All  physicians,  regardless  of  their  field  of  interest,  will 
find  this  program  to  be  informative  and  useful. 

For  program  or  registration  information  address: 

Clinical  Conference  Committee 
Chicago  Medical  Society 
310  So.  Michigan  Ave. 

Chicago,  Illinois  60604 


In  Addition  To  Suitable  Medical  and 
Nursing  Care  for  Chronic, 
Convalescent  and  Geriatric  Patients  . . 

SKILLFULLY  ADMINISTERED 


WHERE 

HAPPINESS  IS 


NEW  CASTLE  SANITARIUM 

TELEPHONE  3621 
NEW  CASTLE,  KY. 


MEMBER: 

National  Geriatrics  Society 
American  Hospital  Association 
American  Nursing  Home  Association 
Licensed  and  Approved  by  State  of  Ky. 


Active  medical  staff  of  six  physicians.  Physicians  available  at  all  hours.  24  hour  efficient  and 
cheerful  nursing  care  WITH  SPECIAL  EMPHASIS  ON  MAKING  EACH  PATIENT  FEEL  LOVED, 
WANTED  AND  IMPORTANT. 

Special  diets  prepared  and  tray  service  to  all  rooms  at  no  extra  charge. 

Diversional  activities,  physio-therapy  treatments,  rehabihtation  program  and  emergency  facilities 
available. 

Adequate  shade  trees,  ramps,  also  day  room  with  abundance  of  flowers,  television. 

PRIVATE,  SEMI-PRIVATE  AND  WARD  ACCOMMODATIONS  AVAILABLE.  Private  and  semi- 
private rooms  with  intercommunication,  beautifully  decorated  and  furnished,  beds  equipped  with  Tren- 
delenburg springs  and  innerspring  mattresses. 

Insulated  brick  and  block  structure,  heated  in  winter  by  “Selectemp”  Modulated  Steam  Heat  with 
filtered  air  for  maximum  comfort  and  safety  (each  room  having  thermostatic  even-heat  control  with  its 
own  circulating  air  unit). 

Protected  throughout  with  automatic  fire  detection  and  alarm  system. 

Cares  for  men  or  women,  nursing  or  boarding  care  cases,  bedridden  or  ambulatory.  Admits  some 
mildly  senile,  nervous  and  neurotic  patients  but  accepts  no  alcoholics  or  drug  addiction  cases. 


REASONABLE  RATES 

IRA  O WALLACE,  Admlnlstrolor  MARGARET  KELLY,  R.  N.,  DIractor  of  NurtM 
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ing  a blood  count.  The  patient  should  be 
closely  supervised  and  should  be  warned  to 
report  immediately  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood  dyscrasia); 
sudden  weight  gain  (water  retention);  skin 
reactions;  black  or  tarry  stools.  Make  regular 
blood  counts.  Use  greater  care  in  the  elderly. 

Warning 

If  coumarin-type  anticoagulants  are  given 
simultaneously,  watch  for  excessive  increase 
in  prothrombin  time.  Pyrazole  compounds 
may  potentiate  the  pharmacologic  action  of 
sulfonylurea,  sulfonamide-type  agents  and 
insulin.  Carefully  observe  patients  receiving 
such  therapy. 


have  been  reported,  as  have  hepatitis, 
jaundice,  and  several  cases  of  anuria  and 
hematuria.  With  long-term  use,  reversible 
thyroid  hyperplasia  may  occur  infrequently. 

Dosage 

The  initial  daily  dosage  in  adults  is  300-600 
mg.  daily  in  divided  doses.  In  most  in- 
stances, 400  mg.  daily  is  sufficient.  When 
improvement  occurs,  dosage  should  be  de- 
creased to  the  minimum  effective  level;  this 
should  not  exceed  400  mg.  daily,  and  is 
often  achieved  with  only  100-200  mg.  daily. 

Also  available:  Butazolidin®, 
brand  of  phenylbutazone 
Tablets  of  100  mg. 


Butazolidin^alka 

I phenylbutazone  100  mg. 

I dried  aluminum 

I hydroxide  gel  100  mg. 

magnesium  trisilicate  150  mg. 
homatropine 

methylbromide  1.25  mg. 


The  trial  period  need  not  exceed  1 week.  In 
contrast,  the  recommended  trial  period  for 
indomethacin  is  at  least  1 month. 


That's  why  it’s  logical  to  start  therapy  with 
Butazolidin  alka — you'll  know  quickly  whether 
or  not  it  works.  And  usually,  it  will. 


A large  number  of  investigators  have  re- 
ported major  improvement  in  about  75%  of 
cases.  Some  patients  have  gone  into  remis- 
sion. Relief  of  stiffness  and  pain  may  be  fol- 
lowed quickly  by  improved  function  and  res- 
I.  olution  of  other  signs  of  inflammation.  And 
Butazolidin  alka  Is  well  tolerated,  especially 
. since  it  contains  antacids  and  an  antispas- 
i;  modic  to  minimize  gastric  upset. 


Contraindications 

Edema,  danger  of  cardiac  decompensation; 
history  or  symptoms  of  peptic  ulcer;  renal, 
hepatic  or  cardiac  damage;  history  of  drug 
allergy;  history  of  blood  dyscrasia.  The  drug 
should  not  be  given  when  the  patient  is  se- 
nile, or  when  other  potent  drugs  are  given 
concurrently.  Large  doses  are  contraindi- 
cated in  patients  with  glaucoma. 

Precautions 

Obtain  a detailed  history  and  a complete 
physical  and  laboratory  examination,  includ- 


Adverse Reactions 

The  most  common  are  nausea,  edema  and 
drug  rash.  Hemodilution  may  cause  mod- 
erate fall  in  red  cell  count.  The  drug  may 
reactivate  a latent  peptic  ulcer.  Infrequently, 
agranulocytosis,  generalized  allergic  reac- 
tion, stomatitis,  salivary  gland  enlargement, 
vertigo  and  languor  may  occur.  Leukemia 
and  leukemoid  reactions  have  been  re- 
ported but  cannot  definitely  be  attributed  to 
the  drug.  Thrombocytopenic  purpura  and 
aplastic  anemia  may  occur.  Confusional 
states,  agitation,  headache,  blurred  vision, 
optic  neuritis  and  transient  hearing  loss 


^l^ 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  BU-3804  P 


Geigy 


Occupational  Disease  Report  Form  For  Hospitals 

Russell  E.  Teague,  M.D.,  M.P.H. 

Commissioner  of  Health,  Commonwealth  of  Kentucky 


Occupational  diseases  have  existed  since 

man  began  utilizing  nature’s  resources  to  equip 
himself  with  the  tools  and  materials  for  pro- 
viding a better  and  more  comfortable  living.  Through 
the  years  the  incidence  of  occupational  diseases  has 
continued  to  rise,  accompanying  the  industrial  growth 
and  development  along  with  the  host  of  new  products 
and  methods. 

Now  in  the  20th  Century,  we  have  not  only  the 
illnesses  from  contact  with  chemicals,  insecticides, 
solvents,  etc.,  but  such  problems  as  the  stresses  and 
strains  from  automation,  the  affects  from  high  fre- 
quency noise,  physiological  action,  and  from  highly 
toxic  compounds  as  well  as  the  hazards  of  space 
travel.  As  occupational  health  problems  evolve  from 
hazards  such  as  thes'e,  and  numerous  others  encoun- 
tered daily,  far  loo  many  workers  are  dying,  are 
acutely  or  chronically  ill,  or  are  totally  and  perma- 
nently disabled.  This  has  been  due  to  the  absence  of 
preventive  medical  measures  as  well  as  the  lack  of 
adequate  environmental  control  measures. 

Two  means  of  rectifying  this  deficiency  are  to  de- 
termine when  occupational  illness  has  occurred  and 
to  determine  the  hazard  which  caused  the  occupational 
disease.  Therefore,  reference  is  made  to  the  Kentucky 
Occupational  Health  Regulations  based  on  the  Ken- 
tucky Revised  Statutes,  KRS  211.180,  which  states: 
“It  shall  be  the  duty  of  every  physician,  or  when 
no  physician  is  in  attendance,  every  employer,  to  re- 
port to  his  local  health  department  or  to  the  State 
Department  of  Health  within  forty-eight  hours  after 
discovery,  every  occurrence  of  illness,  disease  or 
death  suspected  or  known  to  have  been  contributed 
to  by  conditions  of  the  working  environment  or  ac- 
tivity, except  those  conditions  incident  to  or  resulting 
from  traumatic  injuries.” 

Numerous  cases  of  illnesses  requiring  hospital  care 
occur  every  year.  Without  the  cooperation  of  the 
hospital  administrator,  medical  records  librarian  and 
the  physician,  even  the  most  serious  occupational  ill- 
nesses go  undetected.  Quite  often  the  real  cause  of 
the  problem  remains  undetected  to  recur  at  a later 
date. 

The  hospital  patient’s  chart  contains  vitally  needed 
information  of  occupational  illnesses  which  is  unob- 
tainable elsewhere.  Therefore,  both  as  a means  for 
detecting  and  preventing  occupational  diseases  as  well 
as  a method  for  implementing  the  Occupational  Dis- 
ease Reporting  Regulation,  adopted  by  the  State 


REPORT  OF  OCCUPATIONAL  DISEASE 

Hospital:  

Address:  

Street  City 

Present  Employer:  

Name  (Please  Print) 


Business  Address  Street  City  State 

Type  of  Business  (Work  Done  or  Goods  Made):  

Worker:  

Name  (Please  Print)  Age  Sex  Race 


Home  Address  Street  City  State 

Employment  Date:  

Job  or  Actual  Work  Done:  

Date  of  Onset:  First  Occurrence:  Yes....  No.... 

If  Recurrent,  Date(s)  of  Previous  Onsets:  

Clinical  Symptom(s)  of  Current  Illness:  

Diagnosis  of  Current  Illness:  

Clinical  Test(s)  Performed:  

Substance(s)  or  Condition(s)  Stated  as  Cause  of  Current  Illness: 


Prognosis:  

Return  Original  To:  M.D. 

Signed  by 

Occupational  Health  Program 

Kentucky  State  Department  of  Health  

275  East  Main  Street  Address 

Frankfort,  Kentucky 

Date 

Board  of  Health  in  1956,  an  occupational  disease  re- 
port form  has  been  designed  for  hospital  patients’ 
charts.  The  form  should  be  filled  out  in  duplicate, 
using  the  interleaf  with  carbon  type  paper. 

The  information  provided  in  these  reports  is  used 
for  remedial  purposes  and  is  not  used  for  any  litiga- 
tion purposes  by  the  State  Department  of  Health. 

(Continued  on  Page  86) 
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On  Stelazine®  brand  of  trifluoperazine 

she’s  calm  and  alert 


When  a tranquilizer  is  needed, 
‘Stelazine’  can  regulate  the 
level  of  anxiety  so  that  the 
patient  is  unlikely  to  overreact 
to  stress  but  is  not  tranquilized 
into  psychic  inertia.  Patients 
on  ‘Stelazine’  often  experience 
a sense  of  mental  alertness  and, 
because  they  feel  so  much  better, 
are  more  interested  in  their 
normal  activities. 

Contraindicated  in  comatose  or 
greatly  depressed  states  due  to  CNS 
depressants  and  in  cases  of  existing 
blood  dyscrasias,  bone  marrow 
depression  and  pre-existing  liver 
damage.  Principal  side  effects, 
usually  dose-related,  may  include 


mild  skin  reaction,  dry  mouth, 
insomnia,  fatigue,  drowsiness, 
dizziness  and  neuromuscular 
(extrapyramidal)  reactions. 
Muscular  weakness,  anorexia,  rash, 
lactation  and  blurred  vision  may 
also  be  observed.  Blood  dyscrasias 
and  jaundice  have  been  extremely 
rare.  Use  with  caution  in  patients 
with  impaired  cardiovascular 
systems. 

Before  prescribing,  see  SK&F 
product  Prescribing  Information. 

Photograph  professionally  posed. 


Smith  Kline  & French  Laboratories 
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too  young 
to  be  so  tired 


revive  interest. ^.restore  aetivity 

Alertonic 


Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15%;  pipradrol  hydro- 
chloride, 2 mg.;  thiamine  hydrochloride  (vitamin  Bi)  (10  MDR*),  10  mg.; 
riboflavin  (vitamin  Bo)  (4  MDR),  5 mg.;  pyridoxine  hydrochloride  (vitamin 
B(i),  1 mg.;  niacinamide  (5  MDR),  50  mg.;  cholinet,  100  mg.;  inositoll, 
100  mg. ; calcium  glycerophosphate,  100  mg.  (supplies  2%  MDR  for  calcium 
and  for  phosphorus)  and  1 mg.  each  of  the  following:  cobalt  (as  chloride), 
manganese  (as  sulfate),  magnesium  (as  acetate),  zinc  (as  acetate),  and 
molybdenum  (as  ammonium  molybdate). 

♦Multiple  of  adult  Minimum  Daily  Requirement  supplied. 

tThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 


the  need  for  a tonic  knows  no  age 

Life  can  begin  at  forty— except  when  functional  fatigue 
causes  her  to  feel  tired  all  the  time;  to  start  losing  interest 
in  friends  and  surroundings;  to  look  and  act  older  than 
her  years.  Alertonic— a prescription  tonic— can  help  your 
patient  become  her  normal  self  again.  Alertonic  helps  re- 
lieve mild  depression,  revive  interest  and  restore  purpose- 
ful activity  promptly. ..with  a formula  that  is  efficient  and 
economical.  Alertonic  contains  a mild  central  stimulant 
(pipradrol  hydrochloride),  15%  alcohol,  essential  vita- 
mins and  minerals.  No  hormones  or  MAO-inhibiting 
drugs  are  included.  No  iron.  No  iodine.  One  pleasant- 
tasting  tablespoonful  before  each  meal  comprises  the 
usual  daily  dose. 

Indications:  1.  Functional  fatigue  such  a.s  that  often  a.ssociated  with:  a 
depressing  life  experience  or  stressful  time  of  life;  advancing  years;  con- 
valescence; limited  activity  or  confinement.  2.  Poor  appetite  and  vitamin- 
mineral  deficiency  as  they  occur  in:  patients  having  faulty  eating  habits; 
geriatric  patients  who  are  losing  interest  in  food;  patients  convalescing 
from  debilitating  illness  or  surgery. 

Contraindications:  As  w'ith  other  drugs  with  CNS-stimulating  action. 

Alertonic  is  contraindicated  in  hyperactive,  agitated  or  severely  anxious 
patients  and  in  chorea  or  obsessive-compulsive  states. 

Side  Effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs 
should  be  observed  carefully  in  the  initial  stages  of  treatment. 
Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to  2 
teaspoonfuls;  children  (4  to  15  years  old),  1 tcaspoonful.  To  be 
taken  three  times  daily  30  minutes  before  meals. 


THE  WM.  S.  MERREEL  COMPANY 
Division  of  Richardson-Merrell 
Cincinnati,  Ohio/Weston.  Ontario 


‘ANY  X 

1 Inc.  f Merrell  ) 

itario  ^ X 


BRING  THE  TREATMENT  TOGETHER 
IN  A SINGLE  PRESCRIPTION  , 

ACHROCIDIN 

^^"Tetracycline  HCI-Antihistamine-Analgesic  Compound 


Each  tablet  contains:  Caffeine 30  mg 

ACHROMYCIN®  Tetracycline  HCI  ..  . 125  mg  Salicylamide 150  mg 

Acetophenetidin  (Phenacetin) 120  mg  Chlorothen  Citrate 25  mg 

Effective  in  controlling  complicating  tetracycline-sensitive  bacterial  infection  and  providing  symptomatic 
relief  in  allergic  diseases  of  the  upper  respiratory  tract.  Possible  side  effects  include  drowsiness,  slight  gastric 
distress,  anorexia,  overgrowth  of  nonsusceptible  organisms,  tooth  discoloration  (if  given  during  tooth  forma- 
tion), photodynamic  reaction  to  sunlight  and  increased  intracranial  pressure  (in  young  infants).  Average  adult 
dosage:  2 tablets  four  times  daily,  given  at  least  one  hour  before,  or  two  hours  after  meals.  Patient  should  avoid 
direct  exposure  to  artificial  or  natural  sunlight;  and  should  not  drive  a car  or  operate  machinery  while  on  drug. 
Reduce  dosage  in  impaired  renal  function.  Stop  drug  immediately  at  the  first  sign  of  adverse  reaction. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 
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The  discomforts  of 

DIARRHEA 
MUCOUS  COLITIS 
DIVERTICULITIS 
SPASTIC  URETERITIS 
BLADDER  SPASM 

, . . are  relieved  hy  direct  musculo  tropic  action  with 


Trocinate' 

BRAND  THIPHENAMIL  HCl 


Available  in  100  milligram  pink  sugar-coated  tablets. 


The  high  therapeutic  index  permits  dosage  sufficient  to  relieve 
spasm  promptly.  The  usual  initial  dose  is  4 tablets.  Maintenance  dosage 
is  usually  one  or  two  tablets  4 times  a day. 


Trocinate  BRAND  THIPHENAMIL  HCI 

BETA-DIETHYLAMINOETHYL  DIPHENYLTHIOACETATE  HYDROCHLORIDE 

. . . directly  relaxes  smooth  muscle  spasm 
. . . combats  hypermotility 
. . . non-mydriatic  — may  be  used  in  glaucoma 

Trocinate  (Thiphenamil  HCl)  has  been  found  in  three  clinical  studies,  (J.  Mo. 
Med.  Assoc.,  48:685-6;  Med.  Rec.  & Annals,  43:1104-6;  J.  Urol.,  73:487-93), 
to  be  effective  and  to  be  free  of  side-effects.  Fifteen  years  of  wide  clinical  usage  has 
affirmed  the  safety  and  effectiveness  of  Trocinate. 

WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA 
Manufacturers  of  ethical  pharmaceuticals  since  1856 


ucky  Medical  Association  • January  1966 


23 


these  candidates 
for  Candida... 


New 

low-cost 

tetracycline/ 

antifungal 

therapy 

Tetrex-F 

tetracycline 
phosphate  complex 
—nystatin 


Because  new  Tetrex-F  (tetracycline 
phosphate  complex-nystatin)  is  the  most 
economical  therapy  of  its  kind  that  you 
can  prescribe,  it  is  a sound  choice  whenever 
tetracycline  therapy  is  indicated  in 
patients  predisposed  to  monilial  infections. 

Who  are  these  candidates  f or  Candida?” 

1.  diabetic  patients 

2.  nonpregnant  women  with  a history  of 
recent  or  recurrent  monilial  vaginitis 

3.  elderly  or  debilitated  patients 

4.  patients  with  a past  history  of  moniliasis 

5.  patients  on  long-term  tetracycline  or 
corticosteroid  therapy. 

For  these  patients,  Tetrex-F  provides 
efficient  tetracycline  therapy  against  a 
broad  range  of  infections  plus  protection 
against  superinfection  associated  with  the 
overgrowth  of  C.  albicans  in  the  G.I.  tract. 

Priced  for  savings 

Tetrex-F  is  lowest  in  cost— priced  20% 
lower  than  most  tetracycline/antifungal 
products. 

BRISTOL  THERAPEUTIC  SUMMARY 

For  complete  information,  consult  Official  Package  Circular. 

Indications:  Infections  of  respiratory,  gastrointestinal,  and 
genitourinary  tracts  and  skin  and  soft  tissues  due  to  tetracycline- 
sensitive  organisms.* 

Contraindications : The  drug  is  contraindicated  in  patients  hyper- 
sensitive to  its  components. 

Warnings:  Photodynamic  reactions  have  been  produced  by  tetra- 
cyclines. Natural  and  artificial  sunlight  should  be  avoided  during 
therapy.  Stop  treatment  if  skin  discomfort  occurs.  No  cases 
of  photosensitivity  have  been  reported  with  Tetrex.  With  renal 
impairment,  systemic  accumulation  and  hepatotoxicity  may  occur. 

In  this  situation,  lower  doses  should  be  used.  Tooth  staining  and 
enamel  hypoplasia  may  be  induced  during  tooth  development  (last 
trimester  of  pregnancy,  neonatal  period  and  childhood). 

Precautions:  Bacterial  superinfection  may  occur.  Infants  may 
develop  increased  intracranial  pressure  with  bulging  fontanels. 

In  gonorrheal  therapy,  serologic  tests  for  syphilis  should  be 
conducted  initially  and  monthly  for  3 months. 

Adverse  Reactions:  Glossitis,  stomatitis,  nausea,  diarrhea,  flatulence, 
proctitis,  vaginitis,  dermatitis,  and  allergic  reactions  may  occur. 

Usual  Adult  Dose:  250  mg.  q.i.d.  Continue  therapy  for  10  days  in 
beta-hemolytic  streptococcal  infections.  Administer  one  hour  before 
or  2 hours  after  meals. 

Available:  Capsules,  tetracycline  phosphate  complex,  250  mg.,  and 
nystatin,  250,000  units. 

*ln  patients  with  increased  susceptibility  to  monilial  infections. 


BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 
Syracuse,  New  York 


Founded  in  1904 

Highland  Hospital,  inc. 

ASHEVILLE,  NORTH  CAROLINA 
Affiliated  with  Duke  University 


Contact:  Medical  Director,  Highland  Hospital,  Asheville, 
N.C.  28801 


A non-profit,  psychiatric  institution,  offering  therapeutic 
milieu,  group  and  individual  psychotherapy,  and  standard 
somatic  treatments.  Limited  day-patient  and  out-patient  serv- 
ices. The  hospital  is  located  in  a 75-acre  park  amid  the 
scenic  beauties  of  the  Smoky  Mountain  Range  of  Western 
North  Carolina,  affording  exceptional  opportunity  for 
physical  and  emotional  rehabilitation. 


MEN’S 

SHOP 


...  in  the 

SOUTHERN  OPTICAL  BUILDING,  640 

S.  4th  St.,  between  Broadway  and  Chestnut . . . 
where  a man  is  king.  In  its 
masculine  surroundings,  you’ll  experience 
the  same  comfort  while  being  fitted 
for  glasses  as  you  do  when  being  fitted 
for  clothes. 


’ Optical/ 


SOUTHERN  OPTICAL  BLOG.,  640  S.  4th 
(Midway  between  Broadway  & Chestnut) 
MEDICAL  ARTS  BLOG  . Eastern  Parkway 
ST.  MATTHEWS.  Wallace  Center 
MEDICAL  TOWERS  BLDG  . Floyd  & Gray 
CONTACT  LENSES.  640  S.  4th 


Contact  Lens  and  Artificial  Eye  Service  on  Opthamologist’s  Prescription  Only 
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at  Merck  Sharp  & Dohme... 


understanding . . . precedes  development 


The  development  of  chlorothiazide  and  probene- 
cid were  events  of  major  importance,  but  perhaps 
even  more  important  for  the  future  was  the  Renal 
Research  Program  by  which  they  were  developed. 
When  Merck  Sharp  & Dohme  organized  this  pro- 
gram in  1943,  it  was  expressing  in  action  some  of 
its  basic  beliefs  about  research : 

• Many  problems  connected  with  renal  structure 
and  function  were  still  undefined  or  unsolved.  The 
Renal  Research  Program  would  begin  its  basic 
research  in  some  of  these  problem  areas. 

• From  knowledge  thus  acquired  might  come  clues 
to  the  development  of  new  therapeutic  agents  of 
significant  value  to  the  physician. 


lucky  Medical  Association  • January  1966 


For  example,  the  Renal  Research  Program  put 
fifteen  years  into  this  search  before  chlorothiazide 
became  available.  But  because  these  years  had 
first  led  to  a greater  understanding  of  basic 
problems,  the  desired  criteria  for  chlorothiazide 
existed  before  the  drug  was  developed. 

Along  with  other  research  teams  at  Merck  Sharp 
& Dohme,  the  Renal  Research  Program  continues 
to  add  new  understanding  of  basic  problems  — 
understanding  which  will  lead  to  important  new 
therapeutic  agents. 

Omerck  sharp  & dohme  Division  of  Merck  4 Co  . iNC  . WesI  Point.  Pa. 

Where  today’s  theory  is  tomorrow's  therapy 
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Continuing  Educational  Opportunities 

From  The 

KJAA  Postgraduate  Medical  Education  Office 


IN  KENTUCKY 

JANUARY 

13-14  Cardiac  Emergency  Course,  University  of 
Kentucky  Medical  Center 

19  Methodist  Evangelical  Hospital,  Postgrad- 
uate Education  Day,  Louisville 

20  KAGP  Northern  Kentucky  Seminar,  9:30 
a.m.,  Holiday  Inn  Cincinnati  South,  South 
Fort  Mitchell,  Ky. 

FEBRUARY 

2 Professor’s  Day,  University  of  Kentucky 

Medical  Center,  8:30  a.m.-3:30  p.m. 

9-10  Pulmonary  Physiology  for  Practicing  Phy- 
sicians. University  of  Kentucky  Medical 
Center. 

16  Obstetrics  for  General  Practitioners.  9:00 

a.m. — 4:00  p.m.,  University  of  Kentucky 
Medical  Center. 

MARCH 

2 Professor’s  Day,  University  of  Kentucky 

Medical  Center,  8:30  a.m.-3:30  p.m. 

21  KMA  Senior  Day,  University  of  Louis- 
ville School  of  Medicine,  Rankin  Amphi- 
theater 

24-26  Fourth  Annual  Seminar  of  Department  of 
Pediatrics,  University  of  Kentucky  Medical 
Center 

30-31  Kentucky  Heart  Association,  12th  Annual 

Symposium  on  Cardiovascular  Disease, 
Brown  Hotel,  Louisville. 

APRIL 

5-8  Kentucky  Dental  Association  Annual 

Meeting,  Louisville 

6 Professor’s  Day  University  of  Kentucky 

Medical  Center,  8:30  a.m.-3:30  p.m. 

12  KMA  Senior  Day,  University  of  Kentucky 

Medical  Center,  Lexington 

13-14  KENTUCKY  MEDICAL  ASSOCIATION 

Interim  Meeting,  Cumberland  Falls 


21  Kentucky  Thoracic  Society  Annual  Meet- 

ing, in  conjunction  with  Kentucky  TB  & 
RD  Association  Meeting,  Rankin  Amphi- 
theater, Louisville  General  Hospital 

25- 28  Kentucky  Hospital  Association  Annual 

Meeting,  Louisville 

MAY 

2-6  Symposium  on  Cardiovascular  Disease, 

University  of  Kentucky  Medical  Center 

4 Professor’s  Day,  University  of  Kentucky 

Medical  Center,  8:30  a.m.-3:30  p.m. 

10-12  Kentucky  Academy  of  General  Practice, 
Annual  Scientific  Assembly,  Kentucky 
Hotel,  Louisville 

13-14  Kentucky  Surgical  Society  Annual  Meet- 
ing, French  Lick  Sheraton  Hotel,  French 
Lick,  Indiana 

18-19  Kentucky  Pediatric  Society  Annual  Meet- 
ing, Owensboro 

IN  SURROUNDING  STATES 

JANUARY 

19  Vascular  Surgery,  Postgraduate  Course, 
Cleveland  Clinic,  Cleveland,  O. 

20  Biliary  and  Pancreatic  Surgery  Course, 
Cleveland  Clinic 

22-27  American  Academy  of  Orthopaedic  Sur- 
geons, Annual  Meeting,  Palmer  House, 
Chicago 

26- 27  Advances  in  Pediatrics,  Cleveland  Clinic 

28-30  Southern  Radiological  Conference,  Grand 

Hotel,  Point  Clear,  Alabama 

FEBRUARY 

1- 5  American  College  of  Radiology,  Drake 

Hotel,  Chicago 

2- 3  General  Practice  Course,  Cleveland  Clinic 

2-6  American  College  of  Cardiology,  Conrad 

Hilton  Hotel,  Chicago 

9- 1 1 American  Academy  of  Occupational  Med- 

icine, Bellevue-Stratford  Hotel,  Philadel- 
phia 
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The  T^ain  Is  Qone 

Despite  introduction  of  synthetic  substitutes,  efficacy  of 
*Empirin’  Compound  with  Codeine  remains  unchallenged. 


*Empirin’®Compound  with  Codeine  Phosphate  gr.1/2  No.  3; 

Each  tablet  contains:  Codeine  Phosphate  gr.  Vi  (Warning— May  be  habit  forming),  Phenacetin  gr.  2V2, 
Aspirin  gr.  SVa.  Caffeine  gr.  V2. 


Keeps  the  Promise  of  Pain  Relief 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  TUCKAHOE,  N.Y: 
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KMA  Organization  Chart — Revised  January  1,  1965 


JUDICIAL  COUNCIL 


lower  mg.  intake  per  24  hours 
600  mg.  versus  1000  mg. 


Days  1 2 3 4 5 6 


duration  of  therapy,  tetracycline 


duration  of  activity,  tetracycline 


duration  of  therapy 

DECLOMYCIN  demethylchlortetracycline 


1-2  days’“extra”activity 


higher 

activity  levels 
than  other 
tetracyclines- 
with  less 
peak-and-valley 
fluctuation 


From  Sweeney,  W.  M.;  Dornbush,  A.  C.,  and  Hardy,  S.  M.;  Amer.  J.  Med.  Sci.  243:296  (Mar.)  1962 


12  hours 

-< between  doses 

the  option  of  b.i.d.  dosage 


he“extra”benefits  raise  the  i^lVTVT^TlV 

evei  OT  antiDioTic  control  dEMETHYI/3HIX)RTETRACYCLINE 


fective  in  a wide  range  of  everyday  infections— respiratory,  urinary 
act  and  others— in  the  young  and  aged— the  acutely  or  chroni- 
illy  ill— when  the  offending  organisms  are  tetracycline-sensitive. 
de  effects  typical  of  tetracyclines  include  glossitis,  stomatitis, 
octitis,  nausea,  diarrhea,  vaginitis,  dermatitis,  overgrowth  of 
insusceptible  organisms,  tooth  discoloration  (if  given  during 
pth  formation)  and  increased  intracranial  pressure  (in  young 
Pants).  Also,  very  rarely,  anaphylactoid  reaction.  Reduce  dosage 


150  mg.  CAPSULES 

in  impaired  renal  function.  Because  of  reactions  to  artificial  or 
natural  sunlight  (even  from  short  exposure  and  at  low  dosage), 
patient  should  be  warned  to  avoid  direct  exposure.  Stop  drug 
immediately  at  the  first  sign  of  adverse  reaction.  It  should  not  be 
taken  with  high  calcium  drugs  or  food;  and  should  not  be  taken 
less  than  one  hour  before,  or  two  hours  after  meals. 

Capsules,  150  mg.  and  75  mg.  of  demethylchlortetracycline  HCI. 
Average  Adult  Dally  Dosage:  150  mg.  q.i.d.  or  300  mg.  b.i.d. 


EDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  Yorki 
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SYNOPSIS  OF  CARDIOLOGY;  By  William  I.  Gefler,  M.D., 
Bernard  H.  Pastor,  M.D.,  and  Ralph  M.  Myerson,  M.D.; 
Published  by  the  C.  V.  Mosby  Company,  St.  Louis,  1965; 
839  Pages;  Price,  $9.85. 

Synopses,  particularly  of  large  subjects,  are  falling 
into  increasing  disfavor  among  modern  medical  edu- 
cators. Students  at  all  levels  are  encouraged  to  con- 
sult textbooks,  monographs  and  original  papers.  This 
trend  decreases  the  usefulness  of  this  book,  although 
the  authors  have  succeeded  in  their  aim  to  “summarize 
the  various  aspects  of  cardiovascular  disease  in  a con- 
cise and  readable  form  without  sacrificing  complete- 
ness.” 

The  first  247  pages  are  devoted  to  cardiovascular 
examination.  A more  complete  description  of  the  jugu- 
lar venous  pulse  would  have  improved  the  clinical 
part  of  this  section.  The  portions  dealing  with  elec- 
trocardiography and  roentgenology  are  very  good  and 
excellently  illustrated.  It  is  disturbing  to  find  the  form- 
ula for  cardiac  output  repeatedly  expressed  such  that 
it  yields  the  result  in  cc.  per  minute. 

The  following  two  sections  are  on  circulatory  failure 
and  on  arrhythmias  and  much  useful  information  is 
summarized  within  them.  There  are  several  excellent 
illustrations  of  arrhythmias. 

The  fourth  section  covers  etiologic  heart  disease. 
The  authors  are  put  on  their  metal  to  precis  this 
rambling  topic.  They  usually  succeed  admirably,  but 
the  section  on  congenital  heart  disease  is  weak  and  in 
several  instances  erroneous.  It  is  hoped  that  in  subse- 
quent editions  this  portion  will  be  revised,  perhaps 
with  the  help  of  an  expert  in  this  sub-specially. 

The  fifth  section  is  a brief  but  good  summary  on 
peripheral  vascular  disease.  The  last  section,  on  “spe- 
cial problems”  is  excellent,  especially  the  chapters  on 
anticoagulation  therapy,  surgery,  and  rehabilitation. 

An  over-fondness  for  eponyms  pervades  the  text 
from  Broadbent’s  sign  on  page  10  to  Monge’s  disease 
on  page  839.  The  printing,  paper  and  illustrations  are 
of  very  high  quality.  The  book  is  uniformly  easy  to 
read  and  the  price  is  reasonable  for  the  amount  of 
material  and  the  quality  of  production. 

Ralph  Shabetai,  M.D. 

CURRENT  SURGICAL  MANAGEMENT,  III:  edited  by  Ed- 
win H.  Ellison,  M.D.,  Stanley  R.  Frieson,  M.D.,  and  John 
H.  Mulholland,  M.D.;  Published  by  W.  B.  Saunders  Com- 
pany, Philadelphia  and  London,  1965;  519  Pages;  Price, 
$1  1.50. 

The  format  of  this  volume  will  be  familiar  to  those 
who  have  encountered  the  previous  two  volumes.  Each 
section  is  prefaced  by  a general  consensus  by  one  of 
the  three  editors,  which  is  well  done  in  each  instance. 
For  the  most  part,  the  authors  are  well  chosen.  What 
they  have  to  say,  and  how  they  say  it,  is  disappointing. 

In  the  preface  to  the  original  volume,  which  is  re- 


produced in  Volume  III,  the  editors  say,  “The  notion 
for  the  creation  of  this  volume  arose  out  of  the  in- 
clination cf  surgeons  to  argue  their  differences”. 
Much  of  this  spirit  was  delightfully  preserved  in 
Volumes  I and  II:  it  is,  alas  emasculated  throughout 
most  of  Volume  III.  There  is  too  much  suave  gen- 
eralization, not  enough  depth  of  material,  inadequate 
and  biased  bibliographic  references.  This  is  particu- 
larly noticeable  in  what  should  be  the  highly  and 
bitterly  controversial  section  entitled,  blandly,  “Car- 
cinoma of  the  Breast”.  Here,  for  example,  entrusting 
both  sides  of  the  fascinating  controversy  of  early  vs 
late  oophorectomy  (ineptly  labelled  “prophylactic  and 
therapeutic”)  to  the  Horseleys  who  have  traditionally 
been  always  on  the  side  of  the  first  alternative,  is 
intellectually  disappointing. 

Edgar  Both  is  an  excellant  man  to  discuss  surgical 
correction  of  dumping,  but  limits  his  discussion  to  his 
own  technics.  Both  in  the  text  and  in  his  bibliography 
he  ignores  the  highly  significant  contributions  of 
many  others  in  this  field. 

In  other  fields,  it  would  seem  to  this  reviewer  that 
had  the  various  authors  read  one  another’s  con- 
flicting viewpoints  before  final  publication,  some  of 
the  lively  spirit  of  debate  might  have  survived.  The 
only  vestiges  of  this  are  to  be  found  in  Strode  vs 
Farris  on  gastrostomy  vs  intubation.  Madden  vs 
Hoerr  on  fundus  to  porta  cholecystectomy  and  vice 
versa,  and  among  the  various  protagonists  discussing 
hernia  repair. 

The  occasional  surgeon  will  find  little  to  absorb 
and  retain,  and  the  sophisticated  surgeon  will  find 
little  stimulation,  from  this  book. 

George  B.  Sanders,  M.D.,  F.A.C.S. 

PHYSIOLOGIC  FOUNDATIONS  FOR  MARRIAGE  COUN- 
SELING: by  Joseph  B.  Trainer,  M.D.;  Published  by  Ihe 
C.  V.  Mosby  Company,  St.  Louis,  19,65;  273  Pages;  Price, 
$8.00. 

Adequate  counseling  of  prospective  marital  partners 
is  one  of  the  most  difficult  yet  challenging  obligations 
of  practice.  At  the  same  time,  such  efforts  offer  the 
practitioner  unique  and  tangible  rewards  in  facilitat- 
ing the  adjustment  of  couples  embarking  on  the  major 
undertaking  which  life  affords.  Such  sensitive  infor- 
mation must  often  be  foisted  upon  recipients  too  em- 
barrassed to  ask  for  it. 

Even  in  this  age  of  liberal  enlightenment,  rare  is 
the  child  who  receives  sex  education  either  at  an  age 
when  it  will  do  the  most  good  or  in  the  family,  the 
place  where  it  should  be  dispensed  ideally.  Average 
parents  have  neither  the  knowledge  nor  the  vocabulary 
to  do  the  job.  The  physician’s  help  is  sought  years  too 
late.  Unfortunately,  even  he  is  not  always  interested 
(Continued  on  Page  86) 


32 


Indications:  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 


An  eminent  role  in 
medical  practice 

Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 

Miltown* 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  In  two  strengths:  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 

® WALLACE  LABORATORIES 

iCranbury,  N.J.  cm  5«i 
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Low 

host  resistance? 

Consider  the 
“extra”  antibacterial 
activity 
of  Ilosone® 

Occasionally,  therapeutic  failure  is 
due  to  the  patient’s  inability  to 
mobilize  his  defenses  sufficiently  to 
overcome  infection.  Typical  of  this 
is  the  debilitated  patient,  the 
premature  infant,  or  the  diabetic. 

It  is  in  these  patients  that  the  high 
levels  of  antimicrobial  activity  of 
Ilosone  are  especially  useful.  Ilosone 
has  demonstrated  antibacterial  levels 
two  to  four  times  those  of  erythro- 
mycin base  or  stearate.  Furthermore, 
it  attains  them  earlier  and  maintains 
them  longer.  Even  the  presence  of 
food  does  not  appear  to  affect  the 
activity  of  Ilosone. 


Contraindications:  Ilosone  is  contraindicated  in 
patients  with  a known  history  of  sensitivity  to  this 
drug  and  in  those  with  preexisting  liver  disease 
or  dysfunction. 

Side-Effects:  Even  though  Ilosone  is  the  most 
active  oral  form  of  erythromycin,  the  incidence  of 
side-effects  is  low.  Infrequent  cases  of  drug  idio- 
syncrasy, manifested  by  a form  of  intrahepatic 
cholestatic  jaundice,  have  been  reported.  There 
have  been  no  known  fatal  or  definite  residual  ef- 
fects. Gastro-intestinal  disturbances  not  associ- 
ated with  hepatic  effects  are  observed  in  a small 
proportion  of  patients  as  a result  of  a local  stimu- 
lating action  of  Ilosone  on  the  alimentary  tract.  Al- 
though allergic  manifestations  are  uncommon  with 
the  use  of  erythromycin, there  have  been  occasion- 
al reports  of  urticaria,  skin  eruptions,  and,  on  rare 
occasions,  anaphylaxis. 


Dosage:  Children  under  25  pounds— 5 mg.  per 
pound  of  body  weight  every  six  hours.  Children 
25  to  50  pounds— 125  mg.  every  six  hours.  Adults 
and  children  over  50  pounds— 250  mg.  every  six 
hours.  For  severe  infections,  these  dosages  may 
be  doubled. 

Available  in  Pulvules®,  suspension,  drops,  and 
chewabie  tablets.  Ilosone  Chewable  tablets  should 
be  chewed  or  crushed  and  swallowed  with  water. 

Ilosone 

Erythromycin  Estolate 

Additional  information  available  to  physicians  (-/p 
upon  request.  Eli  Lilly  and  Company, 

Indianapolis,  Indiana.  5o'““ 
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Preoperative  Irradiation  and  Surgery  in 
Head  and  Neck  Cancers^ 

Joseph  H.  Ogura,  M.D.* * 

St.  Louis,  Mo. 


It  is  the  general  experience  of  most  radio- 
therapists and  sturgeons  that  radiation  or 
surgery  alone  are  insufficient  for  a five 
year  cure  rate.  This  paper  reviews  the 
results  in  a series  of  patients  who  have 
undergone  preoperative  irradiation  fol- 
lowed by  surgery. 

During  the  past  three  decades  the  two 
disciplines  of  therapy  in  various  forms 
of  malignancies  of  the  head  and  neck, 
surgery  and  irradiation,  have  been  in  competi- 
tion with  one  another.  Experience  has  shown 
that  the  prognosis  for  radical  surgery  of  Stage 
II  and  III  cancers  of  the  maxillary  sinus, 
tongue,  tonsil,  hypopharynx  and  upper  esopha- 
gus, varies  somewhere  between  20  and  50% 
for  a five  year  cure  rate.  It  is  the  general  ex- 
perience of  most  radiotherapists  and  surgeons 
that  radiation  alone  is  not  as  good  as  radical 
surgery.  Neither  method  of  treatment  is  suc- 
cessful enough  from  a five  year  cure  rate  to 
warrant  continuing  these  methods. 


f Presented  at  the  third  general  scientific  session  of 
the  1965  KM  A Annual  Meeting  held  September  21- 
23  in  Louisville. 

*Professor  of  otolaryngology  at  the  Washington  Uni- 
versity School  of  Medicine,  St.  Louis,  Mo. 


Causes  of  Failure 

Failures  of  head  and  neck  malignancy  man- 
agement can  be  attributed  to  the  following  fac- 
tors: (I)  Irradiation  after  radical  surgery  fails 
to  sterilize  the  persistent  tumors  due  to  tumor 
and  regional  tissue  avascularity,  (2)  radical 
resection  for  tumor  persistence  or  recrude- 
scence after  full  course  of  radiotherapy  fails 
because  of  tumor  repopulation,  and  (3)  sur- 
gery in  the  latter  instance  is  often  complicated 
by  loss  of  skin  or  prolonged  morbidity  (time- 
dose  relationship). 

The  concept  of  low  dose  irradiation  com- 
bined with  radical  surgery  is  based  on  a bio- 
logic concept  that  the  incidence  of  failures  due 
to  local  or  neck  recrudescence  could  be  re- 
duced significantly  without  the  added  risk  of 
surgical  complication.  In  animal  experimental 
work  using  a moderately  aggressive  tumor  im- 
planted in  mice,  we  were  able  to  demonstrate 
significant  improvement  in  survival  of  such  an- 
imals by  preoperative  low  dose  irradiation  and 
surgery  compared  to  a series  with  no  treatment, 
low  dose  irradiation,  or  surgery  alone. 

In  the  animal  series,  a dose  of  500  rads,  ob- 
viously insufficient  to  cure  the  cancer,  inacti- 
vated 95%  of  the  biologic  activity  of  the  cells, 
and  then  surgery  was  85%  successful  as  com- 
pared to  50%  when  surgery  alone  was  em- 
ployed, 1%  when  only  irradiation  was  used 
and  no  survivals  with  no  treatment. 
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Preoperative  Irradiation  and  Surgery 

Selection  of  Cases 

The  criteria  for  patient  selection  were  rigid. 
Only  those  cases  considered  operable  but  of 
guarded  prognosis  were  included  (Stage  II  or 
III).  The  prognosis  of  these  cases  depended 
upon  this  staging  together  with  the  grade  of  the 
malignancy.  If  these  cancers  were  in  the  hy- 
popharynx  and  larynx,  the  best  suited  opera- 
tion was  determined  prior  to  irradiation.  If  the 
case  was  considered  highly  curable  (80%  and 
up)  by  irradiation  alone,  it  was  not  included 
in  the  series.  Nor  were  cancers  highly  curable 
by  surgery  included.  In  each  instance,  the  tu- 
mor was  mapped  out  by  drawing,  direct  pho- 
tography and  radiographic  evaluation  (laryngo- 
grams),  and  notation  of  the  nodes  was  made. 

Two  to  three  thousand  rads  are  given  over 
two  weeks  and  the  patient  operated  upon  in  the 
third  or  fourth  week.  There  should  be  absence 
of  skin  reaction  or  mucositis  at  the  time  of  op- 
eration. 

In  250  patients  with  varying  tumors,  55  of 
which  have  gone  past  the  two  year  period,  the 
following  observations  can  be  made  by  compar- 
ing these  cases  with  similar  lesions  treated  by 
surgery  alone. 

Prior  to  planned  preoperative  irradiation, 
one  could  expect  a 30-40%  local  recurrence 
rate  either  by  implants,  or  the  appearance  of 
late  metastatic  nodes  from  inapparent  occult 
metastases. 

Results 

In  the  series  to  be  reported,  this  review  can 
only  be  stated  as  trends.  Thus  far  there  is  an 
overall  14%  local  recurrence  rate  compared  to 
a 40%  recurrence  rate  without  preoperative  ir- 
radiation therapy.  For  the  larynx,  an  8%  sto- 


in  Head  and  Neck  Cancers — Ogura 

mal  recurrence  rate  used  to  result  with  certain 
forms  of  laryngeal  malignancies.  Our  experi- 
ences to  date  show  that  in  34  similar  laryngeal 
malignancies  there  were  no  stomal  recurrences 
at  the  two  year  period.  All  of  the  non  irradiated 
malignancies  treated  by  surgery  usually  had 
stomal  recurrences  by  two  years,  prior  to  the 
use  of  pre-operative  irradiation. 

The  use  of  low  dose  preoperative  x-ray  and 
surgery  is  not  without  certain  complications. 
There  is  a delay  in  healing  by  several  days,  and 
with  each  increment  of  1000  rads  there  is  a 
further  time  delay  in  healing.  Carotid  artery 
blow  out  with  radical  neck  dissection  occurs  in 
an  incidence  of  2%  in  our  series  compared  to 
a 0%  incidence  without  irradiation.  In  the  last 
75  cases  where  the  carotid  artery  has  been 
covered  by  a scalene  muscle  flap,  the  vascular 
rupture  has  been  nil. 

One  third  of  the  specimens  resected  show 
no  evidence  of  tumor  with  these  low  doses.  One 
third  show  bizarre  cellular  response  with  recog- 
nizable tumor  and  one  third  show  minimal  per- 
sistent tumor.  Uniformly  the  clinical  response 
preceded  the  histologic  regression  to  irradia- 
tion. 

Summary 

In  summary  it  is  apparent  that  the  improve- 
ment in  short  term  survival  by  planned  preop- 
erative irradiation  and  surgery,  used  in  the  case 
when  first  seen,  has  yielded  certain  trends  in 
improvement  for  tongue,  tonsil,  sinus,  pharynx 
and  larynx  lesions  without  undue  increase  in 
the  complication  rate.  In  time,  we  should  be 
able  to  determine  the  optimal  planned  dosage 
in  these  cases.  We  have  been  able  to  spare 
many  more  larynges  previously  treated  by  to- 
tal removal,  and  with  promising  early  results. 
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Burn  Stress  Pseudodiabetes'j* 

Giles  L.  Stephens,  M.D.*  and  Michael  R.  Cronen,  M.D.** 

Louisville,  Ky. 


A case  of  burn  stress  pseudodiabetes  is 
presented.  The  pathology  and  treatment 
are  discussed. 

The  purpose  of  this  paper  is  to  emphasize 
the  serious  nature  of  the  rare  syndrome  of 
burn  stress  pseudodiabetes  in  order  that  it 
will  be  recognized  more  promptly  and  proper 
treatment  expedited.  A case  is  presented  which 
was  further  complicated  by  a bleeding  Curling 
ulcer. 

Cannon  in  1918  observed  hyperglycemia 
following  traumatic  shock.®  Howard  noted  that 
soldiers  wounded  in  Korea  had  a diabetic  re- 
sponse to  the  glucose  tolerance  test  and  a de- 
creased sensitivity  to  insulin.®  Taylor  et  al.  ob- 
served a direct  relationship  between  the  extent 
of  the  bum  trauma  and  the  hyperglycemic  re- 
sponse.Evans  and  Butterfield  in  1951  de- 
scribed the  syndrome  of  burn  stress  pseudodi- 
abetes which  is  manifested  by  hyperglycemia, 
glycosuria  without  acetonuria,  acute  dehydra- 
tion, shock,  coma,  and  renal  failure.'^  In  their 
cases  this  syndrome  complex  appeared  prior  to 
the  tenth  postburn  day  and  was  thought  to  be 
aggravated  by  forced  feeding.  According  to 
Arney  the  syndrome  of  burn  stress  pseudodi- 
abetes may  ocur  more  frequently  than  is  recog- 
nized clinically.^  This  clinical  entity  may  es- 
cape recognition  because  of  the  lack  of  appre- 
ciation of  the  typical  clinical  and  laboratory 
features. 

Case  Report 

Mr.  E.  E.  H.  — No.  45662.  This  60  year 
old  white  male  retired  machine  operator,  a 
known  epileptic,  had  a grand  mal  seizure  at 
4:30  P.M.  on  10-28-64.  He  fell  in  a pile  of 
burning  leaves  and  incurred  burns  of  his  right 
hand  and  both  lower  extremities.  The  patient 
had  been  off  anticonvulsant  therapy  for  ap- 


iFrom the  departments  of  medicine  and  surgery, 
St.  Joseph  Infirmary,  Louisville.  Ky. 

*Clinical  instructor  in  surgery.  University  of  Louis- 
ville School  of  Medicine,  Louisville.  Ky. 

** Assistant  clinical  professor  of  medicine.  University 
of  Louisville  School  of  Medicine. 
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proximately  one  week  before  this  seizure.  He 
was  seen  on  this  date  in  the  emergency  room 
of  the  St.  Joseph  Infirmary,  Louisville;  physical 
examination  revealed  an  estimated  total  body 
burn  of  26%  and  an  estimated  third  degree 
burn  of  16%.  Occlusive  burn  dressings  were 
applied  by  Doctor  Cronen  and  the  patient  was 
started  on  prophylactic  penicillin  therapy  and 
given  tetanus  antitoxin.  He  was  immediately 
placed  on  anticonvulsant  therapy  of  Dilantin 
and  Phenobarbital.  The  fluid  intake  and  output 
were  recorded.  Morphine  was  given  for  relief 
of  pain.  The  patient  was  given  intravenous 
fluids  and  electrolytes  to  supplement  his  oral 
intake.  He  developed  no  diminution  in  urinary 
output. 

On  11-3-64,  under  general  anesthetic,  exci- 
sion of  the  third  degree  burns  of  the  anterior 
aspect  of  both  legs  and  the  anterior  right  thigh 
was  carried  out.  The  patient  received  1000  cc 
of  blood  during  the  operative  procedure  and 
tolerated  this  surgery  very  well. 

On  1 1 -5-64,  under  general  anesthetic  exci- 
sion of  split  thickness  grafts  from  the  skin  of 
the  back  and  excision  of  some  necrotic  skin  of 
the  anterior  aspect  of  both  legs  and  necrotic 
right  tibialis  anterior  muscle  was  performed. 
These  skin  grafts  were  sutured  to  the  skin  de- 
fects of  both  legs  and  the  right  thigh.  The  pa- 
tient tolerated  this  operation  very  well. 

On  11-12-64  excision  of  the  remaining  ne- 
crotic skin  from  the  posterior  aspect  of  both 
legs  and  the  posterior  aspect  of  the  right  thigh 
was  carried  out.  Again  the  patient’s  postopera- 
tive course  was  uneventful.  His  hemoglobin  on 
1 1-13-64  was  12  gms  per  cent  and  the  hemato- 
crit was  40  per  cent. 

On  11-16-64,  under  general  anesthetic  again, 
the  patient  had  excision  of  necrotic  skin  of  the 
posterior  aspect  of  the  distal  third  of  the  right 
leg  and  excision  of  split  thickness  skin  grafts 
from  the  anterior  chest,  abdomen,  and  back. 
These  skin  grafts  were  sutured  to  the  skin  de- 
fects of  both  legs  posteriorly  and  the  right  thigh 
posteriorly  and  the  right  prepatellar  region.  In 
all  of  the  postoperative  periods  the  patient  was 
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placed  on  Chloromycetin,  aqueous  penicillin, 
and  multiple  vitamins.  He  was  placed  on  a reg- 
ular diet  in  the  postoperative  periods,  usually 
by  the  second  postoperative  day.  There  was  no 
attempt  to  force  carbohydrates  or  proteins. 

Following  the  last  operation,  the  patient  de- 
velopted  mental  dullness,  incoherence,  and  sub- 
sequent delirium  at  about  midnight  of  the  first 
postoperative  day.  The  patient  took  oral  fluids 
avidly;  however,  he  developed  marked  clinical 
dehydration  with  the  out-pouring  of  tremen- 
dous volumes  of  urine  and  exhibited  insatiable 
thirst.  In  none  of  the  postoperative  periods  was 
the  urinary  output  diminished.  At  this  time  the 
clinical  impression  was  that  the  patient  had  wa- 
ter intoxication  with  hyjx>natremia;  however, 
the  serum  sodium  on  the  morning  of  the  second 
postoperative  day  was  160  mEq/L.,  potassium 
5.6  mEq/L.,  chloride  120  mEq/L.,  and  the 
CO“  19  mEq/L.  (See  Figure  1).  His  B.U.N. 
on  this  same  date  was  64  mg%  and  the  hemo- 
globin 12.4  gm.%  with  a hematocrit  of  40%. 
In  an  effort  to  correct  the  hypernatremia  and 
hyperchloremia  the  patient  was  given  intra- 
venous 5%  glucose  in  distilled  water.  Nasogas- 
tric Levine  tube  was  inserted  and  gastric  lavage 
was  carried  out,  and  it  was  noted  at  this  time 
that  there  was  “coffee  grounds”  material  as  the 
gastric  aspirate.  The  delirium  persisted  and 
deepened  into  coma. 

Fasting  blood  sugar  on  the  third  postopera- 
tive day  was  254  mg.%,  serum  sodium  was  156 
mEq/L.,  potassium  5.2  mEq/L.,  and  CO^  20 


mEq/L.  A second  blood  glucose  determination 
two  hours  later  was  reported  as  450  mg.%.  The 
patient  was  given  50  units  of  regular  insulin  in- 
travenously and  was  given  2 liters  of  10%  in- 
vert sugar  in  distilled  water  with  10  units  of 
regular  insulin  added  to  each.  A repeat  blood 
sugar  two  hours  later  was  reported  as  294 
mg.%.  A liter  of  5%  glucose  in  distilled  water 
with  40  units  of  regular  insulin  was  then  given. 
In  the  evening  of  the  third  postoperative  day 
the  serum  sodium  was  153  mEq/L.,  potassium 
5.2  mEq/L.,  chloride  114  mEq/L.,  CO“  25 
mEq/L.,  and  calcium  8.4  mg.%.  The  blood  pH 
on  this  date  was  7.44.  The  delirium  was 
thought  at  this  time  to  be  due  to  hypernatremia. 
The  patient  was  running  a fever  of  101  to 
102°F.  rectally.  It  was  difficult  to  explain  the 
hyperglycemia  in  the  face  of  the  urinalysis 
which  showed  the  urine  to  be  free  of  acetone. 
The  urine  specific  gravity  was  1.009, 
albumin  ++,  sugar  ++,  pH  5,  and  the  micro- 
scopic urine  examination  was  essentially  nega- 
tive except  for  9-13  W.B.C.  per  h.p.f.  The 
B.U.N.  on  the  third  postoperative  day  was  62 
mg.%.  The  patient  was  placed  on  a diabetic 
routine.  A slight  amount  of  blood  was  noted  to 
be  coming  from  the  nasogastric  Levine  tube 
which  was  intermittently  placed  on  suction 
after  200  cc  of  glucose  water  was  instilled  into 
the  stomach  in  an  effort  to  help  correct  the  hy- 
pernatremia and  hyperchloremia.  (A  Cantor 
tube  had  been  previously  inserted,  but  it  failed 
to  pass  into  the  duodenum  and  it  was  removed 
and  replaced  by  a nasogastric  Levine  tube.) 

On  the  morning  of  the  fourth  postoperative 
day  the  blood  glucose  was  161  mg.%,  serum 
sodium  151  mEq/L.,  potassium  4.7  mEq/L., 
chloride  103  mEq/L.,  and  CO^  21  mEq/L. 
(See  Figure  2).  The  nasogastric  Levine  tube 
was  removed  on  the  morning  of  the  fourth 
postoperative  day.  During  the  period  of  coma 
an  indwelling  Foley  catheter  with  bedside  bot- 
tle drainage  was  used.  Urine  examinations  for 
sugar  and  acetone  were  done  on  the  ward  q.i.d. 
and  these  examinations  were  constantly  nega- 
tive for  acetone.  They  were  consistently  nega- 
tive for  sugar  except  for  one  time  on  the  third 
postoperative  day,  and  on  the  thirteenth  post- 
operative day,  and  again  on  the  fourteenth 
postoperative  day.  The  patient  was  thought  to 
be  mentally  more  alert  on  the  fourth  postoper- 
ative day.  He  was  placed  on  a diabetic  1500 
calorie  diet  of  150  gms  of  carbohydrates,  70 
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patient’s  postoperative  course  was  relatively 
uneventful.  He  did  not  present  additional  epi- 
sodes of  gastrointestinal  bleeding  or  coma.  The 
patient  was  continued  in  the  last  postoperative 
period  on  antacid  and  antispasmodic.  The  pa- 
tient was  subsequently  ambulated  with  a walk- 
er. He  was  discharged  from  the  hospital  on 
12-19-64  at  which  time  he  was  still  on  his  di- 
abetic diet  but  was  not  requiring  any  insulin. 
He  was  started  on  a regular  diet  on  11-29-64. 
A three  hour  postprandial  blood  sugar  on  11- 
30-64  was  148  mgs.%.  The  following  day  his 
diabetic  diet  was  resumed.  No  further  insulin 
has  been  given.  An  oral  glucose  tolerance  test 
on  2-12-65  revealed  a diabetic  type  curve  and 
an  oral  glucose  tolerance  test  following  forced 
carbohydrate  feedings  on  2-25-65  revealed  an 
abnormal  glucose  tolerance  curve.  (See  Figure 
3).  No  family  history  of  diabetes  could  be 
elicited  from  the  patient  or  his  sister. 


gms  of  proteins,  and  60  gms  of  fat.  His  oral 
intake  was  supplemented  with  intravenous  10% 
invert  sugar  in  distilled  water  with  10  units  of 
regular  insulin  added  to  each  liter. 

On  the  fifth  postoperative  day  a pseu- 
domonas infection  of  the  donor’s  site  skin  graft 
wounds  of  the  back  was  detected;  this  was 
treated  with  topical  application  of  1%  acetic 
acid  in  saline  dressings  with  frequent  changes. 
His  blood  glucose  levels  on  the  5th,  6th  and  7th 
postoperative  days  were  within  normal  limits. 
On  the  tenth  postoperative  day  the  patient  was 
noted  to  have  melena.  He  had  no  hematemesis 
and  a stat  blood  count  revealed  a hemoglobin 
of  9.5  gms.%  with  a hematocrit  of  31%.  His 
pulse  was  100  and  the  blood  pressure  was 
150/66.  He  did  not  complain  of  abdominal 
pain  at  this  time  and  no  tenderness  of  the  ab- 
domen was  detected.  He  was  placed  on  Maalox 
liquid  with  Probanthine  tablets  by  mouth  and 
was  given  multiple  blood  transfusions.  Four 
days  later  the  stools  were  brown,  and  six  days 
later  his  hemoglobin  was  13.4  gms.%  with  a 
hematocrit  of  43%.  The  patient  exhibited  no 
further  evidence  of  gastrointestinal  bleeding. 
His  condition  improved  markedly. 

On  12-10-64  under  general  anesthetic  exci- 
sion of  dead  skin  from  the  anterior  aspect  of 
the  right  ankle,  excision  of  split  thickness  skin 
grafts  from  the  skin  of  the  back  and  suture  of 
the  skin  grafts  to  the  skin  defects  of  the  right 
thigh,  right  ankle,  and  left  pretibial  regions 
were  carried  out.  After  the  last  operation  the 


Discussion 

In  1951  Evans  and  Butterfield  studied  the 
stress  response  in  patients  with  severe  thermal 
burns. They  noted  that  the  eosinophil  count 
became  markedly  depressed  immediately  after 
bum  trauma;  they  assumed  this  to  be  due  to 
intense  adrenocortical  activity  with  the  release 
of  glucocorticoids.  These  authors  soon  learned 
that  the  degree  of  stress  could  be  very  conven- 
iently measured  by  daily  eosinophil  counts. 
Burns  of  large  extent  had  a prolonged  depres- 
sion of  the  eosinophil  count  reaching  “normal” 
values  of  80  to  200  per  cubic  mm  after  four  to 
six  days.  In  superficial  small  burns  the  eosino- 
phil count  was  promptly  depressed  but  it  rose 
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sharply  after  two  or  three  days  and  reached 
high  normal  values  (400  to  600  per  cubic  mm) 
by  the  end  of  the  seventh  day. 

In  studying  wounded  soldiers  in  Korea, 
Howard  demonstrated  that  with  the  metabolic 
response  to  injury  the  oral  glucose  tolerance 
curve  became  diabetic  in  type  and  the  insulin 
tolerance  curve  demonstrated  a flattening  in  its 
pattern.®  Both  the  glucose  tolerance  and  the 
resistance  to  insulin  appeared  directly  propor- 
tional to  the  magnitude  of  injury.  Howard 
further  demonstrated  that  both  of  these  ab- 
normalities diminished  as  convalescence  pro- 
gressed. In  the  presence  of  infection,  however, 
this  resistance  to  insulin  persisted  for  a longer 
period  of  time.  In  1956  Conn  and  Fajans  stated 
that  the  administration  of  cortisone  or  ACTH 
to  patients  with  diabetes  usually  produced  an 
intensification  of  their  diabetic  state.®  These 
authors  believe  that  corticosteroids  accelerate 
gluconeogenesis  from  fat  as  well  as  proteins. 
Adrenal  steroids  elicit  a temporary  diabetic 
state  much  more  commonly  in  non-diabetic  rel- 
atives of  diabetics  than  in  individuals  without 
a family  history  of  diabetes.  In  their  study  to 
unmask  the  potential  diabetic  who  manifests 
normal  carbohydrate  tolerance  by  present  test- 
ing methods  they  employed  a cortisone  modi- 
fied glucose  tolerance  test  to  bring  to  the  sur- 
face a subclinical  defect  of  carbohydrate  me- 
tabolism. They  found  that  24%  of  presently 
non-diabetic  relatives  of  diabetic  patients  re- 
sponded to  this  test  in  a specific  way  while  this 
same  response  was  observed  in  only  three  per 
cent  of  people  without  a known  family  history 
of  diabetes.  Artz  believes  that  these  patients 
with  burn  stress  pseudodiabetes  are  border-line 
diabetics  and  that  the  burn  stress  pushes  them 
over  into  a diabetic  state.  ^ Artz  also  believes 
that  forced  feeding  adds  to  the  problem  of  the 
diabetes. 

Moyer  has  described  the  protein  overload 
syndrome  of  uremia,  hypernatremia,  hyper- 
chloremia, hyperpyrexia,  and  disorientation  as 
a fatal  complication  of  forced  tube  feeding  of 
a high  protein  diet  to  the  patient  with  a therm- 
al burn.^®  The  serum  sodium  concentration  may 
be  as  high  as  170  mEq/L.  Artz  states  that  hy- 
pernatremia often  occurs  in  the  presence  of  in- 
tracellular dehydration  and  he  recommends  the 
giving  of  large  quantities  of  electrolyte  free  wa- 
ter to  meet  the  water  requirements  of  the 
severely  burned  patient.^®  Artz  further  states 


that  the  plasma  sodium  concentration  is  a good 
index  of  the  adequacy  of  tissue  hydration. 

Evans  and  Butterfield  reported  three  cases 
of  burn  stress  pseudodiabetes. ^ Two  of  their  pa- 
tients became  delirious  on  the  seventh  post- 
burn day  and  the  third  patient  on  the  third 
postburn  day.  Two  of  their  patients  went  into 
shock;  this  was  secondary  to  dehydration  and 
was  followed  by  renal  failure,  electrolyte  im- 
balance, and  death.  The  two  patients  reported 
by  Arney  et  al.  became  disoriented  on  the  ninth 
postburn  day  and  on  the  eighteenth  postbum 
day.^  Arney  thought  that  this  condition  was 
aggravated  by  forced  high  caloric  feedings.  One 
of  these  two  patients  died  of  septicemia.  The 
other  patient  survived  and  an  oral  glucose 
tolerance  test  performed  on  the  fifty-sixth  post- 
burn day  showed  a typical  diabetic  response 
and  an  intravenous  glucose  tolerance  test  per- 
formed on  the  fifty-seventh  postburn  day 
showed  a normal  response.  A repeated  oral 
glucose  tolerance  test  performed  on  the  sixty- 
eighth  postburn  day  showed  a normal  response. 
Arney  believes  that  the  onset  of  the  delirium  in 
his  two  patients  was  directly  related  to  the  tim- 
ing of  the  forced  high  caloric  feeding  regime 
employed.  Arney  et  al.  have  observed  eight 
other  bum  patients  with  hyperglycemia  and 
glycosuria  all  of  whom  were  receiving  more 
than  5000  calories  per  day.  Five  of  the  eight 
patients  had  a family  history  of  diabetes;  four 
of  these  five  developed  clinical  dehydration. 
This  was  corrected  by  decreasing  the  caloric  in- 
take and  continuing  water  ad  libitum.  Six  of 
these  eight  bum  patients  survived  and  none  had 
a demonstrable  carbohydrate  intolerance  sub- 
sequent to  the  healing  of  their  thermal  bums. 
The  hyperglycemia  depends  on  either  the  over- 
production of  or  the  under-utilization  of  glucose 
in  persons  who  are  force-fed.  Both  the  exo- 
genous supply  and  the  decreased  tissue  utiliza- 
tion of  glucose  can  be  responsible  for  the 
hyperglycemia.  This  hyperglycemia  can  be  ag- 
gravated by  the  continued  endogenous  over- 
production of  glucose.  Arney  believes  that  glu- 
coneogenesis from  protein  is  not  sufficient  in 
induced  steroid  diabetes  to  account  for  the  loss 
of  carbohydrate  tolerance.  The  severe  dehydra- 
tion in  this  syndrome  is  due  to  the  intense 
glycosuria  in  osmotic  diuresis  and  Arney  states 
that  this  is  secondary  to  hyperglycemia,  but  it 
should  be  noted  that  glucocorticoids  may  cause 
a glycosuria  due  to  decreased  tubular  reab- 
sorption of  glucose.  The  clinical  and  laboratory 
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manifestations  of  this  syndrome  are  in  the 
order  of  their  appearance:  hyperglycemia, 

glycosuria  without  acetonuria,  high  urinary 
specific  gravity,  and  an  intense  osmotic 
diuresis.*  This  results  in  a very  severe  de- 
hydration with  elevation  of  the  non-protein 
nitrogen,  hemoglobin,  hematocrit,  serum  sodi- 
um, and  chloride  levels.  Arney  stresses  that  a 
marked  increase  in  the  urinary  output  is  the 
most  striking  early  clinical  manifestation.  This 
syndrome  has  been  seen  most  frequently  in  pa- 
tients who  had  a family  history  of  diabetes. 
We  believe  that  the  added  stress  of  a pseu- 
domonas infection  precipitated  the  syndrome 
of  burn  stress  pseudodiabetes  in  our  patient  on 
the  twentieth  postburn  day.  The  fact  that  our 
patient  very  shortly  thereafter  developed  evi- 
dence of  a bleeding  Curling’s  ulcer  is  further 
evidence  that  the  patient  was  undergoing  a 
more  severe  stress  reaction  at  this  time. 

Evans  and  Butterfield  state  that  since  they 
first  recognized  this  syndrome  they  have  taken 
exceeding  pains  to  detect  it  and  have  found 
the  syndrome  much  more  frequently  than  could 
be  accounted  for  by  the  pure  chance  of  admis- 
sion of  early  unrecognized  diabetics.  They  state 
that  the  condition  has  been  more  prevalent  in 
older  patients  and  these  authors  urge  that  these 
findings  serve  as  a caution  against  forced  feed- 
ings especially  in  elderly  burn  patients. 

Since  1960,  Arney  at  the  Brooke  Army 
Medical  Center,  observed  three  additional  pa- 
tients in  whom  hyperglycemia  and  glycosuria 
occurred  to  the  extent  of  initiating  an  osmotic 
diuresis.  In  each  case  high  caloric  feedings 
were  being  given.  The  situation  was  corrected 
in  each  case  by  merely  decreasing  the  caloric 
intake.  Two  of  these  patients  had  a family  his- 
tory of  diabetes.  During  the  past  three  years 
forced  feedings  have  not  been  employed  and 
this  syndrome  has  not  been  recognized  during 
this  time  period. 

In  a study  of  885  burn  patients  from  the 
Brooke  Army  Medical  Center  Moncrief  con- 
cluded that  it  is  not  unreasonable  to  quote  a 
figure  of  25%  or  greater  as  a probable  inci- 
dence of  acute  ulceration  of  the  gastrointestinal 
tract  occurring  in  conjunction  with  major  ther- 
mal injury.*®  In  their  series  of  103  patients  the 
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onset  of  acute  ulceration  had  a peak  incidence 
concentrated  in  the  first  postburn  week  and  in 
their  series  58%  occurred  during  this  period. 
Almost  40%  of  their  103  patients  with  Curl- 
ing’s ulcer  had  minimal  symptoms.  In  their 
series  68.3%  had  multiple  ulcerations.  Gastric 
lesions  appeared  with  greater  frequency  in  this 
series  than  did  duodenal  lesions.  The  duodenal 
lesions  were  characteristically  single  ulcera- 
tions. Twenty-five  per  cent  of  the  cases  had 
gastric  and  duodenal  involvement  and  in  every 
instance  the  lesions  were  multiple  in  both  loca- 
tions. While  exsanguinating  hemorrhage  was 
most  frequent  in  the  case  of  duodenal  ulcera- 
tions it  was  not  unusual  for  massive  hemorrhage 
to  occur  from  a deep  punched-out  gastric  ulcer. 
The  authors  stated  that  it  was  their  clinical  im- 
pression that  there  was  a high  incidence  of  con- 
comitant occurrence  of  burn  sepsis  and  acute 
gastrointestinal  ulcerations.  However,  this  was 
not  definitely  proved  by  this  study.  The  initial 
experience  with  gastrectomy  for  bleeding  Curl- 
ing’s ulcer  at  the  Brooke  Army  Medical  Center 
was  very  discouraging.'*  These  patients  failed  to 
heal  their  anastomotic  and  abdominal  wounds. 
Subsequent  cases,  studied  by  Moncrief,  have 
healed  their  anastomotic  suture  lines  and  ab- 
dominal wounds  per  primum.**  In  Arney’s 
series  of  103  Curling’s  ulcer  there  were  seven 
perforations,  six  of  which  were  duodenal  and 
one  was  gastric. 
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Lymphography  has  assumed  an  increas- 
ingly  important  role  in  the  diagnostic 
armamentarium  available  to  the  physi- 
cian. The  technique  of  the  examination 
and  the  needed  pressure  infection  equip- 
ment are  briefly  described.  Its  clinical  ap- 
plication is  discussed. 

Although  arteriography  and  veno- 
graphy have  established  their  values  in 
clinical  medicine,  it  is  interesting  that 
radiographic  demonstration  of  the  lymphatic 
system  as  we  use  it  today  was  introduced  as 
late  as  1954  by  Kinmonth  and  Taylor4'^  There 
not  only  has  been  considerable  improvement 
in  the  methods  of  injection,  but  a much  wider 
application  in  the  various  clinical  disciplines 
also  has  been  achieved  over  the  past  decade. 
With  the  usual  precautions  of  asepsis,  con- 
trolled injection  timing,  and  limitation  of  con- 
trast dosage,  the  procedure  has  proved  to  be 
safe  with  very  few  complications. 

Methods  and  Materials 

No  special  preparation  or  premedication  has 
been  found  to  be  necessary;  however,  in  unco- 
operative and  restless  patients  it  is  advisable  to 
give  100  mgms.  Seconal  one  half  hour  before 
the  procedure.  Many  of  our  patients  are  ex- 
amined on  an  outpatient  basis. 

Visual  identification  of  the  lymphatics  is 
made  by  the  injection  of  0.5  ml.  Evans  Blue 
dye  (0.5%  aqueous  solution)  intradermaUy 
into  the  medial  one  or  two  web  spaces  of  the 
extremity  (hands  or  feet)  when  demonstration 
is  desired.  Other  workers  have  advocated  the 
use  of  Patent  Blue  Violet  10%  aqueous  solu- 
tion^ or  FDC  Blue  # 1 or  Brilliant  Blue.^-  ® 
We  have  found  Evans  Blue  dye  to  be  satis- 
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FIGURE  1.  (a)  shows  the  gravity  pressure  injector  with 
weights  in  place  over  the  plunger.  The  four  vertical  metallic 
bars  around  the  periphery  prevent  the  heavy  weights  from 
falling,  lb)  shows  the  pulse  type  pressure  injector  in  use. 
The  limiting  switch  on  the  side  of  the  box  IS)  controls  the 
amount  of  contrast  to  be  given.  Variable  switches  in  the 
rear  of  machine  independently  control  the  injection  rate 
of  the  two  syringes. 

factory.  The  aqueous  solution  of  this  dye  is 
readily  available  in  any  hospital  pharmacy. 

Under  aseptic  technique  and  local  anes- 
thesia, a cut  down  is  made  over  the  mid- 
dorsum of  the  hands  or  feet.  A lymph  vessel 
(usually  several  are  visible)  is  identified,  se- 
cured, and  isolated  from  the  surrounding  struc- 
tures. Use  of  a dissecting  microscope  is  helpful 
but  not  essential.  A 27  or  30  gauge  lymph- 
angiogram  needlef  is  inserted  into  the  lymph 
channel.  Successful  cannulation  is  indicated  by 
an  immediate  reflux  of  the  blue  dye  into  the 
lymph  angiogram  needle  and  catheter.  We  have 
found  the  needle  insertion  can  be  made  with 
ease  when  maximum  distention  of  the  lymph 
channel  is  attained  by  proximal  occulsion  for 
one  or  two  minutes.  To  counteract  spasm  a 
small  amount  of  local  anesthetic  is  injected 
into  the  lymph  vessel  initially.  The  needle  is 
then  held  in  place  by  5-0  black  silk  sutures. 
Approximately  10  ml.  of  Ethiodolft  or  Ethio- 
dol  Chlorophyllft  are  introduced  by  means  of 
a positive  pressure  injector.  Ethiodol,  an  ethyl 
ester  of  poppy  seed  oil,  is  favored  as  it  enjoys 


■f Available  from  Becton  Dickinson  Company,  Ruth- 
erford, New  Jersey. 

Available  from  E.  Fougera  & Co.,  Inc.,  Hicksville, 
New  York. 
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the  advantages  of  blandness,  low  viscosity,  and 
good  contrast  density. 

A variety  of  pressure  injectors  is  available 
commercially.  We  have  used  a gravity  injector 
with  metallic  weights  (approximately  10  lbs.) 
suitably  placed  over  the  plunger  of  a 20  ml. 
springe  (Figure  la).  The  speed  of  injection 
can  be  varied  by  varying  the  weight  over  the 
plunger.  In  addition,  we  also  have  used  a posi- 
tive pressure  pulse  type  injector  (Figure  lb), 
which  can  deliver  the  contrast  material  at  a 
constant  speed  irrespective  of  the  viscosity  of 
the  contrast  medium.  Both  injectors  operate 
satisfactorily.  The  latter  provides  an  accurately 
controlled  and  constant  rate  of  flow— a feature 
much  to  be  desired.  Both  instruments  were  de- 
signed and  constructed  by  the  technical  staff 
of  our  department  at  nominal  cost.  The  injec- 
tion rate  as  recommended  by  Kinmonth  et  aP 
and  Wallace  et  aF’  is  between  6-7  ml.  Ethiodol 
per  hour.  We  have  utilized  an  injection  rate  of 
10  ml.  Ethiodol  per  hour  without  any  ill  ef- 
fects. 

A film  is  taken  at  the  commencement  of  the 
injection  to  detect  possible  extravasation  of  the 
contrast  medium.  Another  film  is  taken  im- 
mediately following  the  conclusion  of  the  in- 
jection. The  latter  film  (Figure  2a)  demon- 
strates the  lymph  channels  optimally,  showing 
any  gross  displacement  or  obstruction.  A 24 
hour  delayed  film  (Figure  2b)  is  taken  to  de- 
lineate the  lymph  nodes. 

At  the  completion  of  the  examination  the 
skin  is  closed  with  interrupted  black  silk  sutures 
after  thorough  irrigation  of  the  wound  with 
saline. 


The  Normal  Lymphogram 


The  normal  lymphatics  are  fine  channels  ap- 
proximately 1 mm.  or  less  in  diameter.  The 
ramifications  pursue  a regular  course,  some- 


FIGURE  2.  Normal  lymphogram.  (a)  shows  immediate  film 
following  contrast  injection.  Note  thoracic  duct  beginning 
at  L 2 level  (arrow),  (b)  shows  24  hour  delay  film.  Note 
the  size  and  shape  of  the  normal  lymph  nodes. 


FIGURE  3.  Metastatic  malignancy,  (a)  shows  “central” 
type  of  secondary  metastasis  to  inguinal  node  from  carci- 
noma of  the  penis,  (b)  shows  almost  total  replacement 
of  external  iliac  node  secondary  to  carcinoma  of  the 
urinary  bladder.  Note  only  the  remaining  rim  of  an  en- 
larged lymph  node  is  depicted  by  the  arrows,  (c)  shows 
complete  obstruction  to  the  lymph  channels  resulting  from 
advanced  carcinoma  of  the  cervix. 

times  branching  proximally  instead  of  distally. 
Unlike  veins  and  arteries,  their  caliber  remains 
fairly  uniform  throughout.  The  valves  are 
placed  at  a much  shorter  interval  than  in  the 
veins.  They  appear  to  be  more  numerous  near 
a lymph  node.  As  a general  rule,  the  super- 
ficial lymphatics  follow  the  veins  and  the  deep 
lymphatics  follow  the  arteries. 

The  normal  lymph  node  varies  from  0.5  to 
2.0  cms.  in  size.  It  may  be  ovoid  or  kidney 
shaped.  Normal  notching  of  the  hilum  of  a 
lymph  node  may  be  misinterpreted  as  a fill- 
ing defect.  Such  notching  is  believed  to  be 
due  to  continuous  lymph  flow  in  this  region, 
thereby  carrying  away  the  contrast  medium 
which  has  not  been  phagocytosed  by  the 
macrophages  or  retained  within  the  sinus  mesh- 
work.'^  TTie  opaque  medium  is  retained  in  the 
lymph  node  and  gradually  taken  up  by  the 
macrophages.  Radiopacification  persists  as 
long  as  four  to  six  months  following  a lymph- 
ogram study. 

The  inguinal  lymph  nodes  and  oftentimes 
the  axillary  lymph  nodes  are  commonly  the 
site  of  nonspecific  infection  and  are  therefore 
frequently  enlarged. 

Clinical  Application 

1 . Diagnosis  of  Metastatic  Malignancy.  The 
metastatic  node  is  usually  enlarged.  The  en- 
largement is  variable,  and  never  to  the  same 
proportions  as  that  seen  in  lymphoma.  The 
lymph  node  also  tends  to  assume  a more 
rounded  configuration  in  contrast  to  the  normal 
bean  or  kidney  shape.  Irregular  filling  defects 
within  the  lymph  node  are  seen.  The  defects 
may  be  central  (Figure  3a)  or  peripheral  in 
distribution.  If  replacement  by  metastases  is 
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FIGURE  4.  The  typical  foamy  appearance  of  the  en- 
larged lymph  nodes  of  lymphosarcoma  is  demonstrated. 
Note  preservation  of  the  rim  or  margin  of  all  the  nodes. 
Inset  shows  the  right  external  iliac  lymphatic  chain  of 
t!:e  some  patient  immediately  following  injection. 

extensive,  only  the  rim  of  a lymph  node  is  seen 
(Figure  3b).  When  the  lymph  node  is  totally 
replaced  by  metastases,  nonvisualization  occurs, 
and  this  may  be  the  prominent  and  significant 
finding.  The  adjacent  lymph  nodes  in  such  an 
instance  are  probably  involved.  Obstruction  to 
the  lymph  flow  (Figure  3c)  is  also  a feature 
of  advanced  disease.  An  understanding  of  the 
normal  anatomical  distribution  of  the  lymphatic 
chain  is  essential  to  accurate  interpretation. 

2.  Diagnosis  of  Lymphoma.  In  Hodgkins’ 
disease,  lymphoma,  lymphosarcoma,  and  lym- 
phatic leukemia,  a specific  pattern  in  the  lymph 
nodes  can  be  demonstrated.  This  pattern  has 
variously  been  described  as  motheaten,  lace- 
like, or  foamy  (Figure  4).  The  lymph  nodes 
are  enlarged.  The  enlargement  may  be  very 
conspicuous,  sometimes  attaining  gigantic  pro- 
portions (Figure  4 inset).  The  margin  or  out- 
line of  the  lymph  node  is  preserved.  Inferior 
vena  cavography  has  often  shown  encroach- 
ment of  the  inferior  vena  cava  by  the  enlarged 
nodes.®  Combination  lymphography  and  in- 
ferior vena  cavography  should  be  done  when 
feasible,  although  Mahaffy’’  and  Baum  et  aP® 
have  shown  lymphography  to  be  a more  ac- 
curate diagnostic  procedure  for  lymphoma. 


Dolan”  attempted  to  correlate  the  radio- 
graphic  appearance  with  the  histological  diag- 
nosis. It  appears  that  no  definite  relationship 
can  be  established.  We  feel  that  there  is  some 
resemblance  in  the  radiographic  appearance 
between  a less  malignant  condition  as 
Hodgkins’  Disease  in  an  advanced  stage  and  a 
more  progressive  condition  as  lymphosarcoma 
in  an  early  stage. 

3.  Investigation  of  Lymphedema.  The  study 
of  primary  lymphedema  has  been  well  docu- 
mented by  Kinmonth  et  aP^  in  107  patients 
whose  lower  limbs  were  affected.  Four  main 
groups  were  presented  in  this  series. 

( 1 ) Aplasia.  No  lymph  vessels  were  found. 

(2)  Hypoplasia.  There  was  a definite  de- 
crease in  the  number  of  lymph  vessels 
as  compared  to  the  normal. 

(3)  Varicose  lymph  vessels.  The  lymphatics 
were  dilated  and  tortuous. 

(4)  Dermal  backflow.  The  dominant  finding 
was  the  presence  of  contrast  medium  in 
the  small  cutaneous  lymph  vessels. 

Jacobsson  and  Johansson^®  in  a smaller  series 
of  22  cases  concurred  with  Kinmonth’s  find- 
ings. 

In  secondary  edema,  dilated  vessels  with 
local  areas  of  dermal  backflow  are  observed. 
There  is  usually  no  reduction  in  the  number  of 
lymph  channels. 


4.  Use  in  Radiation  Therapy.  The  lymph- 
ogram  helps  immeasurably  in  accurately  lo- 
calizing the  radiation  beam.  This  knowledge  is 
particularly  important  in  seminomas,  Hodgkins’ 
disease  and  lymphosarcoma,  in  which  treatment 
of  the  lymphatic  system  is  the  radiotherapist’s 
main  concern.  The  lymphogram  also  offers  the 
additional  advantage  of  following  any  regres- 
sion or  progression  in  the  size  of  the  lymph 
nodes. 

In  carcinoma  of  the  uterine  cervix,  when 
intracavitary  radium  or  cobalt  has  been  in- 
serted, the  physicist  can  compute  radiation  dos- 
age to  the  pelvic  lymph  nodes  as  well  as  for  the 
conventional  points  A and  B.  The  latter  are, 
in  essence,  fixed  arbitrary  points,  whereas  the 
former  vary  from  patient  to  patient. 

Injection  of  radioactive  material  into  the 
lymphatics  for  therapeutic  purposes  has  also 
been  investigated.  The  advantages  include  se- 
lectivity of  irradiation  (to  the  lymphatics)  and 
elimination  of  skin  tolerance  as  a limiting 
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FIGURE  5.  (a)  shows  preoperative  lymphogram  of  a 
patient  with  carcinoma  of  the  cervix,  (bl  shows  post- 
operative film  following  a pelvic  exenteration  procedure. 
Note  the  lymph  nodes  in  the  pelvis  have  been  effec- 
tively cleared. 

factor.  Jantet,^^  however,  showed  that  radio- 
active colloidal  gold,  when  administered  intra- 
lymphatically,  localized  only  in  normal  lymph 
nodes.  The  portions  of  lymph  nodes  that  are 
replaced  by  metastases  showed  no  appreciable 
uptake  of  the  radioactive  material.  On  the  basis 
of  this  finding,  prophylactic  irradiation,  before 
metastases  can  be  clinically  detected,  was  sug- 
gested. 

Seitzman  et  aF^  on  the  other  hand,  obtained 
encouraging  results  from  the  use  of  radioactive 
1-131  Ethiodol.  Uniform  activity  to  the  retro- 
peritoneal nodes  was  obtained.  Moreover,  the 
authors  demonstrated  no  significant  uptake  by 
the  thyroid,  no  effect  on  the  hemopoetic  sys- 
tem and  renal  excretion  of  iodine  and  iodides 
in  very  small  amounts.  More  recently  Ariel  and 
Resnick^®  reported  beneficial  clinical  results 
following  intralymphatic  administration  of 
radioactive  isotopes  to  lymphomas.  Their  ex- 
periences with  chemotherapeutic  agents  ad- 
ministered in  the  same  manner  were  not  as  re- 
warding. 

5.  Postoperative  Evaluation.  In  radical  pro- 
cedures, the  completeness  of  lymph  node  eradi- 
cation can  be  determined  by  a postoperative 
film  when  preoperative  lymphography  has  been 
performed,  as  illustrated  in  Figure  5.  Averette 
et  al-®  used  a chlorophyll-Ethiodol  combination 
for  intralymphatic  injection.  He  demonstrated 
a green  staining  of  the  pelvic  nodes  at  opera- 
tion, thereby  facilitating  dissection  and  identifi- 
cation of  these  nodes.  Kavazarakis  et  aP^  have 
alluded  to  the  fact  that  a premastectomy 
lymphogram  can  provide  valuable  information 
as  to  the  number  and  distribution  of  the  axil- 
lary nodes. 

6.  Miscellaneous.  Numerous  other  clinical 
applications  have  been  described.  Gould^®  rec- 
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ommended  lymphography  in  the  study  of  fever 
of  unknown  origin  to  evaluate  retroperitoneal 
lymph  nodes.  Others  have  utilized  the  pro- 
cedure in  the  investigation  of  retroperitoneal 
fibrosis,-®  ventriculothoracic  duct  shunts,^^  post- 
mastectomy lymphedema,-^  thoracic  duct  lac- 
eration,-® chyuria,-^  and  chylous  ascites.®'^’ 

Complications 

1.  Febrile  reactions.  Occasionally  a low 
grade  fever  occurs  at  a variable  interval  after 
the  procedure  and  subsides  in  24  to  48  hours 
without  specific  treatment. 

2.  Wound  infections.  Aseptic  precautions 
usually  preclude  this  complication.  Since  the 
procedure  is  generally  performed  on  patients 
with  some  form  of  malignant  condition, 
wound  healing  may  be  delayed. 

3.  Pulmonary  complications.  Clinical  pul- 
monary infarction  following  the  procedure  is 
rare.  Fine,  microscopic  opacities  in  the  lung 
fields,  in  otherwise  asymptomatic  patients,  as 
noted  by  Gough  et  al,®®  are  not  infrequent. 
Koehler®'^  demonstrated  “spill-over”  of  the  con- 
trast in  a study  on  dogs  utilizing  radioactive 
1-131  tagged  Ethiodol.  The  asymptomatic  lung 
changes  probably  result  from  such  “spill-overs.” 

4.  Allergy,  over  dosage  and  tumor  spread. 
Allergic  reactions  can  occur,  but  this  is  a very 
infrequent  finding. 

One  death  from  overdosage  has  been  re- 
corded in  French  literature  by  Desprez-Curely 
et  al.®®  This  occurred  in  a child  weighing  30 
kilograms  in  whom  25  ml.  of  Ultrafluid  Lipio- 
dol  had  been  injected  four  days  previously. 
The  same  authors®®  six  months  later  reported 
another  case,  in  which  the  patient  collapsed 
(with  signs  of  hemiplegia)  and  died  following 
lymphography.  The  authors  felt  this  second 
death  probably  resulted  from  the  patient’s  very 
poor  general  condition  and  not  from  the 
lymphography.  In  experimental  studies.  Kin- 
month  et  aP  found  that  a dosage  of  oily  medium 
greater  than  1 ml. /kg.  is  very  likely  to  prove 
fatal  in  rabbits,  owing  to  fat  embolization  of 
the  pulmonary  arteries. 

The  question  has  often  been  raised  as  to 
the  possibility  of  tumor  embolization  following 
pressure  injection  into  lymphatics  already  in- 
volved by  carcinoma.  The  work  of  Schaffer  et 
aP  has  shown  no  significant  increase  in  the 
number  of  circulating  tumor  cells  following 

4.5 


Flagyl  eliminates  the  difficulties  and  frus- 
trations that  have  long  attended  the  treat- 
ment of  trichomonal  infection. 

These  difficulties  arose  mainly  from: 

1)  the  failure  of  any  previously  known 
agent  to  destroy  the  protozoan  in  para- 
vaginal crypts  and  glands; 

2)  the  failure  of  any  previously  known 
agent  to  prevent  reinfection  by  eradicat- 
ing the  disease  in  male  consorts. 

The  introduction  of  Flagyl  removed  both 
of  these  long-standing  deficiencies.  Hun- 
dreds of  published  investigations  in  thou- 
sands of  patients  have  confirmed  the  ability 
of  Flagyl  to  cure  trichomoniasis. 

Correctly  used,  with  due  attention  to  re- 
peat courses  of  treatment  for  resistant, 
deep-seated  invasion  and  to  the  presump- 
tion of  reinfection  from  male  consorts, 
Flagyl  has  repeatedly  produced  a cure  rate 
of  up  to  100  per  cent  in  large  series  of 
patients. 

Nothing  cures  trichomoniasis  hke  Flagyl. 

Dosage  and  Administration 

In  women:  one  250-mg.  oral  tablet  t.i.d.  for 
ten  days.  A vaginal  insert  of  500  mg.  is  avail- 
able for  local  therapy  when  desired.  When  the 
inserts  are  used  one  vaginal  insert  should  be 
placed  high  in  the  vaginal  vault  each  day  for 
ten  days,  and  concurrently  two  oral  tablets 
should  be  taken  daily. 

In  men:  in  whom  trichomonads  have  been 
demonstrated,  one  250-mg.  oral  tablet  b.i.d. 
for  ten  days. 

Contraindications 

Pregnancy;  disease  of  the  central  nervous  sys- 
tem; evidence  or  history  of  blood  dyscrasia. 

Precautions  and  Side  Effects 

Complete  blood  ceU  counts  should  be  made 
before  and  after  therapy,  especially  if  a sec- 
ond course  is  necessary. 

Infrequent  and  minor  side  effects  include: 
nausea,  unpleasant  taste,  furry  tongue,  head- 
ache, darkened  urine,  diarrhea,  dizziness,  dry- 
ness of  mouth  or  vagina,  skin  rash,  dysuria, 
depression,  insomnia,  edema.  Elimination  of 
trichomonads  may  aggravate  moniliasis. 

Dosage  Forms 

Oral— 250-mg.  tablets/ Vaginal— 500-mg.inserts 
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FIGURE  6.  Venolymphatic  communication.  (V)  denotes  the 
vein  and  (L)  denotes  the  lymphatic  channel.  There  was 
no  extravasation  of  contrast  into  the  soft  tissues. 


lymphography  on  metastatic  nodes  in  rabbits. 

Earlier  reports  by  Fuchs,  et  aP®  indicated 
adverse  effects  from  the  introduction  of  oily 
media  into  the  lymphatics.  More  recently,  Jing 
et  al,-"^^  Dolan, “ Wilder,--  Wallace  et  al,®  and 
Kinmonth  et  al,^-  basing  their  experiences  on 
421,  200,  150,  110,  and  107  cases  respectively, 
have  demonstrated  that  the  complications  en- 
countered in  lymphography  are  both  infrequent 
and  minor  in  nature. 


Limitations  of  the  Procedure 

1.  Partial  immobilization  of  the  patient  for 
a duration  of  one  or  more  hours  is  required. 

2.  Visualization  of  mediastinal  and  mesen- 
teric lymphatics  has  not  as  yet  been  possible. 
To  date,  demonstration  of  the  lymphatics  has 
been  restricted  to  the  axillary,  supraclavicular, 
inguinal,  pelvic  and  para-aortic  groups. 
Lymphography  of  the  head  and  neck  region 
has  been  done  by  Jackson  et  al'*^  and  Smith^^ 
despite  obvious  technical  obstacles. 

3.  Lack  of  correlation  between  radiographic 
and  pathological  findings.  Overlapping  of 


lymph  nodes,  inflammation,  fatty  deposits,  and 
fibrosis  are  a few  of  the  factors  that  hinder  an 
accurate  radiographic  interpretation.  Incom- 
plete or  nonfilling  of  a metastatic  node  has 
hampered  detection  of  early  malignant  spread. 
Kendall  et  aP^  have  emphasized  this  point  in  a 
study  of  early  lymph  node  metastases  in  breast 
cancer. 

Comments 

In  our  experience  with  40  patients,  we  have 
not  exceeded  a total  dosage  of  20  ml.  Ethiodol 
when  two  extremities  are  injected  concomitant- 
ly. The  only  complications  we  have  encoun- 
tered were  mild  febrile  reactions.  These  re- 
actions tend  to  occur  when  the  injection  time 
is  shortened.  In  only  one  case  was  a significant 
radiographic  abnormality  attributable  to  the 
injection  detected  in  the  lung  fields. 

Pulmonary  disease  was  not  considered  a 
contraindication.  Several  patients  had  diffuse 
metastatic  spread,  and  others  had  pulmonary 
emphysema.  All  tolerated  the  procedure  well. 

The  mediastinal  and  mesenteric  nodes  were 
incidentally  visualized  in  two  patients.  The 
former  was  noted  in  a young  patient  with 
Hodgkins’  disease,  and  the  latter,  in  a case 
of  advanced  carcinoma  of  the  stomach. 
Obvious  proximal  lymphatic  obstruction  was 
present  in  both  instances.  These  two  cases  indi- 
cate the  possibility  of  mediastinal  and  mesen- 
teric lymphography  if  proximal  occlusion  of 
the  thoracic  duct  can  be  obtained. 

Venolymphatic  communications  are  not  usu- 
ally seen  in  “normal”  lymphograms.  The  exist- 
ence of  these  channels  has  been  described  in 
anatomical  studies  on  animals  by  Yoffey  and 
Courtice.^®  In  advanced  lymphatic  obstruction, 
these  communicating  channels  are  often  util- 
ized.We  have  observed  venolymphatic  com- 
munications on  lymphography  (Figure  6)  in 
two  patients,  without  evidence  of  lymphatic  ob- 
struction. Marrocu  et  aF^  have  reported  a 
similar  phenomenon  in  a single  case.  The 
mechanisms  by  which  these  channels  function 
certainly  merit  further  investigation. 

In  another  case,  “collateral”  lymphatic  circu- 
lation was  observed  in  the  gluteal  region  in  a 
postoperative  lymphogram  study  on  a case  of 
carcinoma  of  the  bladder  in  which  radical 
pelvic  node  resection  had  been  carried  out. 
This  phenomenon  somewhat  resembles  arterial 
circulation  where  collaterals  develop  follow- 
ing arterial  occlusion. 
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Among  our  studies,  the  examination  has 
been  found  to  be  most  helpful  in  lymphomas, 
as  a guide  to  radiotherapy,  and  on  postopera- 
tive follow-up  investigations.  In  the  identifica- 
tion of  early  metastases,  correlation  has  not 
been  too  encouraging. 

Conclusion 

Lymphography  is  still  in  its  infancy  as  com- 
pared to  such  established  procedures  as  angio- 
graphy and  venography.  Its  diagnostic  and 
therapeutic  potentials  have  not  been  exhausted. 
At  the  moment,  it  is  a valuable  adjunct  in  clini- 
cal investigation,  especially  in  the  field  of 
oncology. 
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Ruptured  Abdominal  Aortic  Aneurysm: 
Successful  Excision  in  a Patient  89  Years 

of  Age 

Howard  E.  Dorton,  M.D.* 

Lexington,  Ky. 


This  paper  describes  the  salvage  of  an  89 
year  old  patient  with  frank  rupture  of  an 
abdominal  aortic  aneurysm.  The  ad- 
vanced age  of  this  patietit,  perhaps  the 
oldest  to  recover  following  such  a catas- 
trophe, has  prompted  this  report. 


The  mortality  following  operation  for  cor- 
rection of  ruptured  abdominal  aortic  ane- 
urysm has  been  reported  to  be  approxi- 
mately 40%  by  Cooley  and  DeBakey/  and 
Shumaker  and  King.^  This  represents  a salvage 
rate  rather  than  a surgical  mortality  rate  since 
the  condition  is  usually  100%  fatal.  As  one 
might  expect,  the  mortality  rates  are  increased 
among  elderly  patients.  However,  advanced 
age  alone  does  not  preclude  a successful  out- 
come providing  other  organ  systems  are  reason- 
ably normal.  For  example,  Boyd^  has  reported 
the  case  of  an  83  year  old  patient  and  Mahaf- 
fey^  the  case  of  an  85  year  old  patient,  both  of 
whom  survived  after  prosthetic  replacement  of 
a ruptured  abdominal  aortic  aneurysm  and 
Knowles,  Spencer  and  Steenburg^  have  re- 
ported the  successful  elective  excision  of  a 
huge  abdominal  iliac  aneurysm  in  an  89  year 
old  patient. 

This  paper  describes  the  salvage  of  an  89 
year  old  white  female  patient  with  a ruptured 
abdominal  aortic  aneurysm.  The  advanced  age 
of  this  patient,  perhaps  the  oldest  to  recover 
following  such  a catastrophe,  has  prompted 
this  report. 


*Clinical  associate  professor  of  surgery,  University  of 
Kentucky  Medical  Center,  Lexington,  Ky. 


Report  of  a Case 

An  89  year  old  white  female  (born  Novem- 
ber 9,  1874)  was  admitted  to  Central  Baptist 
Hospital  at  1:00  p.m.  on  March  26,  1963, 
nine  hours  following  the  sudden  onset  of  se- 
vere abdominal  pain  and  vomiting.  She  was  in 
a state  of  shock  which  had  failed  to  respond 
to  vigorous  restorative  measures,  including  two 
transfusions  in  an  outlying  hospital.  It  was 
thought  that  she  had  an  intestinal  obstruction. 

Eight  years  previously  she  had  had  surgical 
correction  of  uterine  procidentia  at  which  time 
she  was  noted  to  have  moderate  cardiomegaly 
and  a blood  pressure  of  190/100  mm.  Hg. 
Otherwise,  her  health  had  been  reasonably  good 
and  she  had  been  quite  active.  Her  physical 
appearance  corresponded  to  her  stated  age. 
There  was  an  ashen  pallor  to  her  skin  which 
was  sweaty  and  cold.  The  blood  pressure  was 
recorded  at  60/0  mm.  Hg.  The  pulse  was  140 
per  minute,  irregular,  and  barely  perceptible. 
The  abdomen  was  moderately  distended,  par- 
ticularly on  the  left,  and  was  tender.  A diffuse 
pulsatile  mass  could  be  felt  extending  from  the 
left  costal  margin  to  just  below  the  umbilicus. 
Pulses  could  not  be  felt  below  the  femoral 
regions.  The  hemoglobin  was  9.5  Gm.  with  a 
hematocrit  of  29.  The  urine  had  a specific 
gravity  of  1.021  and  was  essentially  normal 
chemically  and  microscopically. 

After  suitable  preparations  for  blood  re- 
placement had  been  made  and  approximately 
ten  hours  following  onset  of  symptoms  a 
laparotomy  was  performed  through  a long  mid- 
line incision.  The  aneurysm,  which  was  about 
twelve  centimeters  in  diameter,  extended  from 
two  centimeters  below  the  right  renal  artery  to 
the  bifurcation.  It  had  ruptured  anteriorly  with 
massive  retroperitoneal  extravasation  which  dis- 
placed the  right  colon  and  cecum  forward  and 
spread  behind  the  left  colon  and  upward  into 
the  left  renal  area.  After  proximal  and  distal 
control  the  aneurysm  was  removed,  sacrificing 
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the  inferior  mesenteric  artery.  Although  there 
was  moderate  aneurysmal  dilatation  of  both 
iliac  vessels,  it  was  elected  to  limit  the  excision 
at  the  bifurcation  to  reduce  operating  time.  The 
proximal  end  of  the  transected  aorta  was  of 
such  poor  quality  that  the  proximal  end  of  the 
prosthesis  was  cuffed  and  sutured  to  the  end 
of  the  aorta  with  a runing  3-0  arterial  silk 
suture.  The  cuffed  portion  was  then  turned  up- 
ward to  surround  the  friable  aorta.  The  free 
proximal  end  of  the  graft  was  tacked  to  the 
aorta  with  several  interrupted  3-0  silk  sutures. 
This  resulted  in  a telescoping  of  the  proximal 
end  of  the  aorta  into  the  graft  for  a distance  of 
two  centimeters  and  substantially  strengthened 
the  proximal  anastomosis.  Distally  a simple 
end-to-end  continuous  silk  anastomosis  was 
performed.  Distal  flow  was  re-established 
within  thirty-five  minutes  following  which  good 
pulsations  were  noted  in  both  iliac  arteries. 

After  mass  closure  of  the  abdominal  incision 
with  buried  figure-of-eight  stainless  steel  wire 
sutures,  it  was  noted  that  the  right  foot  was 
quite  waxy  and  white  in  color  as  compared 
with  the  left.  Accordingly,  under  local  anes- 
thesia, the  right  popliteal  area  was  exposed 
through  an  incision  just  below  and  medial  to 
the  knee  as  described  by  Morris,  et  al.®  The 
artery  was  opened  and  a long  clot  extending 
proximally  and  distally  was  extracted.  There 
was  immediate  excellent  blood  flow  and  after 
closure  of  the  incision  the  popliteal  artery 
pulsated  satisfactorily.  Following  this,  both 
lower  extremities  were  noted  to  be  of  the  same 
color  although  both  were  quite  pale  and  cool. 
Pedal  pulses  could  not  be  detected.  Their  status 
pre-operatively  was  not  known. 

The  abdominal  portion  of  the  operation  pro- 
cedure required  two  hours  and  ten  minutes  and 
the  entire  procedure  was  completed  in  three 
hours.  Seven  pints  of  blood  were  employed, 
six  during  operation  and  one  in  the  recovery 
unit.  On  the  third  post  operative  day  the  hemo- 
globin was  11.8  Gm.  with  a hematocrit  of  39. 
Post  operative  recovery  was  relatively  unevent- 
ful except  that  on  the  third  post  operative  day 
she  developed  a continual  diarrhea  which  was 
thought  to  be  due  to  ischemia  of  the  left  colon. 
Endoscopic  examination  disclosed  the  colonic 
mucosa  to  be  normal  except  for  moderate 
edema.  Although  stool  smears  and  cultures 
were  negative  for  pathogens  the  patient  was 
given  staphcillin  as  a precautionary  measure. 


The  patient  was  ambulated  on  the  seventh  post 
operative  day  and  dismissed  from  the  hospital 
on  the  fifteenth  post  operative  day. 

Urinary  output  the  first  24  hours  post  opera- 
tive was  800  cc.  This  increased  and  remained 
adequate  throughout.  The  blood  urea  nitrogen 
which  was  30  mg.  % on  admission  rose  to  51 
mg.  % the  day  following  surgery,  then  gradually 
fell  to  22.5  mg.  % at  the  time  of  discharge. 

The  patient  remained  quite  active  and  ambu- 
latory the  next  17  months.  Her  only  complaint 
was  mild  diarrhea  which  was  kept  under  con- 
trol by  dietary  restrictions  and  an  occasional 
dose  of  Kaopectate.  Unfortunately,  on  August 
31,  1964,  she  fell  and  fractured  the  neck  of  her 
right  femur.  She  was  hospitalized  for  eleven 
days  for  a pinning  procedure,  following  which 
she  again  became  ambulatory.  On  January  15, 
1965,  she  was  readmitted  to  the  hospital  be- 
cause of  coronary  thrombosis.  She  appeared  to 
be  convalescing  satisfactorily  from  this  but 
ten  days  after  her  last  admission  she  expired 
quietly  during  sleep.  She  had  survived  the  ab- 
dominal catastrophe  for  nearly  two  years. 
Throughout  this  period  repeated  abdominal  ex- 
aminations failed  to  reveal  any  vascular  ab- 
normalities. 

Comment 

The  case  here  reported  is  of  particular  in- 
terest because  of  the  advanced  age  of  the  pa- 
tient. The  relatively  early  operative  intervention 
(10  hours)  following  rupture  undoubtedly  was 
of  considerable  importance  in  the  successful 
outcome.  In  this  regard  it  is  interesting  to  note 
that  the  delay  in  Boyd’s  case  was  only  two  hours 
and  in  Mahaffey’s  case  seven  hours  from  the 
time  of  rupture.  The  immediate  and  late  post 
operative  diarrhea  may  have  resulted  from 
ischemia  of  the  left  colon  although  the  bowel 
appeared  normal  at  the  termination  of  the  op- 
erative procedure.  Endoscopy  on  the  third  post 
operative  day  did  show  mucosal  edema.  Uri- 
nary output  in  this  case  was  surprisingly  good 
despite  the  fact  that  no  osmotic  diuretics  were 
employed.  The  immediate  removal  of  a clot 
from  the  right  popliteal  artery  probably  pre- 
vented loss  of  the  involved  extremity. 

Summary 

A case  is  reported  of  an  89  year  old  woman 
who  survived  for  nearly  two  years  following 
(Continued  on  Page  82) 
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Intestinal  Obstruction 

M.  Atik,  M.D.*  AND  John  Hart,  M.D** 


INTESTINAL  OBSTRUCTION,  an  old  and  com- 
mon malady,  presents  numerous  challenging  prob- 
lems to  the  physician  and  surgeon.  The  following 
case  history  is  reported  to  illustrate  some  of  these 
problems  and  to  record  a few  recent  advances  in 
the  successful  management  of  this  potentially  dan- 
gerous disease. 

Case  History 

M.  J.  (25820),  a 49  year  old  white  woman,  under- 
went a vaginal  hysterectomy  and  repair  of  cystocele 
and  rectocele  because  of  uterine  prolapse  and  stress 
incontinence  of  urine  on  October  27,  1964,  and  was 
discharged  from  the  hospital  on  November  2,  1964. 
She  felt  well  until  three  days  later,  when  she  devel- 
oped right  flank  and  abdominal  pain  and  vomited 
several  times.  She  was  re-admitted  to  the  hospital  on 
November  6,  1964. 

Examination  at  the  time  of  admission  revealed  a 
thin  white  woman  who  appeared  to  be  experiencing 
severe  abdominal  pain.  Her  temperature  was  99.6 
degrees  orally,  blood  pressure  90-60  mm.  Hg  and 
pulse  86  per  minute  and  regular.  Her  head,  neck, 
chest,  heart  and  lungs  were  normal.  The  abdomen 
was  slightly  distended  and  diffusely  tender  with  in- 
voluntary guarding  and  rebound  tenderness.  The 
right  side  was  somewhat  more  tender  than  the  left. 
Peristaltic  sounds  were  not  heard.  No  enlarged 
organs  or  masses  could  be  palpated.  There  was  a 
yellow-green  vaginal  discharge  which  grew  Proteus 
mirabilis  on  culture.  The  rectocele  repair  was  in- 
fected. Marked  tenderness  and  guarding  were  present 
bilaterally  on  pelvic  examination.  The  closed  apex 
of  the  vaginal  vault  was  tender  and  indurated.  Both 
ovaries  were  tender.  No  unusual  pelvic  masses  were 
palpated. 

The  patient’s  chest  x-ray  was  normal;  x-ray  of  her 
abdomen  showed  air  in  the  small  and  large  in- 
testines. Urinalysis  showed  many  bacteria,  but  was 
otherwise  normal.  The  white  blood  cell  count  was 
19,642  with  97  neutrophils,  2 lymphocytes  and  1 
monocyte,  the  hemoglobin  was  11.6  gm.  % and  the 
hematocrit  37%.  CO^  content  was  21  mM,  CI-101, 


"^Associate  professor  of  surgery,  University  of  Louis- 
ville School  of  Medicine. 

**Senior  resident,  University  of  Louisville  hospitals. 


FIGURE  1.  Abdominal  x-ray  consistent  with  partial  in- 
testinal obstruction. 


Na+135  and  K-f-4.0  mEq./L.  The  urine  culture  was 
negative. 

Hospital  Course.  The  patient  was  thought  to  have 
pelvic  cellulitis.  She  was  treated  with  penicillin, 
streptomycin,  and  Chloromycetin®  and  I.V.  fluids, 
but  was  not  placed  on  nasogastric  suction.  During 
the  next  three  days  she  remained  afebrile.  She 
stopped  vomiting,  and  was  thought  to  be  better  in 
general.  Abdominal  tenderness  had  decreased,  and 
bowel  sounds  were  heard.  She  passed  a small  amount 
of  flatus,  and  on  November  8,  1964,  was  given  a 
liquid  diet.  The  purulent  discharge  which  was  coming 
from  the  apex  of  the  vagina  persisted,  however.  A 
6 cm,  mass  became  palpable  above  and  posterior  to 
the  vaginal  cuff. 

On  November  9,  1964,  she  started  vomiting  again 
and  became  distended.  Bowel  sounds  were  not  heard. 
An  abdominal  x-ray  showed  multiple  air  fluid  levels 
in  large  and  small  bowels  consistent  with  early 
partial  intestinal  obstruction  (Eig.  1). 
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On  November  10,  1964,  the  abdominal  pain  and 
distention  were  noted  to  be  increased  and  hyper- 
active bowel  sounds  could  be  heard.  There  was  diffuse 
abdominal  tenderness  and  guarding.  The  patient  was 
thought  to  have  peritonitis  and  intestinal  obstruction. 
A Miller-Abbott  tube  was  passed  into  the  stomach 
and  surgical  consultation  was  requested.  At  this  time 
the  patient  appeared  seriously  ill.  Her  temperature 
was  100.3  degrees,  her  pulse  weak  and  92  per  minute 
and  her  blood  pressure  90/68  mm.  Hg.  She  was  in 
shock  and  oliguric  (about  15  cc./hr.)  despite  the 
3000  cc.  of  I.V  fluids  she  had  received  over  the 
preceding  24  hours.  Her  CO2  content  was  20.9  mM, 
Na-f-132,  K-(-3.6,  and  CI-78mEq./L.  X-ray  of  the 
abdomen  showed  multiple  distended  loops  of  small 
bowel  with  little  air  in  the  colon  (Fig  2).  These 
findings  were  consistent  with  mechanical  small 
bowel  obstruction.  The  patient  was  therefore  pre- 
pared for  operation.  She  was  rapidly  given  3 liters 
of  normal  saline  with  sodium  bicarbonate  and  KCI. 
Over  a period  of  three  hours,  her  blood  pressure 
and  urine  output  improved. 

At  operation,  the  entire  peritoneal  cavity  was 
found  filled  with  watery,  purulent  liquid  which  re- 
vealed no  bacteria  on  smear  and  culture.  As  this 
liquid  was  aspirated  and  the  loops  of  small  bowel 
were  carefully  delivered  from  the  abdominal  cavity, 
many  fresh  adhesions  were  divided  by  sharp  and  blunt 
dissection  and  multiple  intra-abdominal  abscesses 
were  encountered  between  the  loops  of  bowel  in  the 
midabdomen,  the  right  lower  quadrant,  and  the 
pelvis.  A complete  mechanical  obstruction  of  the 
small  bowel  caused  by  adhesions  was  present  about 
6 inches  above  the  ileocecal  valve.  All  abscesses 
were  opened  and  drained.  The  abdominal  cavity 
was  repeatedly  irrigated  with  0.2%  Kanamycin  solu- 
tion. Decompression  of  the  bowel  was  achieved  by 
a sterile  Levine  tube  introduced  via  a gastrostomy 
through  the  pylorus  and  duodenum  into  the  jejunum. 
The  other  end  of  this  tube  was  brought  out  through 
a stab  wound  in  the  left  upper  quadrant.  The  vaginal 
cuff  was  necrotic  and  was  opened  by  blunt  dissection 
so  that  a sump  drain  could  be  placed  in  the  pelvis 
and  led  to  the  outside  via  the  vagina.  Soft  rubber 
drains  were  placed  in  the  right  lower  quadrant 
through  a stab  wound.  The  abdominal  incision  was 
closed  with  steel  wire  and  silk  sutures  in  the  skin. 

During  operation  the  patient  received  3000  cc.  of 
electrolytes  and  1000  cc.  of  blood  while  her  central 
venous  pressure  was  repeatedly  monitored.  Anti- 
biotics and  I.V.  fluid  therapy  were  continued  in  the 
postoperative  period  and  her  G.  I.  tract  was  kept 
decompressed  with  suction  on  the  tube  in  her 
jejunum.  The  sump  tube  in  her  pelvis  was  attached 
to  suction  and  was  irrigated  several  times  daily  with 
1%  Kanamycin  solution.  She  was  given  500  ml.  of 
low  molecular  weight  Dextran  I.  V.  during  operation 
and  the  day  after  surgery.  Her  recovery  from 
anesthesia  was  prompt.  Her  vital  signs  remained 
stable,  her  blood  pressure  ranged  between  114/70 
and  140/70  mm.  Hg,  her  hourly  urine  output  was 
30-60  cc./hr.  and  her  serum  electrolyte  concentra- 
tion was  normal  in  the  postoperative  period.  She 
became  afebrile  by  the  fourth  day,  and  showed  no 


FIGURE  2.  Abdominal  x-ray  showing  progression  of  dis- 
tention of  the  small  bowel  with  little  air  in  the  colon  and 
highly  suggestive  of  complete  mechanical  small  bowel 
obstruction. 

evidence  of  wound  infection  or  recurrence  of  intra- 
abdominal abscess.  She  took  oral  fluids  six  days 
after,  a bland  diet  nine  days  after  operation,  and 
continued  to  recover  rapidly.  She  was  discharged 
from  the  hospital  on  the  14th  postoperative  day. 
During  subsequent  clinic  visits  she  felt  well,  and  had 
no  complaints.  The  gastrostomy  tube  was  removed 
on  the  36th  postoperative  day. 

Discussion 

This  patient  presented  three  important  problems — 
sepsis,  intestinal  obstruction  and  shock.  The  shock 
was  primarily  due  to  loss  of  blood  volume.  With 
established  intestinal  obstruction  of  over  24  hours’ 
duration,  a volume  deficit  of  at  least  six  liters  could 
be  expected.  This  loss  is  partly  due  to  vomiting,  partly 
due  to  translocation  of  fluid  into  obstructed  gut 
and  the  peritoneal  cavity  and  in  the  inflamed  tissues. 
Prompt  replacement  of  volume  loss,  which  is  per- 
haps the  most  common  cause  of  shock  in  surgical 
practice,  is  desirable  to  prevent  complications  such 
as  acute  renal  failure,  and  damage  to  the  lungs  and 
liver  and  other  vital  organs.  It  is  also  an  essential 
part  of  preparation  of  the  patient  for  the  contem- 
plated operative  procedure.  The  amount,  composition 
and  speed  of  fluid  therapy  must  be  carefully  con- 
sidered. With  the  help  of  repeated  venous  pressure 
monitoring  and  hourly  urine  output  recording,  one 
can  safely  administer  most  of  the  estimated  fluid 
requirement  over  a few  hours.  Proper  interpre- 
tation of  central  venous  pressure  requires  considera- 
tion of  a patient’s  response  to  fluid  therapy,  the 
systemic  arterial  pressure  and  the  urine  output.  In 
this  regard  the  change  in  the  venous  pressure  is 
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more  im{>ortant  than  the  absolute  value.  General- 
ly, when  the  venous  pressure  rises  to  10-15  cm.  of 
saline,  additional  fluid  should  be  administered  cau- 
tiously. This  patient  indeed  received  over  seven  liters 
of  badly-needed  fluid  in  eight  hours  during  the  pre- 
operative and  operative  periods.  The  low  molecular 
weight  Dextran  was  infused  to  improve  impaired 
microcirculation  and  tissue  perfusions,  the  common 
sequelae  to  all  forms  of  shock,  and  to  prevent  acute 
renal  failure,  especially  in  the  presence  of  toxemia 
of  sepsis. 

The  treatment  of  peritonitis  and  intra-abdominal 
abscess  with  systemic  antibiotics  alone,  although  given 
a fair  trial  early  in  the  hospital  course,  could  not 
be  accomplished  without  adequate  drainage.  Local 
intraperitoneal  irrigation  with  dilute  Kanamycin  so- 
lution is  recommended  to  reduce  the  number  of 
bacteria  when  and  where  sufficient  antibiotic  con- 
centration caimot  be  reached  promptly  and  effective- 
ly by  the  systemic  route.  This  broad  spectrum  agent, 
in  the  concentration  and  manner  used  here,  is  a use- 
ful adjunct  and  free  from  serious  toxicity. 

During  the  early  part  of  the  patient’s  illness,  her 
abdominal  symptoms  and  signs  were  due  to  peri- 
tonitis and  adynamic  Ueus,  and  the  initial  conserva- 
tive management  was  justified.  With  progression  of 
abdominal  sepsis  to  frank  abscess  formation  and 
failure  of  ileus  to  improve,  and  with  x-ray  evidence 
of  mechanical  small  bowel  obstruction,  persistence 
of  nonoperative  management  was  considered  dan- 
gerous. Perhaps  one  of  the  most  important  advances 
in  the  management  of  intestinal  obstruction  is  an 
agressive  attitude  toward  correction  of  obstruction 
before  strangulation  takes  place.  While  the  mortality 
from  simple  intestinal  obstruction  is  3-5%,  with 
strangulation  it  is  still  reported  to  be  20-30%.  A 
trial  of  tube  decompression  is  justified  only  in  the 
early  adynamic  postoperative  period,  in  chronic  re- 
peated bowel  obstruction,  and  as  part  of  the  pre- 
operative management.  If  improvement  is  not 
achieved  rapidly  within  a few  hours,  even  in  these 
circumstances,  this  mode  of  attack  should  be  aban- 
doned. 

The  operative  decompression  of  the  distended  gut 


directly,  or  in  some  manner  similar  to  this  case, 
has  several  important  advantages.  It  provides  for 
early  and  effective  decompression  and  removal  of 
toxic  products,  improves  microcirculation  of  the  in- 
volved gut,  and  helps  earlier  return  of  effective 
peristalsis.  It  makes  closure  of  the  incision  easy 
and  contributes  toward  reduction  of  respiratory 
complications.  The  use  of  tube  gastrostomy  in  the 
postoperative  period  has  additional  merits.  It  is  safe, 
comfortable  and  may  be  left  in  place  for  weeks, 
can  be  opened  or  closed  with  a simple  clamp  and 
may  be  removed  without  difficulty.  The  tube  in  the 
small  bowel  thus  left  for  several  weeks  may  also 
provide  for  orderly  formation  of  future  adhesions 
between  the  loops  of  bowel,  and  hense  may  reduce 
the  chance  of  recurrent  intestinal  obstruction. 

Summary 

Successful  management  of  a patient  with  the  triad 
of  shock,  sepsis  and  mechanical  small  bowel  ob- 
struction is  described.  Undue  and  protracted  reliance 
on  tube  decompression  and  upon  systemic  antibiotics 
in  the  face  of  abscess  formation  is  to  be  discouraged. 
Early  operative  intervention  and  rapid  correction  of 
fluid  and  electrolytes,  guided  by  central  venous 
pressure  monitoring  and  by  hourly  urine  output, 
operative  decompression  of  the  distended  gut  and  the 
use  of  tube  gastrostomy  in  the  postoperative  period, 
are  recommended.  Irrigation  of  the  peritoneal  cavity 
with  dilute  Kanamycin  solution  to  combat  local 
contamination  and  the  use  of  low  molecular  weight 
dextran  to  improve  microcirculation  are  suggested. 

References 

1.  Atik,  M.:  Application  and  Proper  Interpretation  of  Venous 
Pressure  in  the  Management  of  Shock.  In  preparation. 

2.  Atik,  M.:  Prevention  of  Acute  Renal  Failure.  Am.  J.  Surg., 
108:  384,  1964. 

3.  Cohn,  I.,  Jr.:  Intraperitoneal  Antibiotics.  Surg.  Gynec.  & 
Obst..  114:309.  1962. 

4.  Nemir,  P.,  Jr.,  and  Hawthorne,  H.  R. : The  Surgical  Physiol- 
ogy and  Management  of  Acute  Intestinal  Obstruction.  Surg. 

Clin.  N.  Am.,  35:1703.  1955. 

5.  Becker,  W.  F. : Acute  Adhesive  Ileus:  Study  of  412  Cases 
with  Particular  Reference  to  Abuse  of  Tube  Decompression 
in  Treatment.  Surg.  Gynec.  & Obst.,  95:472,  1952. 

6.  Noer,  R.  J.,  and  Derr,  J W. : Effect  of  Distention  on  Intestin- 
al  Revascularization.  Arch.  Surg.,  59:542,  1949- 


Plan  to  take  your  family — 


KMA  Interim  Meeting 

DuPont  Lodge,  Cumberland  Falls  State  Park,  April  13-14 


Arranged  during  KEA  Week  so  you 
could  enjoy  a family  holiday  in  the  mountains 


.'ll 


January  1966 


The  Journal 


il 


The  Dilemma  of  Gradualism 

Delmas  M.  Clardy,  M.D. 


Mr.  chairman,  Senator  Dominick, 
Senator  Y arborough.  Doctor  Kernodle, 
distinguished  guests  and  fellow  physi- 
cians: I was  asked  a few  days  ago  by  Doctor 
Greathouse  to  make  an  address  on  this  occa- 
sion, but  I begged  to  make  only  a few  introduc- 
tory and  welcoming  remarks.  Since  that  time  I 
have  changed  my  mind  and  have  decided  to 
say  a few  additional  words  because  it  would 
cost  me  several  hundred  dollars  to  go  to  Wash- 
ington to  talk  to  these  senators,  if  I could  get 
an  audience.  I have  the  audience,  my  ticket 
was  gratis,  this  is  a bargain,  and  I am  not  go- 
ing to  miss  the  opportunity. 

For  the  information  of  those  who  do  not 
know,  the  Kentucky  Educational  Medical  Polit- 
ical Action  Committee  is  a non-partisan,  non- 
profit, political  organization,  supported  by  phy- 
sicians and  their  wives,  business  people  and 
well-wishers.  It  is  disassociated  from  the  Ken- 
tucky Medical  Association  for  legal  reasons.  Its 
purpose  is  supposed  to  be  to  elect  to  Congress 
those  people  who  are  favorable  to  keeping 
American  medicine  the  finest  in  the  world.  For 
the  most  part,  our  members  and  supporters  are 
conservatives  of  both  major  political  parties 
and  our  numbers  were  counted  in  the  27  mil- 
lion conservative  votes  last  November.  You 
may  say  we  did  not  do  so  well.  I say  we  did 
do  well,  but  others  did  not  do  their  parts;  also, 
extreme  methods  were  used  against  us  both  in 
the  election  and  since. 

For  us  to  have  a blind  allegiance  to  a politi- 
cal party,  just  because  our  parents  were  Demo- 
crats or  Republicans,  has  been  and  is  a silly 
mistake.  The  party  labels  don’t  mean  very 
much  any  more,  because  both  parties  are  di- 
vided into  conservative  and  liberal  groups.  It 


*This  article  was  presented  as  a speech  by  Doctor 
Clardy,  immediate  past  president  of  KM  A,  at  the 
annual  KEMP  AC  dinner,  September  20,  1965. 


doesn’t  make  much  sense  for  Senator  Harry 
Byrd  to  be  in  the  Democratic  party  with  Sena- 
tor Paul  Douglas,  or  Senator  John  Tower  to  be 
in  the  Republican  party  with  Senator  Jacob 
Javits,  or  even  our  own  Senator  Cooper.  I must 
give  credit  to  my  relative.  Senator  Strom  Thur- 
mond, who  had  the  backbone  to  remove  his 
party  affiliation  to  the  side  where  he  casts  his 
vote.  So  far  as  I know,  this  was  done  only  one 
other  time  in  recent  history,  and  that  was  by 
Senator  Wayne  Morse. 

The  only  thing  I am  going  to  say  about 
socialized  medicine  is  that  it  is  only  a part  of 
the  plan  in  the  creation  of  the  “Great  Society” 
and  this  parallels  what  Lenin  had  in  mind  when 
he  said,  “Socialized  medicine  is  the  keystone 
to  the  arch  of  the  Socialist  State”.  What  I have 
to  say  covers  more  than  our  own  private  and 
selfish  interests.  I want  you  to  hear  it;  I want 
the  senators  to  hear  it,  think  about  it,  go  back 
to  Washington  and  discuss  it  with  their  col- 
leagues. More  is  at  stake  than  the  destruction 
of  the  world’s  finest  medical  care  and  the  en- 
slavement of  the  American  physician. 

We,  as  a nation,  have  arrived  at  a frightful 
dilemma  through  the  process  of  gradualism. 
Each  president  and  each  congress  have  added 
a few  more  socialistic  laws  to  our  books  until 
we  find  ourselves  in  a sorry  entangled  mess 
without  knowing  just  how  we  got  there.  Sidney 
Webb,  who  was  one  of  the  founders  of  George 
Bernard  Shaw’s  socialist  Fabian  Society,  spoke 
of  the  Communist  conspiracy  as  “The  doctrine 
of  inevitability  of  gradualism.”  Patient  gradual- 
ism is  slow,  piece-meal  changes  in  laws,  gov- 
ernment, morality,  economics  and  education. 
The  changes  are  so  gradual  that  there  is  little 
opposition.  The  liberals  who  like  to  call  them- 
selves moderates,  promote  it  as  “inevitable 
change”  and  “progress”. 

Nearly  200  years  ago,  a British  historian  by 
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the  name  of  Alexander  Fraser  Tyler  wrote  this 
historical  truth:  “A  Democracy  cannot  exist  as 
a permanent  form  of  government.  It  can  exist 
until  the  voters  discover  that  they  can  vote 
themselves  largess  out  of  the  public  treasury. 
From  that  moment  on,  the  majority  always 
votes  for  the  candidate  promising  the  most 
benefits  from  the  public  treasury  with  the  result 
that  Democracy  always  collapses  over  a loose 
fiscal  policy,  always  followed  by  a dictator- 
ship.” It  appears  we  are  well  on  the  way. 

Another  line  we  are  following  almost  to  the 
letter  is  that  original  personal  doctrine  of  Karl 
Marx:  “From  each  according  to  his  ability,  to 
each  according  to  his  need.”  This  statement  was 
taken  from  an  address  of  January  15,  1964,  by 
a high  official  in  Government:  “We  are  going 
to  try  to  take  all  of  the  money  that  we  think  is 
unnecessarily  being  spent,  and  take  it  from  the 
‘haves’  and  give  it  to  the  ‘have  nots’  that  need 
it  so  much.”  This  parallel  of  philosophy  should 
frighten  every  red-blooded  American  into  a de- 
termined effort  to  do  something  to  save  his 
country. 

What  can  we  do?  There  is  a lot  we  can  do 
and  a lot  we  must  do  at  the  grass  roots  level, 
if  we  are  to  keep  alive  the  flame  of  freedom. 
We  must  work  and  fight  for  the  principles 
which  made  our  country  great.  Thomas  Paine 
once  said,  “Those  who  expect  to  reap  the 
blessings  of  freedom  must,  like  men,  undergo 
the  fatigue  of  supporting  it.”  We  must  adopt 
the  firm  attitude  of  the  great  Winston  Churchill 
when  he  spoke  to  the  British  people  in  their 
darkest  hour:  “We  shall  fight  on  the  beaches, 
we  shall  fight  on  the  landing  grounds,  we  shall 
fight  in  the  fields  and  in  the  streets,  we  shall 
fisht  in  the  hills,  we  shall  never  surrender.”  To 
quote  another  present-day  patriot,  “When 


freedom  is  at  stake,  our  silence  is  not  golden. 
It  is  yellow.” 

It  is  my  belief  that  every  physician’s  first 
duty  is  to  his  God,  and  then  to  his  country, 
and  he  accepts  it  as  such.  This  has  been  dem- 
onstrated many  times  throughout  the  history  of 
this  country.  Six  of  the  signers  of  the  Declara- 
tion of  Independence  were  physicians.  A phy- 
sician completed  the  ride  for  which  Paul 
Revere  was  given  the  credit.  There  are  other 
instances  too  numerous  to  mention  where  un- 
surpassed physician-gentlemen  have  valued 
their  sacred  honor  above  their  lives  and  for- 
tunes. 

There  are  those  who  say  physicians  should 
not  engage  in  politics  or  take  part  in  contro- 
versial affairs,  but  I believe  they  should.  Every 
physician  should  use  every  means  at  his  dis- 
posal to  mold  public  opinion  when  he  is  honest 
and  knows  he  is  right.  He  should  write  to  the 
newspapers,  senators  and  congressmen,  express 
himself  fearlessly  in  public  and  let  the  chips 
fall  where  they  may.  No  doubt  he  would  lose 
some  patients  if  they  do  not  like  the  views  of 
their  outspoken  doctor,  but  the  physician  who 
fails  in  this  duty  is  as  culpable  as  the  politician 
who  will  do  anything  to  get  a vote. 

We  must  keep  the  faith  and  fight  the  good 
fight.  We  must  never  surrender.  The  following 
was  written  by  a Canadian  physician.  Doctor 
John  McCrae,  shortly  before  he  died  of  wounds 
he  received  in  Flander’s  Field  in  World  War  I: 

“Take  up  our  quarrel  with  the  foe! 

To  you  from  failing  hands  we  throw 
The  torch;  be  yours  to  hold  it  high. 

If  ye  break  faith  with  us  who  die 
We  shall  not  sleep,  tho  poppies  grow 
In  Flander’s  Field.” 


Like  you,  your  County  Society  Secretary  is  a busy  man. 


He  tvill  appreciate  your  cooperation  in 


Paying  your  County,  JCMA,  and  AMA  dues 
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Th  is  Is  The  Year 


This  is  the  year  to  which  we  as  physicians 
have  looked  with  apprehension  and  dread 
for  a generation.  Medical  care  legislation 
covering  Americans  over  age  65  was  enacted 
into  law  in  July  of  1965  and  will  become  effec- 
tive July  1st,  1966.  It  becomes  a part  of  the 
social  security  program  which  was  first  enacted 
and  became  effective  just  30  years  ago.  That  it 
is  a part  of  and  the  result  of  political  expedi- 
ence more  than  a concern  for  the  health  of 
older  Americans  few  of  us  question.  It  cannot, 
however,  be  charged  to  the  political  “mecha- 
nations”  of  the  Democratic  party  or  of  the  Re- 
publican party,  nor  can  it  be  blamed  on  the 
lethargy  and  indifference  of  physicians.  Rather, 
we  think,  it  came  as  the  result  of  a demand  for 
security  and  protection  at  government  cost  and 
management,  prompted  by  social  planners. 
This  ever-increasing  trend  toward  socialistic 
government  is  world  wide.  The  overwhelming 
majority  by  which  the  law  was  passed  in  both 
Houses  of  Congress  tends  to  remove  it  from 
the  responsibility  of  any  group  or  political 
party. 

Recently  a young  and  very  gifted  physician 
addressed  members  of  the  Jefferson  County 
Medical  Society  and  in  his  remarks  stated  that 
had  the  medical  profession  been  alert  and 
united  in  an  energetic  effort  during  the  past 
generation  this  legislation  would  not  now  be  in 
effect.  He  was  undoubtedly  not  here  or  not  in- 
terested in  medical  statesmanship  30  years  ago 
when  complete  socialization  of  medicine  was 
a serious  threat.  He  could  not  have  had  a very 
fresh  memory  of  the  leadership  and  organized 
opposition  of  the  medical  profession  to  the  so- 
cialization of  medicine  before  World  War  II 
and  immediately  after.  We  were  successful  then 
in  preventing  complete  socialization  of  medi- 
cine which  would  have  been  effective  under  the 
Murray- Wagner-Dingle  or  Forand  proposals; 
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we  lost  our  effort  to  prevent  the  present  limited 
change. 

The  present  legislation  is  proposed  to  cover 
approximately  19  million  people  over  65  years 
of  age  who  are  beneficiaries  of  Social  Security 
or  the  Railroad  Retirement  Act  and  about  3 Vi 
million  people  not  included  in  these  categories 
who  are  regarded  as  eligible  for  the  benefits  of 
its  provisions.  With  this  23  million  added  to 
those  citizens  who  are  covered  by  other  forms 
of  medical  care,  such  as  federal  employees  and 
veterans,  the  total  number  of  Americans  under 
federally  administrated  medical  care  does  not 
exceed  50  million  — more  than  three-fourths 
of  the  population  of  the  United  States  is,  there- 
fore, still  under  free  medical  care  as  we  believe 
it  and  cherish  it.  This  is  a condition  not  enjoy- 
ed by  any  other  major  government  in  the  world 
and  a far  less  serious  threat  to  our  American 
way  of  life  and  medical  practice  than  we  would 
have  had  under  the  previously  proposed  types 
of  legislation. 

It  is  true  that  the  medical  profession  with 
the  strong  support  of  private  insurance  indus- 
tries, Farm  Bureau,  Chamber  of  Commerce, 
and  numerous  other  effective  allies,  failed  mis- 
erably in  our  opposition  to  the  passage  of  pub- 
lic law  89-97,  but  we  have  not  failed  in  a sub- 
stantial preservation  of  our  freedom  of  practice 
and  individual  initiative.  As  we  prepare  for  this 
change  let  us  not  forget  that  there  are  many 
favorable  circumstances  for  which  we  should 
be  grateful. 

A free  choice  of  physicians  will  be  affected 
only  in  part.  In  those  circumstances  where  the 
patient  is  obliged  to  obtain  his  medical  care 
from  recognized  and  accredited  hospitals  and 
facilities  which  are  not  available  in  his  own 
home  locality,  it  will  often  be  necessary  for  him 
to  forego  the  services  of  the  physician  of  his 
choice  in  order  to  avail  himself  of  institutional 
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and  specialist  care  as  provided  in  the  new  pro- 
gram. It  remains  yet  to  be  seen  how  great  a 
difference  this  will  make  in  our  physician-pa- 
tient relationship,  but  it  is  still  an  undesirable 
element. 

The  program  promises  not  to  be  adminis- 
tered ruthlessly  by  federal  officials  without  the 
consultation,  advice  and  guidance  of  physi- 
cians. On  November  11th  the  President  an- 
nounced the  names  of  16  members  of  the 
Health  Insurance  Benefits  Advisory  Council  to 
assist  in  setting  up  standards,  policies  and  pro- 
cedures for  implementing  the  hospital  and  phy- 
sicians’ participation  in  this  program.  Nine  of 
these  council  members  are  physicians.  It  is  true 
that  most  of  them  are  physicians  connected 
with  institutions  or  foundations  and  that  private 
practicing  physicians  have  small  representation. 
However,  theoretically  we  will  have  an  oppor- 
tunity to  express  through  this  committee  our 
preferences  and  advice  in  the  administration  of 
the  plan. 

It  is  proposed  that  private  insurance  com- 
panies and  Blue  Cross  and  Blue  Shield  Organ- 
izations, having  had  wide  experience  in  the  ad- 
ministration of  health  care,  share  the  responsi- 
bility in  the  administration  of  this  new  program. 
Physicians  generally  have  come  to  rely  upon 
and  feel  some  confidence  and  protection  in 
their  dealings  with  these  carriers. 

One  of  the  great  sources  of  apprehension  is 
the  very  probable  over-crowding  of  hospitals 
and  nursing  homes  and  increased  demand  upon 
physicians  for  medical  service.  How  great  will 
be  this  element  no  one  can  even  approximately 
estimate.  There  is  a requirement  for  hospital 
review  committees  which  may  somewhat  effec- 
tively control  the  over-crowding  of  our  institu- 
tions, and  there  is  the  awareness  that  the  rest 
of  the  population  must  continue  to  have  ade- 
quate health  facilities  as  well.  The  AMA 
through  its  House  of  Delegates  has  insisted  that 
such  hospital  review  committees  be  composed 
only  of  physicians. 

Whether  due  to  the  proposed  new  manner 
of  practice  or  coincidental  there  has  come  dur- 
ing ihe  past  year  the  determination  among  hos- 
pital-based physicians  (roentgenologists,  path- 


ologists, and  anesthesiologists)  to  separate  their 
financial  operations  from  the  hospital  and  to 
perform  as  individual  physicians.  They  thereby 
return  to  the  main  body  of  medicine  and  regain 
their  identity.  This  we  regard  as  a healthy  and 
helpful  development.  They  become  more  spe- 
cifically identified  with  the  medical  team  rather 
than  the  hospital  organization.  This  difference 
will  undoubtedly  stimulate  greater  unity  in  the 
medical  profession  at  large. 

Mr.  Robert  M.  Ball,  Commissioner  of  Social 
Security,  in  an  address  at  Harrisburg,  Pennsyl- 
vania on  November  30th,  1965,  stated,  in  dis- 
cussing the  expanded  requirement  in  the  Health 
Program,  “It  is  not  so  much  new  buildings  and 
facilities  that  we  need  as  it  is  more  doctors, 
more  nurses,  and  more  health  technicians  of 
all  kinds.”  The  need  for  more  hospital  beds 
will  certainly  be  urgent  far  beyond  our  present 
expansion  and  new  building  program.  Fourteen 
new  medical  schools  are  expected  to  be  in  op- 
eration in  the  United  States  by  1970,  increas- 
ing our  present  number  from  88  to  102,  and 
should  increase  our  annual  output  of  physicians 
by  more  than  a thousand.  We  are  already  short 
of  physicians,  nurses,  and  medical  personnel 
and  with  the  impending  health  programs  it  will 
be  a long  time  before  we  can  provide  an  ade- 
quate number.  In  the  meantime  we  will  just 
have  to  do  the  best  that  we  can. 

The  question  in  the  mind  of  every  practicing 
physician  is  what  will  be  his  attitude  toward 
cooperation  in  our  new  and  expanded  health 
program.  Trustees  and  delegates  of  the  Ameri- 
can Medical  Association  have  given  a great  deal 
of  time  and  intelligent  thought  to  this  problem 
and  their  guide  lines  as  proposed  to  the  profes- 
sion at  large  seem  to  us  reasonable  and  fair. 
Of  course,  we  will  continue  to  practice  the  best 
medicine  we  know  in  each  individual  case.  We 
will  cooperate  whenever  possible  and  at  all 
feasible  with  the  new  program.  The  health  care 
of  the  people  is  our  first  concern  and  responsi- 
bility, whether  it  be  helped  or  encumbered  by 
federal  intervention.  As  an  organized  body  we 
will  strive  in  every  way  possible  to  make  the 
program  more  effective  and  less  objectionable. 

Sam  a.  Overstreet,  M.D. 
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Variety  of  Topics  to  be  Covered 
At  Interim  Meeting  Apr.  13-14 

The  eight  speakers  for  the  1966  KM  A Interim 
Meeting,  to  be  held  at  DuPont  Lodge,  Cumberland 
Falls,  April  13  and  14, 
have  been  committed,  ac- 
cording to  program  chair- 
man Everett  H.  Baker, 
M.D.,  Louisville. 

“We  feel  that  we  will 
be  able  to  present  a truly 
outstanding  program”, 
Doctor  Baker  said.  “Some 
of  our  people  are  recog- 
nized authorities  in  their 
fields  and  all  are  nation- 
ally known.” 

The  meeting  will  open 
Wednesday  evening,  April  13,  with  a dinner.  The 
program  for  the  evening  will  be  a condensed  and 
hard-hitting  panel  discussion  on  utilization  and  re- 
view committees.  This  panel  will  express  the  views 
of  the  Social  Security  Administration,  hospitals.  Blue 
Cross-Blue  Shield,  and  the  American  Medical  Asso- 
ciation, Doctor  Baker  reported. 

The  next  morning  the  general  session  will  feature 
a talk  by  one  of  the  top  health  insurance  consultants 
in  labor,  a general  discussion  on  the  implementation 
of  PL  89-97,  and  a discussion  on  the  Appalachian 
Regional  Commission’s  work  with  special  emphasis 
on  health  programs. 

The  meeting  will  close  with  a luncheon,  at  which 
the  featured  speaker  will  be  James  Z.  Appel,  M.D., 
president  of  the  American  Medical  Association.  Doc- 
tor Appel’s  topic  will  be  announced  later. 

Also  taking  part  in  the  program  will  be  Philip  R. 
Lee,  M.D.,  assistant  secretary  for  Health  and  Scien- 
tific Affairs  in  the  U.S.  Department  of  Health,  Edu- 
cation and  Welfare.  Doctor  Lee  formerly  served  as 
director  of  Health  Services  for  the  Agency  for  In- 
ternational Development  (AID)  in  the  Office  of 
Technical  Cooperation  and  Research. 

He  is  a graduate  of  the  Stanford  University  School 
of  Medicine  and  a member  of  the  AMA,  the  Ameri- 
can Public  Health  Association,  the  American  College 
of  Physicians,  and  the  American  Federation  for  Clini- 
cal Research. 

Birth  Defects  Center  Treats  120 

The  Birth  Defects  Center  at  Louisville  General 
Hospital  treated  120  patients  during  its  first  year  of 
operation,  according  to  JoAnne  Sexton,  M.D.,  Center 
director.  The  Center  is  principally  concerned  with  the 
diagnosis  and  treatment  of  children  bom  with  nervous- 
system  defects. 


KMA  Board  Chooses  Dr.  Seeley 
Fifteenth  District  Trustee 

E.  C.  Seeley,  M.D.,  London,  was  elected  December 
8 by  the  KMA  Board  of  Trustees  to  serve  as  Fifteenth 
District  trustee,  filling  the 
unexpired  term  of  Robert 
E.  Pennington,  M.D., 

London,  who  was  chosen 
president-elect  of  the  As- 
sociation in  September. 

Doctor  Seeley  was 
elected  by  the  Board  from 
a list  of  nominees  sub- 
mitted by  the  delegates 
of  record  from  the  coun- 
ties making  up  the  Fif- 
teenth District,  as  stipu- 
lated in  the  KMA  By- 
laws, Chapter  VI,  Section 
7. 

The  new  tmstee  is  immediate  past  president  of  the 
Kentucky  Academy  of  General  Practice  and  a 
former  member  of  its  Board  of  Directors.  He  has 
served  as  chairman  of  the  KMA  Committee  on  Gen- 
eral Practice  and  as  a member  of  its  Council  on 
Medical  Education  and  Hospitals  and  the  Committee 
on  Federal  Medical  Services. 

Doctor  Seeley  is  a former  secretary  and  president 
of  the  Laurel  County  Medical  Society  and  a member 
of  the  County  Board  of  Health.  He  was  graduated 
from  the  University  of  Louisville  School  of  Medicine 
in  1947  and  has  been  in  practice  at  London  since 
1951. 

KMA  Trustee  District  Meetings 
Outlined  for  Jan.  and  Feb. 

Everett  H.  Baker,  M.D.,  Louisville,  KMA  president, 
was  the  featured  speaker  at  the  Second  Trustee  Dis- 
trict meeting  held  at  Owensboro  on  January  11,  ac- 
cording to  W.  Gerald  Edds,  M.D.,  Calhoun,  trustee 
for  that  district. 

“The  Responsibilities  of  Physicians  on  the  Local 
Scene”,  was  the  subject  of  Doctor  Baker’s  talk.  The 
scientific  portion  of  the  program  was  presented  by 
Lloyd  G.  Yopp,  M.D.,  Louisville,  who  discussed 
“Diabetes  and  Its  New  Developments”. 

Doctor  Baker  will  also  appear  on  the  program  of 
the  First  Trustee  District  Meeting  at  Paducah  Janu- 
ary 27,  Joseph  R.  Miller,  M.D.,  Benton,  First  District 
trustee,  has  announced.  His  subject  will  be  the  same. 

Physicians  planning  to  attend  the  First  District 
meeting  are  asked  to  note  that  the  date  of  the  meeting 
will  be  January  27,  rather  than  the  26th,  as  was 
previously  announced  in  The  Journal. 

(Continued  on  next  page) 
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The  Tenth  Trastee  District  is  making  plans  for  a 
program  to  be  presented  by  the  Kentucky  Educational 
Medical  Political  Action  Committee  (KEMPAC)  at 
its  February  8 meeting  in  Lexington,  according  to  the 
trustee  for  the  Tenth  District,  Douglas  E.  Scott,  M.D., 
Lexington. 

Doctor  Scott  has  announced  that  the  meeting  will 
be  held  in  conjunction  with  the  regular  monthly  meet- 
ing of  the  Fayette  County  Medical  Society.  Plans  for 
the  program  include  the  presentation  of  tape-recorded 
speeches  made  in  Sepetmber  at  the  annual  KEMPAC 
dinner  by  Senators  John  Dominick  of  Colorado  and 
Ralph  Yarborough  of  Texas. 

Dr.  Willard  Resigns  as  Dean; 
Will  Keep  Vice-Presidency 

William  R.  Willard,  M.D.,  Lexington,  who  served 
as  first  Dean  of  the  College  of  Medicine  at  the  Uni- 
versity of  Kentucky  and 
later  became  vice-presi- 
dent for  the  medical  cen- 
ter, resigned  late  in  No- 
vember as  dean. 

According  to  published 
reports,  the  work  load 
had  expanded  in  each 
position  to  such  a degree 
that  Doctor  Willard  felt 
it  necessary  to  surrender 
his  deanship. 

It  is  expected  that  a 
new  dean  will  be  selected 
by  the  University  at  an 
early  date.  There  has  been  no  announcement  as  to 
who  is  being  considered  or  when  the  new  dean  will 
take  office. 


Owen  B.  Murphy,  M.D.,  Lexington,  center,  chairman  of 
the  American  Medical  Association's  Committee  on  the 
Medical  Aspects  of  Sports,  is  shown  above  with  two  other 
members  of  the  original  committee,  Allan  J.  Ryan,  M D., 
left,  of  Madison,  Wis.,  and  Thomas  B.  Quigley,  M.D., 
Boston,  during  the  recent  AMA  meeting  in  Philadelphia. 
All  three  concluded  their  terms  of  service  on  the  committee. 
Doctor  Murphy  is  chairman  of  the  KMA  Committee  cn 
School  Health. 

Dr.  Long  at  White  House  Meeting 

Robert  C.  Long,  M.D.,  Louisville,  attended  a White 
House  conference  on  international  coop'cration  No- 
vember 28-December  1 as  a representative  of  the 
American  Medical  Association. 

Doctor  Long  is  a member  of  the  AMA  Board  of 
Trustees  and  a former  delegate  from  the  Kentucky 
Medical  Association  to  the  AMA.  The  conference 
was  called  in  response  to  the  United  Nations’  resolu- 
tion asking  member  nations  to  observe  the  organiza- 
tion’s 20th  anniversary. 


Doctor  Willard 


Fifth  and  Eighth  KMA  Districts 
Schedule  Meetings  in  Apr. 

Two  KMA  trustee  districts  have  scheduled  meetings 
for  the  month  of  April,  according  to  announcements 
at  press  time.  Invitations  will  be  mailed  from  the 
trustee  of  each  district  to  physicians  in  that  district 
several  weeks  before  the  meeting,  giving  full  details 
of  the  program.  You  are  urged  to  watch  for  your  in- 
vitation and  to  make  plans  to  attend. 

W.  Donald  Janney,  M.D,.  Covington,  trustee  for  the 
for  Thursday,  April  7,  to  be  held  in  Covington. 
Eighth  District,  has  called  a meeting  of  his  members 

Alfred  O.  Miller,  M.D.,  Louisville,  Fifth  District 
trustee,  has  scheduled  the  meeting  of  that  district  for 
Monday,  April  18  at  the  Medical  Arts  Building  in 
Louisville. 

Additional  information  on  these  and  other  meetings 
will  be  printed  in  The  Journal  as  soon  as  it  is  avail- 
able. 

The  new  expanded  196,6  KMA  Legislative  Key  Man  book- 
let has  been  put  together  at  considerable  time  and 
effort  and  will  be  distributed  at  the  January  12  meet- 
ing of  the  KMA  Legislative  Key  Men. 


Dr.  Quertermous  in  AMA  Post 

Despite  an  acute  case  of  laryngitis  which  he  suf- 
fered just  prior  to  the  AMA  meeting,  John  C.  Quer- 
termous, M.D.,  KMA  delegate  to  the  AMA,  was  able 
to  chair  the  important  reference  committee  on  legis- 
lation and  public  relations  at  the  winter  meeting  of 
the  American  Medical  Association  in  Philadelphia 
November  28-December  1. 

In  addition  to  a number  of  reports  from  officers, 
councils,  and  others,  ten  resolutions  were  referred  to 
Doctor  Quertermous’  committee. 

Dr.  Brockman  Returns  from  VN 

George  F.  Brockman,  M.D.,  Greenville,  speaker  of 
the  KMA  House  of  Delegates,  returned  early  in  De- 
cember from  a two-month  tour  of  duty  as  a volunteer 
physician  in  Vietnam,  providing  medical  care  for 
civilians. 

Doctor  Brockman  was  a member  of  a medical 
team  serving  in  that  country  under  the  auspices  of 
Project  Vietnam  sponsored  by  the  American  Medical 
Association.  The  Journal  will  carry  a special  article 
in  February  by  the  Greenville  physician  describing  his 
experiences  during  a day  in  Vietnam. 
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when  treatment 
might  precipitate 
a problem 
with  monilia 

especially  in 
diabetics  or 
debilitated 
patients 


and  in  patients  with  a history  of  fungal  overgrowth— during 
pregnayicy— patients  on  steroids  who  require  antibiotics— the 

elderly.  The  antimonilial  specificity  of  Nystatin  plus  the  extra  benefits  of 
DECLOMYCIN  Demethylchlortetracycline  allow  lower  mg  intake  per  dose 
per  day,  the  option  of  b.i.d.  dosage,  higher  activity  levels,  1-2  days’  “extra” 
activity. 

Side  Effects  typical  of  tetracyclines  include  glossitis,  stomatitis,  proctitis, 
nausea,  diarrhea,  vaginitis,  dermatitis,  overgrowth  of  nonsusceptible  or- 
ganisms, tooth  discoloration  (if  given  during  tooth  formation)  and  increased 
intracranial  pressure  (in  young  infants).  Also,  very  rarely,  anaphylactoid 
reaction.  Reduce  dosage  in  impaired  renal  function.  Because  of  reactions  to 
artificial  or  natural  sunlight  (even  from  short  exposure  and  at  low  dosage), 
patient  should  be  warned  to  avoid  direct  exposure.  Stop  drug  immediately  at 
the  first  sign  of  adverse  reaction.  It  should  not  be  taken  with  high  calcium 
drugs  or  food ; and  should  not  be  taken  less  than  one  hour  before,  or  two 
hours  after  meals. 

Average  Adult  Daily  Dosage:  four  divided  doses  of  1 capsule  each  or  two 
divided  doses  of  2 capsules. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


DECLOSTATIN 


DECLOMYCIN”  Demethylchlortetracycline  HCI  150  mg 
an(d  Nystatin  250,000  units/CAPSUliES;- LEDERLE 


Senators  and  Representatives 
Listed  for  1966  Session 

Democrats  will  continue  to  hold  the  edge  in  the 
1966  Kentucky  General  Assembly,  both  in  the  House 
and  Senate.  In  the  House,  64  of  its  100  members  will 
be  Democrats  and  36  Republicans.  There  will  be  37 
new  members.  Of  the  38  Senate  seats,  there  will  be 
26  Democrats  and  12  Republicans.  Of  the  total  mem- 
bers, 13  will  be  new. 

In  order  to  provide  you  with  information  concern- 
ing your  1966  legislators.  The  Journal  is  again  print- 
ing a list  of  their  names,  addresses,  and  districts, 
together  with  maps  showing  the  counties  they  serve. 


Kentucky  General  Assembly 
1965  Members  of  Senate 

Home 

District 

County 

Senators 

1 

Graves 

George  G.  Brand  ID),  Mayfield 

2 

McCracken 

Tom  Garrett  ID),  Paducah 

3 

Calloway 

Owen  Billington  ID),  Murray 

4 

Henderson 

William  L.  Sullivan  (D),  Hender- 
son 

5 

Simpson 

Thomas  M.  Brizendine  ID),  Frank- 
lin 

6 

Hopkins 

Richard  L.  Frymire  ID),  Madison- 
ville 

7 

Jefferson 

Richard  Chin  (R),  Valley  Station 

8 

Daviess 

Wendell  H.  Ford  ID),  Owensboro 

9 

Barren 

James  H.  Newberry  ID),  Hiseville 

10 

Hardin 

Walter  IDee)  Huddleston  ID), 
Elizabethtown 

1 1 

Campbell 

Donald  L.  Johnson  IR),  Alexan- 
dria 

12 

Fayette 

C.  Gibson  Downing  (D),  Lexing- 
ton 

13 

Fayette 

Shelby  C.  Kinkead  ID),  Lexington 

14 

62 

Bullitt 

J.  D.  (Jiggs)  Buckman  ID),  Shep- 
herdsville 

15 

McCreary 

O.  O.  Duncan  IR),  Whitley  City 

16 

Cumberland 

William  C.  Mann  (R),  Burkesville 

17 

Bell 

Durham  W.  Howard  (R),  Pineville 

18 

Elliott 

James  E.  Lewis  ID),  Sandy  Hook 

19 

Clay 

Pleaz  William  Mobley  (R),  Man- 
chester 

20 

Franklin 

Lawrence  W.  Wetherby  (D), 
Frankfort 

21 

Leslie 

Clay  Gay  (R),  Hyden 

22 

Madison 

Edward  A.  Murphy  ID),  Richmond 

23 

Perry 

William  Engle  ID),  Hazard 

24 

Kenton 

John  J.  Maloney  (D),  Covington 

25 

Johnson 

Wendell  Van  Hoose,  (R),  Tutor 
Key 

26 

Carroll 

Tom  Harris  ID),  Worthville 

27 

Fleming 

Ed  J.  Kelly  (D),  Flemingsburg 

28 

Breathitt 

John  Raymond  Turner  ID), 

Jackson 

29 

Floyd 

Fairis  Johnson  (D),  Martin 

30 

Harrison 

Wilson  Palmer  ID),  Cynthiana 

31 

Pike 

Foster  Spence  (R).  Pikeville 

32 

Warren 

Floyd  Hayes  Ellis  (D),  Rockfield 

33 

Jefferson 

Bernard  J.  Bonn  ID),  Louisville 

34 

Jefferson 

Walter  S.  Reichert  (R),  Louisville 

35 

Jefferson 

Martin  J.  Duffy  (D),  Louisville 

36 

Jefferson 

Scott  Miller,  Jr.,  (R),  Louisville 

37 

Jefferson 

C.  W.  A.  McCann  ID),  Louisville 

38 

Jefferson 

Vernon  C.  McGinty  IR),  Louisville 

Kentucky  General  Assembly 

1965 

Home 

Representatives 

Distric) 

County 

Representative 

1 

Fulton 

Henry  Maddox  ID),  Hickman 

2 

Graves 

Lloyd  Clapp  (D),  Wingo 

3 

McCracken 

Julian  M.  Carroll  (Dl,  West  Padu- 
cah 

4 

McCracken 

Fred  Morgan  ID),  Paducah 

5 

Calloway 

Charlie  Lassiter  ID),  Murray 
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6 

Marshall 

Shelby  McCollum  (D),  Benton 

7 

Livingston 

George  F.  Harris  (D),  Salem 

8 

Christian 

John  O.  Hardin,  III  ID),  Hop- 
kinsville 

9 

Christian 

James  E.  Bruce  ID),  Hopkinsville 

10 

Hopkins 

John  Henry  Cox  ID),  Madisonville 

1 1 

Henderson 

John  Stanley  Hoffman  ID),  Hend- 
erson 

12 

McLean 

Richard  Hopkins  ID),  Calhoun 

13 

Daviess 

John  D.  Miller  ID),  Owensboro 

14 

Daviess 

R.  E.  Hale  ID),  Owensboro 

15 

Muhlenburg 

Fred  Wallace,  Jr.  IR),  Central 
City 

16 

Todd 

Poul  E.  Young  ID),  Allensville 

17 

Ohio 

Theron  Kessinger  IR),  Beaver  Dam 

18 

Meade 

C.  H.  Pile  ID),  Guston 

19 

Edmonson 

Damon  Majors  ID),  Caneyville 

20 

Warren 

A.  E.  Tucker  ID),  Bowling  Green 

21 

Warren 

Edward  G.  Brown  ID),  Bowling 
Green 

22 

Allen 

Raymond  H.  Barber  ID),  Scotts- 
ville 

23 

Barren 

Paul  Allen  ID),  Glasgow 

24 

Larue 

James  E.  Bondurant  ID),  Hodgen- 
ville 

25 

Hardin 

Sam  H.  Watkins  ID),  Elizabeth- 
town 

26 

Hardin 

Martin  Louis  Straney  ID),  Radcliff 

27 

Metca  Ife 

Wallace  Bartley  IR),  Summer 
Shade 

28 

Green 

Frank  Sartin  IR),  Greensburg 

29 

Marion 

James  E.  Whitlock  ID),  Lebanon 

30 

Nelson 

Joseph  Bernard  Keene  ID),  Bards- 
town 

31 

Spencer 

Stuart  S.  Kelly  ID),  Taylorsville 

32 

Jefferson 

E.  Bruce  Blythe,  Jr.,  IR),  Louisville 

33 

Jefferson 

Allen  E.  Russell  IR),  Louisville 

34 

Jefferson 

Louis  E.  Ballenger  IR),  Louisville 

35 

Jefferson 

Charles  W.  Vanover  IR),  Louis- 
ville 

36 

Jefferson 

Clarence  R.  Miller  ID),  Louisville 

37 

Jefferson 

Fallis  Vernon  Buky  IR),  Louisville 

38 

Jefferson 

Dexter  S.  Wright  IR),  Louisville 

39 

Jefferson 

Bob  Henry  Eicher  IR),  Louisville 

40 

Jefferson 

George  R.  Siemens  ID),  Louisville 

41 

Jefferson 

Jesse  P.  Warders  IR),  Louisville 

42 

Jefferson 

Charles  A.  Brady  IR),  Louisville 

43 

Jefferson 

Norbert  Blume  ID),  Louisville 

44 

Jefferson 

Charles  J.  Jones  IR),  Louisville 

45 

Jefferson 

Jesse  O.  Johnson  IR),  Louisville 

46 

Jefferson 

Melvin  Thomas  Riddle  IR),  Louis- 
ville 

47 

Jefferson 

James  M.  Caldwell  IR),  Lousiville 

48 

Jefferson 

Eugene  P.  Stuart  IR),  Louisville 

49 

Washington 

John  M.  Smothers  ID),  Springfield 

50 

Boyle 

Howard  P.  Hunt,  Jr.,  ID),  Dan 
ville 

51 

Madison 

Robert  L.  Leeds  ID),  Richmond 

52 

Jessamine 

John  C.  Bourne  ID),  Nicholasville 

53 

Fayette 

Foster  Pettit  ID),  Lexington 

54 

Fayette 

Ted  R.  Osborn  ID),  Lexington 

55 

Fayette 

Don  Ball  IR),  Lexington 

56 

Fayette 

John  Y.  Brown,  ID),  Lexington 

57 

Franklin 

Ralph  Bates  ID),  Frankfort 

58 

Henry 

Louis  T.  Peniston  ID),  New  Castle 

59 

Oldham 

Otis  R.  Chaudoin  ID),  Pewee 
Volley 

60 

Boone 

Dan  J.  Roberts  ID),  Walton 

61 

Grant 

Franklin  Webster  ID),  Williams- 
town 

62 

Scott 

W.  K.  Henry  ID),  Georgetown 

63 

Kenton 

Kenneth  F.  Harper  IR),  S.  Ft. 
Mitchell 

64 

Kenton 

Philip  E.  King  ID),  Covington 

65 

Kenton 

John  J.  Isler  ID),  Covington 

66 

Kenton 

Gus  Sheehan,  Jr.,  ID),  Covington 

(Continued  on  next  page) 


ucky  Medical  Association  • January  1966 


63 


67 

Campbell 

James  E.  Murphy  (D),  Newport 

68 

Campbell 

Eugene  Ostertag  (D),  Ft.  Thomas 

69 

Campbell 

Henry  Overman  (0),  Ft.  Thomas 

70 

Mason 

Mitchel  B.  Denham  M.D.  (D), 
Maysville 

71 

Rowan 

Sherman  R.  Arnett  ID),  Clearfield 

72 

Bourbon 

Brooks  Hinkle  (D),  Paris 

73 

Powell 

B.  E.  Billings  ID),  Stanton 

74 

Montgomery 

Mrs.  Nell  Guy  McNamara  (D),  Mt. 
Sterling 

75 

Lewis 

Wayne  Secrest  (R),  Vanceburg 

76 

Greenup 

W.  Terry  McBrayer  (D),  Greenup 

77 

Knott 

W.  R.  Smith  (D),  Hindman 

78 

Breathitt 

Russell  Reynolds  (Dl,  Jackson 

79 

Estill 

C.  H.  Bicknell  (R),  Irvine 

80 

Lincoln 

William  H.  De  Marcus  (R),  Stan- 
ford 

81 

Casey 

Siler  Floyd  (R),  Yosemite 

82 

McCreary 

Archie  Brown  (Rl,  Stearns 

83 

Pulaski 

Leonard  R.  Hislope  (R),  Somerset 

84 

Whitley 

Will  K.  Peace  (R),  Williamsburg 

85 

Laurel 

Dexter  McCovsran,  (R),  Mershons 

86 

Knox 

Buford  Clark  (R),  Barbourville 

87 

Bell 

Harry  M.  Hoe  IRI,  Middlesboro 

88 

Harlan 

Poul  Short  (R),  Harlan 

89 

Harlan 

Bill  Criscillis  (D),  Loyall 

90 

Clay 

John  E.  White  (R),  Manchester 

91 

Letcher 

William  R.  Jordon  (D),  Jenkins 

92 

Perry 

Alex  McIntyre,  Jr.,  (R),  Hazard 

93 

Pike 

James  E.  Hunt  (R),  Fedscreek 

94 

Pike 

Gether  Irick  (Dl,  Stone 

95 

Floyd 

W.  J.  Reynolds  (D),  Allen 

96 

Floyd 

Ben  Martin  (D),  Drift 

97 

Martin 

Albert  Dempsey  (Rl,  Inez 

98 

Elliott 

Lynn  B.  Wells  (D),  Sandy  Hook 

99 

Boyd 

Thomas  E.  Chapman  ID),  Rush 

100 

Boyd 

Charles  D.  Wheeler  (R),  Ashland 

Health  Sciences  Symposium  Set 

The  University  of  Kentucky  Medical  Center  will 
hold  a Symposium  on  Health  Sciences  Communica- 
tions on  February  16  and  17.  Ellis  A.  Johnson,  M.D., 
coordinator  of  scientific  communications  activities  in 
the  Department  of  Health  Education  and  Welfare,  will 
be  a featured  speaker.  Other  papers  will  be  presented 
by  a guest  faculty  of  outstanding  medical  educators 
and  representatives  of  communications  facilities. 

ARHI  Plans  Fund-Raising  Drive 

A National  campaign  to  raise  $3,565,000  for  op- 
erating capital  for  the  ten  Appalachian  Regional  Hos- 
pitals in  Kentucky  and  West  Virginia  will  be  headed 
by  Donald  C.  Cook  of  New  York,  president  of  the 
American  Electric  Power  Company. 

Stating  that  “What  happens  in  Appalachia  concerns 
every  American”,  Mr.  Cook  added,  “Our  goal  is  to 
provide  these  hospitals  with  enough  operating  capital 
to  enable  them  to  continue  their  flow  of  life-sustaining 
services  to  the  people  of  Appalachia  who  depend  on 
them”.  The  drive  will  get  under  way  immediately. 


DEPROt 

meprobamate  400  mg.  -1- 
benactyzine  bydrochloride  1 mg. 

Indications:  ‘Deprol’  is  useful  in  the  manage- 
ment of  depression,  both  acute  (reactive)  and 
chronic.  It  is  particularly  useful  in  the  less 
severe  depressions  and  where  the  depression  is 
accompanied  by  anxiety,  insomnia,  agitation, 
or  rumination.  It  is  also  useful  for  management 
of  depression  and  associated  anxiety  accom- 
panying or  related  to  organic  illnesses. 
Contraindications;  Benactyzine  hydrochloride 
is  contraindicated  in  glaucoma.  Previous  aller- 
gic or  idiosyncratic  reactions  to  meprobamate 
contraindicate  subsequent  use. 

Precautions:  Meprobamate— C&xtixiX  super- 
vision of  dose  and  amounts  prescribed  is 
advised.  Consider  possibility  of  dependence, 
particularly  in  patients  with  history  of  drug  or 
alcohol  addiction;  withdraw  gradually  after  use 
for  weeks  or  months  at  excessive  dosage.  Abrupt 
withdrawal  may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions  in- 
cluding, rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  dis- 
turbances, the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or 
other  activity  requiring  alertness  should  be 
avoided  if  these  symptoms  are  present.  Effects 
of  excessive  alcohol  may  possibly  be  increased 
by  meprobamate.  Grand  mal  seizures  may  be 
precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and 
in  small  quantities  to  patients  with  suicidal 
tendencies. 

Side  effects:  Side  effects  associated  with  recom- 
mended doses  of  ‘Deprol’  have  been  infrequent 
and  usually  easily  controlled.  These  have  in- 
cluded drowsiness  and  occasional  dizziness, 
headache,  infrequent  skin  rash,  dryness  of 
mouth,  gastrointestinal  symptoms,  paresthesias, 
rare  instances  of  syncope,  and  one  case  each  of 
severe  nervousness,  loss  of  power  of  concen- 
tration, and  withdrawal  reaction  (status  epilep- 
ticus)  after  sudden  discontinuation  of  excessive 
dosage. 

Benactyzine  hydrochloride— Benactyzine 
hydrochloride,  particularly  in  high  dosage,  may 
produce  dizziness,  thought-blocking,  a sense  of 
depersonalization,  aggravation  of  anxiety  or 
disturbance  of  sleep  patterns,  and  a subjective 
feeling  of  muscle  relaxation,  as  well  as  anti- 
cholinergic effects  such  as  blurred  vision,  dry- 
ness of  mouth,  or  failure  of  visual  accommoda- 
tion. Other  reported  side  effects  have  included 
gastric  distress,  allergic  response,  ataxia,  and 
euphoria. 

Meprobamate— Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreasing 
the  dose.  Allergic  or  idiosyncratic  reactions  are 
rare,  generally  developing  after  one  to  four 
doses.  Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopapular  rash. 
Acute  nonthrombocytopenic  purpura  with  pe- 
ripheral edema  and  fever,  transient  leukopenia, 
and  a single  case  of  fatal  bullous  dermatitis 
after  administration  of  meprobamate  and  pred- 
nisolone have  been  reported.  More  severe  and 
very  rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises  (1 
fatal  case),  anuria,  anaphylaxis,  stomatitis  and 
proctitis.  Treatment  should  be  symptomatic  in 
such  cases,  and  the  drug  should  not  be  reinsti- 
tuted. Isolated  cases  of  agranulocytosis,  throm- 
bocytopenic purpura,  and  a single  fatal  instance 
of  aplastic  anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these  con- 
ditions were  given  concomitantly.  Fast  EEG 
activity  has  been  reported,  usually  after  exces- 
sive meprobamate  dosage.  Suicidal  attempts 
may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Dosage:  Usual  starting  dose,  one  tablet  three  or 
four  times  daily.  May  be  increased  gradually 
to  six  tablets  daily  and  gradually  reduced  to 
maintenance  levels  upon  establishment  of  relief. 
Doses  above  six  tablets  daily  are  not  recom- 
mended even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression 
and  in  chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  con- 
taining meprobamate  400  mg.  and  benactyzine 
hydrochloride  1 mg. 

Before  prescribing,  consult  package  circular. 
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Ky.  Physicians  Represented 
At  AMA  Clinical  Meeting 

J,  Thomas  Giannini,  M.D.,  Louisville,  KMA’s  sen- 
ior delegate  to  the  American  Medical  Association,  led 
the  Kentucky  delegation,  including  delegates  John  C. 
Quertermous,  M.D..  Murray,  and  Charles  C.  Rutledge, 
M.D.,  Hazard,  at  the  AMA  Clinical  Convention  in 
Philadelphia  November  28-December  1. 

It  was  Doctor  Rutledge’s  first  regular  meeting  of 
the  AMA  House  of  Delegates  as  a delegate,  as  well 
as  the  first  for  his  alternate,  David  B.  Stevens,  M.D., 
Lexington.  Other  alternates  attending  were  Charles 
G.  Bryant,  M.D.,  Louisville,  and  William  W.  Hall, 
M.D.,  Owensboro. 

Also  attending  the  sessions  were  Robert  E.  Penning- 
ton, M.D.,  London,  KMA  president;  and  Henry  B. 
Asman,  M.D.,  Louisville,  secretary. 

The  Kentucky  delegation  held  three  caucuses, 
which  were  well  attended  by  delegates,  officers, 
members,  and  the  deans  of  Kentucky’s  two  medical 
schools,  during  the  sessions  of  the  House. 

AMA  Lists  Ky.  M.D.s  Registered 
At  Philadelphia  Sessions 

Kentucky  physician-registration  totaled  35  at  the 
American  Medical  Association’s  annual  Winter  Clini- 
cal Convention  in  Philadelphia  November  28-Decem- 
ber 1,  according  to  registration  figures  released  by 
Lloyd  W.  Prang,  manager  of  the  AMA  Physicians’ 
Records  Section. 

Registration  figures  for  the  Convention  totaled 
9,423,  including  4,619  physicians,  according  to  the  last 
available  report.  Kentucky  physicians  registered  at  the 
meeting  are  listed  below. 

George  P.  Archer,  M.D.,  Prestonsburg 
Henry  B.  Asman,  M.D.,  Louisville 
Charles  G.  Bryant,  M.D.,  Louisville 
M.  R.  Cronen,  M.D.,  Louisville 

I.  K.  Edwards,  M.D.,  Madisonville 
Louis  M.  Foltz,  M.D.,  Louisville 
Hoyt  D.  Gardner,  M.D.,  Louisville 
Brian  P.  Geoghegan,  M.D.,  Lexington 

J.  Thomas  Giannini,  M.D.,  Louisville 
R.  F.  Greathouse,  M.D.,  Louisville 
John  W.  Greene,  Jr.,  M.D.,  Lexington 
W.  M.  Hall,  M.D.,  Elizabethtown 
William  W.  Hall,  M.D.,  Owensboro 
Daryl  P.  Harvey,  M.D.,  Glasgow 

L.  C.  Hess,  M.D.,  Florence 

Paul  A.  Keeney,  M.D.,  Louisville 

Robert  C.  Long,  M.D.,  Louisville 

Lewis  Martin,  M.D.,  Adairville 

Terrell  D.  Mays,  M.D.,  Earlington 

Owen  B.  Murphy,  M.D.,  Lexington 

John  A.  Naber,  M.D.,  Southgate 

Edmund  D.  Pellegrino,  M.D.,  Lexington 

Robert  E.  Pennington,  M.D.,  London 

Nicholas  J.  Pisacano,  M.D.,  Lexington 

John  C.  Quertermous,  M.D.,  Murray 

Charles  C.  Rutledge,  M.D.,  Hazard 

L.  J.  Singerman,  M.D.,  Pleasure  Ridge  Park 

Donn  L.  Smith,  M.D.,  Louisville 

Richard  C.  Spear,  M.D.,  Louisville 

David  B.  Stevens,  M.D.,  Lexington 

Borys  Surawicz.  M.D.,  Lexington 

John  H.  Willard,  M.D.,  Harlan 

William  R.  Willard  M.D.,  Lexington 

John  D.  Winebrenner,  M.D.,  Louisville 

Carroll  L.  Witten,  M.D.,  Louisville 


KMA  and  School  Representatives 
To  Meet  at  Park  Mammoth 

Representatives  of  the  University  of  Louisville  and 
the  University  of  Kentucky  schools  of  medicine  will 
meet  with  a similar  group  from  KMA  at  Park  Mam- 
moth Resort  on  January  21-23  to  discuss  medical  edu- 
cation in  the  state,  Henry  B.  Asiman,  M.D.,  Louisville, 
conference  chairman,  announced  recently. 

The  stated  purpose  of  the  program  is  to  discuss  mat- 
ters of  mutual  interest  in  furthering  understanding  and 
facilitate  the  programs  of  the  schools  and  KMA. 
Thirty  KMA  representatives  and  15  faculty  members 
from  each  school  will  attend.  Doctor  Asman  said. 

At  an  agenda  committee  meeting  held  December  8, 
plans  were  laid  for  a program  which  will  be  interest- 
ing and  beneficial  to  all  the  conferees,  the  chairman 
reported. 

Walter  Wiggins,  M.D.,  secretary  of  the  AMA  Coun- 
cil on  Medical  Education,  will  be  the  featured  speaker 
at  the  dinner  to  be  held  Saturday  evening. 

Eormal  presentations  at  the  day  sessions  will  in- 
clude such  topics  as  “What  the  Medical  Profession 
Expects  from  the  Medical  Schools”,  “The  Role  of  the 
Medical  School  and  its  Relationships  with  the  Prac- 
tice of  Medicine”,  “Changes  and  Trends  in  Medical 
Education”,  and  “The  Euture  of  General  Practice”. 
Each  will  be  followed  by  a discussion  period.  The 
Conference  will  close  at  noon  Sunday,  January  23. 

Blue  Shield  Reports  Gains 

The  National  Association  of  Blue  Shield  Plans  re- 
cently reported  a third-quarter  enrollment  record  for 
1965.  Gains  for  the  first  nine  months  of  the  year 
brought  enrollment  to  57,286,041. 

Third-quarter  gains  of  438,856  were  posted  by  56 
Plans,  with  26  showing  losses  of  129,412.  Three 
showed  no  change. 

Lymphography 

{Continued  from  page  49) 

34.  Marrocu,  F.,  Cossu,  F. : V enolymphatic  communication  ob- 
served during  lymphography  with  an  oily  contrast  medium.  A 
case  report.  Acta  Radiol.  (Diagn.)  (Stockholm)  2:  205-208, 
1964. 

35.  Yoffey,  J.  M.,  and  Courtice,  F.  C. : Lymphatics,  lymph 
and  lymphoid  tissue.  Harvard  University  Press,  Cambridge, 
Massachusetts.  1956. 

36.  Perez-Tamayo,  R.,  Thornbury,  J.  R.,  and  Atkinson,  R.  J.: 

'’Second-look'’  lymphography.  Amer.  J.  Roentgen.  90:  1078- 

1086,  1963. 


DELUXE  MEDICAL  SUITE 

High  density,  Shively  area,  fin- 
ished to  size  and  specifications  of  leas- 
ing. Adequate  parking  area.  Occu- 
pancy by  January  1.  Call  447-4155 
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Principles  of  Medical  Ethics* 


Preamble 

These  principles  are  intended  to  aid  physicians  in- 
dividually and  collectively  in  maintaining  a high  level 
of  ethical  conduct.  They  are  not  laws  but  standards 
by  which  a physician  may  determine  the  propriety  of 
his  conduct  in  his  relationship  with  patients,  with 
colleagues,  with  members  of  allied  professions,  and 
with  the  public. 


Section  1 

The  principal  objective  of  the  medical  profession 
is  to  render  service  to  humanity  with  full  respect  for 
the  dignity  of  man.  Physicians  should  merit  the  con- 
fidence of  patients  entrusted  to  their  care,  rendering 
to  each  a full  measure  of  service  and  devotion. 


Section  2 

Physicians  should  strive  continually  to  improve 
medical  knowledge  and  skill,  and  should  make  avail- 
able to  their  patients  and  colleagues  the  benefits  of 
their  professional  attainments. 


Section  3 

A physician  should  practice  a method  of  healing 
founded  on  a scientific  basis;  and  he  should  not 
voluntarily  associate  professionally  with  anyone  who 
violates  this  principle. 


Section  4 

The  medical  profession  should  safeguard  the  public 
and  itself  against  physicians  deficient  in  moral  char- 
acter or  professional  competence.  Physicians  should 
observe  all  laws,  uphold  the  dignity  and  honor  of  the 
profession  and  accept  its  self-imposed  disciplines. 
They  should  expose,  without  hesitation,  illegal  or  un- 
ethical conduct  of  fellow  members  of  the  profession. 

Section  5 

A physician  may  choose  whom  he  will  serve.  In  an 
emergency,  however,  he  should  render  service  to  the 


* On  the  recommendation  of  the  KM  A Council  on 
Legislative  Activities,  the  Board  of  Trustees  voted  to 
request  the  Editor  to  publish  these  Principles  in  this 
issue. 


best  of  his  ability.  Having  undertaken  the  care  of  a 
patient,  he  may  not  neglect  him;  and  unless  he  has 
been  discharged  he  may  discontinue  his  services  only 
after  giving  adequate  notice.  He  should  not  solicit 
patients. 


Section  6 

A physician  should  not  dispose  of  his  servdces  under 
terms  or  conditions  which  tend  to  interfere  with  or 
impair  the  free  and  complete  exercise  of  his  medical 
judgment  and  skill  or  tend  to  cause  a deterioration 
of  the  quality  of  medical  care. 


Section  7 

In  the  practice  of  medicine  a physician  should 
limit  the  source  of  his  professional  income  to  medical 
services  actually  rendered  by  him,  or  under  his  super- 
vision, to  his  patients.  His  fee  should  be  commensur- 
ate with  the  services  rendered  and  the  patient’s 
ability  to  pay.  He  should  neither  pay  nor  receive  a 
commission  for  referral  of  patients.  Drugs,  remedies 
or  appliances  may  be  dispensed  or  supplied  by  the 
physician  provided  it  is  in  the  best  interests  of  the 
patient. 


Section  8 

A physician  should  seek  consultation  u{x>n  request; 
in  doubtful  or  difficult  cases;  or  whenever  it  appears 
that  the  quality  of  medical  service  may  be  enhanced 
thereby. 


Section  9 

A physician  may  not  reveal  the  confidences  en- 
trusted to  him  in  the  course  of  medical  attendance, 
or  the  deficiencies  he  may  observe  in  the  character 
of  patients,  unless  he  is  required  to  do  so  by  law  or 
unless  it  becomes  necessary  in  order  to  protect  the 
welfare  of  the  individual  or  of  the  community. 


Section  10 

The  honored  ideals  of  the  medical  profession  imply 
that  the  responsibilities  of  the  physician  extend  not 
only  to  the  individual,  but  also  to  society  where  these 
responsibilities  deserve  his  interest  and  participation 
in  activities  which  have  the  purpose  of  improving  both 
the  health  and  the  well-being  of  the  individual  and 
the  community. 
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to  help  relieve  pain 
in  common 
anorectal  disorders 


*11011-001116" 

Diothane 


Diothane— with  its  chemically  distinct  “non-caine”  anesthetic 
agent  diperodon  — provides  effective  temporary  topical  anes- 
thetic and  emollient  actions  for  soothing  relief  of  anorectal 
pain.  Anesthetic  activity  is  effective  and  relatively  prolonged; 
sensitization  is  infrequent.  Reports  to  Merrell  on  1 ,500  patients 
treated  pre-  and  postoperatively  with  Diothane  Ointment, 
indicate  only  22  developed  local  skin  reactions.  Reactions  to 
Diothane  have  been  burning  or  stinging  sensations  and  a few 
cases  of  allergic  manifestations.  An  additional  advantage: 
Diothane  Ointment  and  Suppositories  are  mildly  antiseptic. 
Prescribe  or  recommend  either  form . . . both  are  now  available. 


nOTHAmE  OINTMENT 

COMPOSITION: 
diperodon  1.0%;  oxyquinoline 
benzoate  0.1%  in  a special  oint- 
ment base. 

INDICATIONS: 

Provides  temporary  palliation  of 
pain  that  may  result  from  hemor- 
rhoidectomy and  from  common 
anorectal  disorders  such  as  hemor- 
rhoids, anal  fissures,  pruritus  ani. 


DIOTHANE  SUPPOSITORIES 

COMPOSITION: 

Each  suppository,  weighing  ap- 
proximately 2.6  Gm.,  contains 
diperodon  1.0%;  urea  10.0%; 
oxyquinoline  benzoate  0.1%  in  a 
special  hydrophilic  suppository 
base.  A unique  shape  keeps  the 
suppository  in  intimate  contact 
with  mucous  membranes. 

INDICATIONS: 

Provide  for  temporary  palliation 
of  pain  caused  by  hemorrhoids 
and  pruritus  ani. 

^Merrell^ 


THE  WM.  S.  MERRELL  COMPANY 
Division  of  Richardson-Merrell  Inc. 
Gncinnati,  Ohio  45215/Weston,  Ontario 


AMA  House  of  Delegates  Considers  Federal  Health  Care  Laws, 
Dues,  Abortion  and  Sterilization  in  Busy  Sessions 


Because  of  the  unusual  significance  to  the  individual  physician  in  the 
practice  of  medicine  today,  the  editors  are  printing  below  a detailed  sum- 
mary of  the  actions  of  the  American  Medical  Association's  House  of  Delegates 
during  the  AMA  Clinical  Convention  November  28-December  1 in  Philadelphia. 
You  are  urged  to  read  this  report. 


“Usual  and  customary”  fees  and  prevailing  fees, 
abortion  and  sterilization,  billing  and  payment  for 
medical  services,  membership  dues,  organization  of 
the  House  of  Delegates,  and  federal  health  care  laws 
were  among  the  major  subjects  acted  upon  by  the 
House  of  Delegates  at  the  American  Medical  Associa- 
tion’s 19th  Clinical  Convention  held  Nov.  28-Dec.  1 
in  Philalelphia. 

President  James  Z.  Appel  in  his  address  to  the 
House  on  Sunday  described  medicine’s  efforts  “to 
guide  in  the  best  possible  direction  the  actions  that 
government  agencies  are  now  taking  to  activate  exist- 
ing law  (PL.  89-97).”  He  then  reviewed  the  activities 
and  responsibilities  of  the  six  technical  advisory  com- 
mittees under  the  Medicare  law. 

“Their  suggestions  have  been  received  favorably 
in  most  instances,”  he  said.  “And  we  are  hopeful 
that  they  will  be  translated  into  the  final  published 
regulations  . . . (but)  we  know  that  in  certain 
significant  instances  this  will  not  be  true”. 

Final  registration  reached  a total  of  9,423,  including 
4,619  physicians. 

“Usual  and  Customary”  and  Prevailing  Fees 

One  of  the  most  controversial  issues  before  the 
House  and  the  Reference  Committee  on  Insurance 
and  Medical  Service  was  the  “usual  and  customary” 
fee  concept  and  the  prevailing  fees  program  of  the 
National  Association  of  Blue  Shield  Plans. 

The  House  reaffirmed  its  support  of  the  “usual 
and  customary”  fee  concept  as  the  basis  for  reim- 
bursing physician  participants  in  government  pro- 
grams at  all  levels  of  government.  It  also  urged  “the 
individual  physician’s  usual  and  customary  fee  concept 
to  all  third  parties”. 

It  took  this  action  after  modifying  a Board  of 
Trustees’  report  on  the  new  “prevailing  fe>es”  pro- 
gram of  NABSP.  The  modified  report  recommended: 

“That  the  concept  of  the  prevailing  fees  program 
of  the  NABSP  be  noted  as  one  of  the  methods  of 
compensation  in  those  regions  where  the  prevailing 
fees  program  is  approved  by  the  local  or  state 
medical  society.” 

In  its  report,  the  Board  recalled  a statement 
adopted  by  the  House  at  the  1965  Annual  Convention, 
which  recommended  that  when  government  assumes 
financial  responsibility  for  an  individual’s  health  care, 
reimbursement  for  professional  services  should  be  on 
the  same  basis  as  in  the  case  of  other  indispensable 
elements  of  health  care. 

“Therefore,  reimbursement  for  the  services  of 
physicians  participating  in  government-supported  pro- 
grams should  be  on  the  basis  of  ‘usual  and  customary’ 
fees”,  the  statement  said. 


Abortion  and  Sterilization 

Recommendations  for  the  enactment  of  legislation 
to  legalize  abortion  and  sterilization  under  certain 
conditions  were  referred  to  the  Board  for  further 
study.  This  action  was  taken  after  the  House  had 
received  a report  from  the  Board  containing  the 
recommendations  of  the  Committee  on  Human  Re- 
production. 

The  House  suggested  that  the  AMA  can  “render 
a distinct  public  service  in  this  matter  by  conferring 
with  other  interested  groups  such  as  lawyers,  clergy, 
sociologists,  legislators,  and  government  administra- 
tors.” 

It  concurred  in  the  reference  committee’s  report 
that  “it  is  not  appropriate  at  this  time  for  the  AMA 
to  recommend  the  enactment  of  legislation  in  this 
matter  (abortion)  for  all  states.  The  problem  is 
essentially  one  for  resolution  by  each  state  through 
action  of  its  own  legislature.” 

The  report  also  stated  that  “it  is  true  that  there 
are  medical  implications  in  such  legislative  decisions; 
physicians  in  each  state  should  freely  provide  in- 
formation and  guidance  on  these  medical  implica- 
tions. However,  enacting  laws  to  integrate  the  medical 
aspects  with  the  moral,  ethical,  religious,  economic, 
social  tradition,  and  other  aspects  of  the  problem  is 
clearly  the  exclusive  prerogative  and  the  responsibility 
of  the  legislature  of  each  separate  state.” 

In  its  report  the  committee  said  the  problems  of 
sterilization  “appear  subject  to  the  same  general  con- 
siderations as  the  problems  of  abortion.” 

On  the  problem  of  contraception  the  House  af- 
firmed its  1964  policy  statement  that  “the  prescription 
of  child-spacing  measures  should  be  available  to  all 
patients  who  require  them,  consistent  with  their 
creed  and  mores,  whether  they  obtain  their  medical 
care  through  private  physicians  or  tax  or  community- 
supported  health  services.” 

It  also  endorsed  a statement  that  “appropriate  legis- 
lation be  enacted,  wherever  necessary,  so  that  all 
physicians  may  legally  give  contraceptive  information 
to  their  patients,  consistent  with  the  policy  statement 
of  December,  1964,  and  with  the  judgment  and  con- 
science of  each  individual  physician.” 

Billing  and  Payment  for  Medical  Services* 

Eight  statements  on  fees  charged  by  physicians  for 
medical  services  were  affirmed  by  the  House.  These 
are  applicable  “irrespective  of  whether  such  fees  are 
paid  by  the  patient,  or  paid  or  reimbursed  in  whole 
or  in  part  under  Public  Law  89-97,  or  any  other 
third  party  plan,”  the  House  stated. 

*NOTE:  These  statements  are  carried  on  the  Insur- 
ance Page.  See  page  11. 
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following 

infection 


STRESSCAPS  B and  C vitamins  in  therapeutic  amounts ...  help  the  body 
mobilize  defenses  during  convalescence. ..aid  response  to  primary  therapy. 
The  patient  with  a severe  infection,  and  many  others  undergoing  physio- 
logic stress,  may  benefit  from  STRESSCAPS. 


Each  capsule  contains: 

Vitamin  8 1 (as  Thiamine  Mononitrate)  10  mg. 

Vitamin  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  (Pyridoxine  HCI) 

2mg. 

Vitamin  8,2  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults,  1 

capsule 

daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder" 

jars  of  30  (one  month's  supply) 
(three  months'  supply). 

and  100 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY  Pearl  River,  N.Y 

' 06934 


A $25-a-year  increase  in  membership  dues,  effective 
Jan.  1,  1967,  was  endorsed  by  the  House  when  it 
was  informed  by  the  Board  that  additional  income 
will  be  needed  by  then  to  avoid  deficit  spending. 

The  increase,  to  $70  a year  for  the  AMA’s  165,000 
dues-paying  members,  will  go  before  the  House  for 
final  action  at  the  1966  Annual  Convention  because 
AM  A Bylaws  state  that  annual  dues  may  be  pre- 
scribed by  the  House  only  for  the  ensuing  calendar 
year. 

Board  Chairman  Percy  E.  Hopkins,  M.D.,  told 
the  House  that  “during  1964  and  1965,  the  AMA 
will  have  incurred  an  operating  deficit  of  more  than 
1 million  dollars.”  The  budget  for  1966,  he  said, 
is  now  narrowly  in  balance. 

The  1966  budget  calls  for  spending  some  27.6 
million  dollars.  Doctor  Hopkins  reported,  including 
almost  10  million  dollars  on  scientific  programs, 
5 million  on  health  education  and  other  medical 
service  programs,  more  than  1 million  to  maintain 
physician  records,  and  another  million  in  the  com- 
munication’s program.  Travel  and  meeting  costs  will 
exceed  2 million  dollars. 

Demand  for  Services  Exceeds  Income 

“In  a society,”  Doctor  Hopkins  said,  “which  has 
adopted  inflation  as  a national  policy  and  in  which 
our  system  of  medical  care  has  become  a pawn  of 
politicians,  it  is  not  realistic  to  expect  that  we  can 
limit  tomorrow’s  programs  to  yesterday’s  income.  Al- 
ready demands  are  mounting  from  medical  societies 
and  physicians  for  a stronger  and  more  effective 
AMA.  These  needs  must  be  met  and  they  must  be 
adequately  financed.” 

Doctor  Hopkins  said  that  AMA’s  income  in  1960 
was  just  under  16  million  dollars,  while  in  1966  it 
will  exceed  27  million,  an  increase  of  1 1 million. 
“This  represents  increases  of  3.9  million  dollars  from 
membership  dues,  4.3  million  in  advertising  revenue, 
and  2.8  million  from  other  sources. 

“During  this  same  period,”  he  stated,  “the  chal- 
lenges thrust  upon  the  Association  required  even 
greater  expenditures — from  15.7  million  dollars  in 
1960  to  a need  for  27.6  in  1966.” 

In  support  of  the  dues  increase,  the  House  noted 
that  AMA’s  dues-paying  members  provide  less  than 
30  per  cent  of  the  Association’s  income. 

Gundersen  Report 

The  House  approved  some  of  the  many  recom- 
mendations of  the  Committee  to  Review  the  Organ- 
ization of  the  House  (the  Gundersen  Committee)  but 
it  did  not  approve  a number  of  others. 

Here  are  the  House  actions  on  some  of  the  com- 
mittee’s recommendations: 

• Size  of  the  House  of  Delegates.  Approved  the 
suggestion  that  the  growth  of  the  AMA  House  be 
slowed  down  after  it  reaches  250  members.  When 
it  reaches  that  size,  the  apportionment  ratio  will  be 
automatically  raised  from  one  delegate  per  1,000 
members,  or  fraction  thereof,  to  one  delegate  per 
1,250  members,  or  fraction  thereof,  in  electing  further 
delegates  to  represent  each  state  association. 


• Reports  of  Councils  and  Committees.  Rejected 
the  proposal  that  reports  of  the  Council  on  Medical 
Service  and  Medical  Education  be  transmitted  through 
the  Board  of  Trustees  before  being  presented  to  the 
House. 

• Reference  Committees.  Adopted  the  recommen- 
dation that  there  be  three  reference  committees  by 
name — Amendments  to  Constitution  and  Bylaws,  Cre- 
dentials, and  Rules  and  Order  of  Business — and  as 
many  others  be  appointed  “as  may  be  required  to 
consider  the  items  of  business  before  the  House.” 

• Tenure  of  Subcommittee  Members  of  Standing 
Committee.  Approved  a change  in  the  Bylaws  “to 
limit  to  specified  terms  of  one  to  three  years  the 
tenure  of  members  of  special  committees  of  the 
councils  and  committees  of  the  House,  with  a limita- 
tion of  10  consecutive  years  of  service.” 

Federal  Health  Care  Laws 

The  House  took  a number  of  actions  with  regard 
to  federal  health  care  laws  passed  in  1965,  such 
as  PL  89-97  (Medicare)  and  PL  89-239  (the  Heart 
Disease,  Cancer  and  Stroke  Amendments).  These 
actions  included: 

“That  the  AMA  immediately  seek  remedial  ac- 
tion to  delete  the  requirement  in  Public  Law  89-97 
that  a patient  be  hospitalized  to  establish  eligibility 
for  nursing  home  care.” 

“That  the  AMA  immediately  seek  remedial  ac- 
tion to  amend  Public  Law  89-97,  Part  B,  Title  XVIII, 
by  deleting  the  word  ‘receipted’,  from  Section  1842- 
Part  3,  Item  B,  line  (ii),  and  substituting  ‘such  pay- 
ment will  be  made  on  the  basis  of  a method  of 
payment  so  arranged  to  preserve  and  continue  the 


VACANCY  FOR 

ASSOCIATE  MEDICAL  DIRECTOR 

This  position  in  a large  company  offers  oppor- 
tunity for  advancement  and  has  a modern 
benefit  program.  Salary  open. 

Applicant  may  be  a generalist  with  a sincere 
interest  in  industrial  type  practice,  or  have 
special  training  or  have  specialty  board  certi- 
fication in  Preventive  Medicine. 

Applicant  must  have  Indiana  license  or  be 
eligible  for  same  and  be  in  good  health. 

This  is  an  excellent  opportunity  in  Occupa- 
tional Medicine  which  should  be  investigated 
to  appreciate. 

CONTACT:  Joseph  T.  Noe,  M D. 

Medical  Director 
Inland  Steel  Company 
Indiana  Harbor  Works 
East  Chicago,  Indiana  46312 

Telephone:  397-2300,  Ext.  2577 
Area  Code:  219 

An  Equal  Opportunity  Employer 
In  The  Plans  for  Progress  Program 
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An  antibiotic 
of  choice 
is  one  that  works 

TAO  works 

Y 


Susceptibility  Results 
Staphylococci  * 


# OF  CULTURES  YEAR  % EFFECTIVE 


6,725  1962  88.6% 

5,440 1963 88.0% 

10,384  1964  88.5% 


y^-Hemolytic  Streptococci  ^ ^ ^ 


2,448  1962  89.5% 

1,519  1963  95.2% 

2,492  1964  96.7% 


The  Product 

In  a world  study  of  antibiotics  in  vitro\  TAO  had  an  over- 
all effectiveness  of  87.3%.  higher  than  chloramphenicol 
and  erythromycin,  and  significantly  higher  than  tetracy- 
cline and  penicillin. 

The  Plus.,. Consistent  Performance 

Yet  antibiotics  must  not  only  work.  They  must  work  con- 
sistently. Here  are  the  results  from  the  largest  study  of 
microbial  susceptibility  ever  undertaken.  In  29,048  cul- 
tures of  overt  staphylococcal  and  /^-hemolytic  streptococ- 
cal infections,  note  the  consistency  of  results  with  TAO. 


TAO 

[t[iacetyloleandomycin] 


J.  B.  Roerig  and  Company,  New  York,  New  York  10017 

Division,  Chas.  Pfizer  & Co.,  Inc.,  Science  for  the  World's  Well-Being* 


Indications:  The  bacterial  spectrum  includes:  streptococci,  staphy- 
locci,  pneumococci  and  gonococci.  Recommended  for  acute, 
severe  infections  where  adequate  sensitivity  testing  has  demon- 
strated susceptibility  to  this  antibiotic  and  resistance  to  less  toxic 
agents.  Contraindications  and  Precautions:  TAO  (triacetyloleandomycin)  is  not  recommended  for  prophylaxis  or  in  the  treatment  of  infectious  processes 
which  may  require  more  than  ten  days  continuous  therapy.  In  view  of  the  possible  hepatotoxicity  of  this  drug  when  therapy  beyond  ten  days  proves 
necessary,  other  less  toxic  agents,  of  course,  should  be  used.  If  clinical  judgement  dictates  continuation  of  therapy  for  longer  periods,  serial  monitor- 
ing of  liver  profile  is  recommended,  and  the  drug  should  be  discontinued  at  the  first  evidence  of  any  form  of  liver  abnormality.  It  is  contraindicated  in 
pre-existing  liver  disease  or  dysfunction,  and  in  individuals  who  have  shown  hypersensitivity  to  the  drug.  Although  reactions  of  an  allergic  nature  are 
infrequent  and  seldom  severe,  those  of  the  anaphylactoid  type  have  occurred  on  rare  occasions.  References:  1.  Isenberg,  Henry  D.:  Health  Laboratory 
Science  2:163-173  (July)  1965.  2.  Fowler,  J.  Ralph  et  al:  Clinical  Medicine  70:547  (Mar.)  1963.  3.  isenberg,  Henry  D.:  Health  Laboratory  Science 
1:185-256  Uuly-Aug.)  1964. 
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profession’s  current  practice  of  billing.’  ” Also  ap- 
proved “that  the  AMA  recommend  that  the  Depart- 
ment of  Health,  Education  and  Welfare  establish 
that  an  agreement  for  payment  between  the  patient 
and  physician  constitutes  valid  evidence  of  services 
rendered.” 

Authorized  a study  of  the  constitutionality  of 
PL  89-97  by  calling  on  the  Board  to  “take  such 
action  as  may  be  necessary  and  appropriate  to  pro- 
vide for  the  study  and  investigation  of  all  aspects 
of  PL  98-97  for  the  purpose  of  determining  possible 
court  action  to  test  the  legality  and  constitutionality 
of  any  provision  or  regulation  issued  under  the  law,” 
and  authorized  the  Board  to  “initiate  such  legal  pro- 
ceedings as  it  may  deem  advisable  to  implement 
the  purpose  and  intent  of  this  resolution.” 

Endorsed  the  Council  on  Medical  Servioes’  rec- 
ommendation “that  the  state  and  local  medical  so- 
cieties be  urged  at  this  time  to  assume  leadership  in 
the  establishment  of  local  advisory  committees”  under 
the  Heart  Disease,  Cancer  and  Stroke  Amendments 
of  1965.  The  House  noted  that  a National  Advisory 
Council  under  PL  89-239  already  has  been  appointed 
by  federal  officials  and  that  the  AMA  was  not 
given  an  opportunity  to  recommend  possible  ap- 
pointees to  the  Council.  “Therefore,”  the  House  de- 
clared, “active  physician  participation  at  the  state 
and  local  levels  is  of  utmost  importance.” 

Urged  HEW  to  “seek  consultation  with  practicing 
physicians”  in  formulating  regulations  under  Title 
XIX  as  has  been  done  under  Title  XVIII  of  the 
medicare  law.  It  also  instructed  the  AMA  President 
and  AMA  Advisory  Committee  to  HEW  to  “offer 
and  urge  such  consultation.” 

Adopted  a resolution  that  the  Board  “continue 
to  seek,  through  all  appropriate  means,  the  implemen- 
tation and  administration  of  federal  medical  and 
health  programs  other  then  those  of  the  Armed 
Forces  and  Veterans’  Administration  by  the  Surgeon 
General  of  the  Public  Health  Service,  and  especially 
those  programs  under  Title  XIX  of  PL  89-97.” 
Declared  that  the  AMA  Advisory  Committee  on 
PL  89-97  and  89-239  should  persist  in  its  efforts 
to  achieve  “practical  recognition”  by  HEW  of  the 
differences  between  utilization  review  and  claims  re- 
view function”.  It  also  adopted  a series  of  recom- 
mendations in  the  report  aimed  at  clearing  the  con- 
fusion. 


WANTED  — INTERNIST,  Board 
Eligible  or  Certified.  To  be  asso- 
ciated with  twelve  man  specialty 
group;  Salary  open;  No  invest- 
ment; Early  partnership;  Progres- 
sive city  of  35,000  in  central 
Texas. 

Write  J.  D.  Wilson,  M.D. 

King’s  Daughters  Clinic 
Temple,  Texas 


A study  committee  to  evaluate  planning  techniques 
and  development,  which  was  established  by  the 
Board  of  Trustees,  was  concurred  in  by  the  House. 
The  committee  was  given  the  tasks  of  ( 1 ) reviewing 
and  studying  current  planning  procedures  in  AMA, 
and  (2)  studying  and  recommending  new  mechanisms 
for  organizational  arrangements  to  achieve  more  ef- 
fective planning  and  development  in  the  future.  Mem- 
bership on  the  committee  includes  five  Board  mem- 
bers, the  chairmen  of  the  Councils  on  Medical  Serv- 
ice, Medical  Education,  and  Legislative  Activities, 
the  Speaker  of  the  House,  and  two  House  members 
selected  by  the  Speaker. 

Disapproval  was  expressed  by  the  House  of  portions 
of  the  Coggeshall  report,  “Planning  for  Medical 
Progress  Through  Education,”  published  earlier  this 
year  by  the  Association  of  American  Medical  Col- 
leges. The  House  opposed  “the  basic  philosophy”  of 
portions  of  the  report;  such  as: 

That  the  AAMC  should  “serve  as  spokesman 
for  organizations  concerned  with  education  for  health 
and  medical  sciences”  and  “no  other  organization  is 
in  a comparable  position  to  bring  together  and  ex- 
press a comprehensive  view.” 

That  “the  professional  aspects  of  education  for 
health  and  medical  sciences  should  be  regarded  as 
an  essential  function  and  fully  integrated  component 
of  university  organizations,  with  decreasing  depend- 
ence upon  or  control  by  organized  professions  and 
their  related  associations.” 

Aid  to  Federal  Education 

A policy  statement  on  federal  aid  to  medical 
education  was  adopted  by  the  House.  It  urges  that 
( 1 ) a major  objective  of  the  policies  of  the  AMA 
should  be  to  place  the  control  of  the  full  range  of 
medical  school  functions  in  their  institutional  govern- 
ing bodies,  (2)  action  of  the  AMA  should  be  de- 
signed to  achieve  this  objective  by  proposal  of  ap- 
propriate legislation,  and  (3)  the  AMA  should  foster 
diverse  sources  of  support  for  medical  schools  under 
circumstances  that  prevent  any  extramural  source 
from  exercising  controlling  influence. 

The  House  approved  a resolution  aimed  at  re- 
sponding immediately  at  the  national  and  local  levels 
to  statements  discrediting  medicine.  It  directed  the 
Board  to  provide  for  such  response  by  the  AMA 
and  encouraged  state  and  local  medical  societies  to 
react  similarly  to  statements  appearing  at  the  local 
level  and  concerning  matters  within  the  society’s 
competence  and  knowledge. 

There  were  scores  of  other  actions  by  House. 
Briefly  here  are  some  of  them: 

• Approved  a resolution  calling  for  continued  ef- 
forts, through  “all  appropriate  channels,”  to  achieve 
a separation  of  billing  and  payments  for  professional 
fees  from  hospital  charges  under  insurance  contracts 
written  by  the  health  insurance  industry. 

• Urged  the  American  Hospital  Association  to 
“assist  the  hospitals  of  the  U.S.  to  establish  a system 
of  uniform  cost  accounting  and  billing.” 

• Asked  that  all  colleges  and  universities  should 
have  health  education  programs  for  their  students. 

• Commercial  physicians  in  government  service 
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approximating  the  diuretic  efficacy  of  meralluride 


METAHYDRIN 

(trichlormethiazide) 


To  determine  the  relative  efficacy  of  thiazide 
diuretics  in  congestive  heart  failure,  Metahydrin 
(trichlormethiazide)  and  three  other  thiazides  were 
measured  against  Mercuhydrin®  (meralluride  injec- 
tion)— the  standard  diuretic.  "The  results  leave 
little  doubt  that  the  dimretic  efficacy,  that  is,  the 
'ceiling  effect’  in  these  terms,  is  not  the  same  for 
different  thiazides.”*  The  assays  ranged  from  about 
40%  of  the  effectiveness  of  Mercuhydrin  through 
67%,  77%  to  90%  for  Metahydrin.  The  latter  two 
values  were  thought  to  be  significantly  different 
from  the  lowest  value  and  to  be  therapeutically 
important. 

•Gold,  H.,et  al:  Closed  Panel  Conference;  Present  Status  of  the 
Management  of  Congestive  Failure  and  Advances  in  Diuretic 
Therapy,  Journal  of  New  Drugs,  1:177,  July-August,  1961. 

^ LAKESIDE  LABORATORIES,  INC. 

Milwaukee,  Wisconsin  53201 


IN  BRIEF-  administration  AND  DOSAGE:  One  2 mg. 

■ or  4 mg.  tablet  once  or  twice  daily.  In  acute,  severe 
decompensation,  Mercuhydrin®  (meralluride  injection)  may 
be  necessary  initially. 

PRECAUTIONS:  As  with  all  effective  diuretics,  vigorous 
therapy  may  produce  electrolyte  depletion.  Patients  with 
severely  reduced  renal  function  should  be  observed  carefully 
since  thiazides  may  be  contraindicated.  Care  should  be  taken 
with  patients  predisposed  to  diabetes  or  gout.  Patients  with  a 
tendency  to  potassium  deficiency,  as  in  hepatic  cirrhosis  or 
diarrheal  syndromes,  or  those  under  therapy  with  digitalis, 
ACTH,  or  certain  adrenal  steroids,  also  should  be  watched 
carefully. 

SIDE  EFFECTS:  Nausea,  flushing,  constipation,  skin  rash, 
muscle  cramps  and  gastric  discomfort  have  been  occasionally 
noted;  rarely  thrombocytopenia  and  bone  marrow  depression, 
photosensitivity,  cholestatic  jaundice,  pancreatitis,  perimac- 
ular  edema,  gout  and  diabetes  have  been  caused  by  adminis- 
tration of  thiazides. 

CONTRAINDICATIONS;  Complete  renal  shutdown;  rising 
azotemia  or  development  of  hyperkalemia  or  acidosis  in 
severe  renal  disease;  demonstrated  hypersensitivity. 

HOW  SUPPLIED;  Bottles  of  100  and  1000  tablets. 
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for  "their  support  of  the  medical  profession  and 
their  service  to  the  public.” 

• Agreed  to  a re-writing  of  two  sections  of  a 
model  agreement  between  hospitals  and  physicians 
providing  professional  services  in  hospital  emergency 
departments  to  conform  to  principles  established  by 
the  House. 

• Approved  measures  aimed  at  decreasing  substan- 
tially the  perinatal  death  rate  through  perinatal  study 
committees  in  hospitals. 

• Requested  state  medical  associations  to  act  to 
assure  that  physicians  are  properly  represented  on 
state  Hill-Burton  hospital  advisory  councils. 

• Asked  the  Federal  Aviation  Agency  to  change 
its  regulations  so  that  any  person  applying  for  a 
pilot’s  license  would  be  giving  his  implied  consent 
to  sobriety  examinations  by  aviation  officials. 

AMA  Commends  Arthur  Hess 

• Adopted  a statement  by  Edward  R.  Annis,  M.D., 
commending  Arthur  Hess,  the  director  of  the  Social 
Security  Administration's  Bureau  of  Health  Insurance, 
for  his  “wholehearted  cooperation”  with  the  AlVIA's 
Advisory  and  technical  committees  on  medicare. 

• Instructed  the  Council  on  Medical  Service  and 
its  Committee  on  Welfare  Services  to  develop  for  the 
AMA  its  definition  and  principles  for  the  determina- 
tion of  medical  indigency. 

• Accepted  for  information  an  opinion  adopted 
jointly  by  the  Council  on  Medical  Service  and  the 
Judicial  Council  which  states  that  “.  . . when  a 
physician  assumes  responsibility  for  the  siervices 
rendered  to  a patient  by  a resident  or  an  intern,  the 
physician  may  ethically  bill  the  patient  for  services 
which  were  performed  under  the  physician’s  personal 
observation,  direction  and  supervision.” 

• Repeated  a previous  policy  statement  urging  the 
creation  of  a separate  post  in  the  Cabinet  of  the 
President  of  the  U.S.  for  a Secretary  of  Health. 

• Commended  past  president  Edward  R.  Annis, 
M.D.,  for  his  leadership,  his  dedication,  and  his 
tremendous  contribution  to  medicine’s  campaign  to 
preserve  the  world’s  finest  system  of  medical  care.” 

• Approved  the  following  AMA  conventions: 

Annual  Conventions — 1966,  Chicago;  1967,  Atlan- 
tic City;  1968,  San  Francisco;  1969,  New  York  City; 
1970,  Chicago. 

Clinical  Conventions — 1966,  Las  Vegas;  1967, 
Houston;  1968,  Miami  Beach;  1969,  Denver;  1970, 
Boston. 


Excellent  opportunity  for  GENERAL 
PRACTITIONER  in  community  of 
15,000;  central  Florida;  76  bed 
JCAH  Hospital.  Write  or  call  collect 
R.  C.  Thompson,  BARTOW  MEMO- 
RIAL HOSPITAL,  BARTOW,  FLORIDA 


Sixteen  Speciality  Groups  Plan 
To  Meet  at  Annual  Meeting 

Sixteen  specialty  groups  will  participate  in  the  1966 
KMA  Annual  Meeting  which  will  be  held  September 
20-22  at  the  Convention  Center  in  Louisville.  Specialty 
group  participation  in  the  KMA  Annual  Meeting  was 
first  initiated  eleven  years  ago. 

A meeting  of  the  specialty  group  presidents  and 
representatives  of  the  KMA  Council  on  Scientific  As- 
sembly and  Scientific  Program  Committee  was  held 
at  the  KMA  Headquarters  Office  in  Louisville  on 
Thursday,  December  16  to  plan  the  role  of  the  spe- 
cialty groups  in  this  year’s  meeting. 

“The  cooperative  effort  by  the  KMA  and  specialty 
groups  permits  outstanding  talent  to  be  brought  to  the 
meeting  and  provides  in  depth  discussions  at  specialty 
group  meetings  while  also  assuring  a general  sessions 
program  of  interest  to  all  KMA  members,”  said  KMA 
President,  Everett  H.  Baker,  M.D.,  Louisville. 

Nationally  known  speakers  will  be  invited  by  the 
specialty  groups  to  appear  on  the  Annual  Meeting 
general  sessions  program  in  addition  to  the  program 
of  the  specialty  groups.  Closed  circuit  color  TV, 
which  will  be  featured  at  the  1966  Annual  Meeting, 
will  be  used  both  during  the  general  sessions  and  by 
two  of  the  specialty  groups. 

Three  Ky.  Physicians  to  Chair 
SMA  Specialty  Sections 

Three  Kentucky  physicians  have  been  named  to 
head  their  respective  specialty  sections  within  the 
Southern  Medical  Association,  according  to  an  SMA 
news  release. 

W.  Vinson  Pierce,  M.D.,  Covington,  will  serve  as 
chairman  for  the  coming  year  of  the  Section  on 
Urology.  Andrew  M.  Moore,  M.D.,  Lexington,  has 
been  chosen  as  chairman  of  the  Section  on  Plastic 
and  Reconstructive  Surgery. 

Douglas  M.  Haynes,  M.D.,  chairman  of  the  depart- 
ment of  obstetrics  and  gynecology  at  the  University 
of  Louisville  School  of  Medicine,  was  named  chair- 
man-elect of  the  Section  on  Obstetrics  and  will  take 
office  next  year  at  this  time. 


AMA-ERF  Receives  Contributions 

Contributions  totaling  more  than  $463,000  were 
presented  to  the  American  Medical  Association  Edu- 
cation and  Research  Foundation  during  the  November 
29  session  of  the  American  Medical  Association 
House  of  Delegates  at  the  AMA’s  Philadelphia  meet- 
ing. 

These  contributions  were:  $203,655  from  the  Cali- 
fornia Medical  Association;  $189,000  from  the  Illinois 
State  Medical  Society;  $45,000  from  the  New  Mexico 
Medical  Society;  $15,610  from  the  Utah  State  Medical 
Association;  $9,605  from  the  Medical  and  Chirurgical 
Faculty  of  Maryland;  and  $510  from  the  Woman’s 
Auxiliary  to  the  Clackamas  County,  Oregon,  Medical 
Society. 
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more  complete  relief  for  the  "dyspeptic" 

DACTILASF 


Dactilase  provides  comprehensive  therapy  for  a 
wide  range  of  digestive  disorders.  Its  antispas- 
modic  and  anesthetic  actions  rapidly  relieve  pain 
and  spasm.  Dactilase  decreases  hypermotility 
without  inducing  stasis.  In  addition,  it  supplies 
digestive  enzymes  to  help  reduce  bloating,  belch- 
ing and  flatulence.  Dactilase  does  not  interfere 
with  normal  digestive  secretions.  Very  often  it  can 
be  a most  useful  answer  to  the  dyspeptic’s  needs. 

DACTILASE:  Each  tablet  contains:  Dactil®  (pi- 
peridolate  hydrochloride),  50  mg.;  Standardized 
cellulolytic*  enzyme,  2 mg.;  Standardized  amylo- 


lytic  enzyme,  15  mg.;  Standardized  proteolytic 
enzyme,  10  mg.;  Pancreatin  3X**  (source  of  lipo- 
lytic activity),  100  mg.;  Taurocholic  acid,  15  mg. 

*Necd  in  human  nutrition  not  established.  **As  acid  resistant  granules 
equivalent  in  activity  to  300  mg.  Pancreatin  N.F. 

Side  Effects  and  Contraindications:  DACTIL.\SE 
is  almost  entirely  free  of  side  effects.  However,  it  should 
be  withheld  in  glaucoma  and  in  jaundice  due  to  com- 
plete biliary  obstruction. 

Administration  and  Dosage:  One  tablet  with,  or 
immediately  following  each  meal.  Tablets  should  be 
swallowed  whole. 

Supplied:  Bottles  of  60  and  250. 


LAKESIDE  LABORATORIES, 

Milwaukee,  Wisconsin  53201 


INC. 
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The  new  Rehabilitation  Center,  220  East  Madison,  Louisville,  has  spacious  modern  facilities  for  use  by  Kentucky  physicians 
and  their  physically  handicapped  patients.  The  new  Center  was  opened  in  August  of  last  year. 


Physicians  From  Throughout  State  May  Refer  Patients 
To  New  Rehabilitation  Center  in  Louisville 


The  new  Rehabilitation  Center  in  Louisville — called 
the  most  comprehensive  facility  for  the  treatment  of 
the  physically  handicapped  in  Kentucky — opened  its 
doors  in  August,  1965.  The  Center  receives  its  pa- 
tients by  referral  from  practicing  physicians. 

Located  at  220  East  Madison,  in  the  Medical  Cen- 
ter, the  spacious,  modern  facility  represents  a giant 
step  in  the  expansion  of  services  to  the  physically 
handicapped.  Since  1954,  the  Center  had  been  located 
in  cramped  rented  quarters  at  General  Hospital. 

With  space  for  30  inpatients  and  75  outpatients,  the 
attractive  three  level  building  houses  a staff  of  more 
than  50  and  $250,000  worth  of  the  very  latest  equip- 
ment. Its  primary  purpose  is,  through  treatment  and 
instruction,  to  help  the  handicapped  to  function  at 
their  highest  possible  performance  level  and  to  aid  in 
the  diagnosis  of  neuromuscular  disease. 

All  treatment  and  clinical  work  are  under  the  di- 
rection of  Medical  Director  Robert  M.  Izard,  Jr.,  M.D. 
A graduate  of  Baylor  University  College  of  Medicine, 
Doctor  Izard  is  board  certified  in  physical  medicine 
and  rehabilitation  and  was  formerly  head  of  that  de- 
partment at  Veterans  Hospital  in  Lexington. 

With  maximum  rehabilitation  of  the  individual  pa- 
tient as  their  aim,  10  departments  coordinate  their 
services  in  a team  approach  which  Doctor  Izard  cites 
as  one  of  the  Center’s  prime  advantages. 

Services  include:  a medical  department  (with  one 
full  and  one  part-time  physician),  nursing  service, 
physical  therapy,  occupational  therapy  (including 
training  for  activities  of  daily  living),  recreation  thera- 
py, speech  therapy,  postlaryngectomy  voice  training, 
medical  social  service,  psychological  counseling  and 
testing,  and  a prosthetic  clinic.  Twice  weekly,  panel 


discussions  are  held  in  which  all  disciplines  evaluate 
individual  patient  progress. 

“Full  utilization  of  the  Center  is  one  of  our  goals,” 
Doctor  Izard  said.  Early  in  December,  13  of  the  30 
beds  were  filled. 

Service  to  physicians  and  their  patients  is  the 
basic  reasons  for  the  Center’s  existence.  Patients  are 
accepted  on  the  basis  of  physician  referral.  Referrals 
are  made  directly  to  Doctor  Izard  with  the  referring 
physician  usually  continuing  the  treatment  of  his  pa- 
tient’s other  medical  needs.  Should  a doctor  wish  to 
refer  his  case  to  another  physician,  this  M.D.  may 
then  handle  the  referral  and  work  with  the  Center 
on  the  case. 

There  is  no  limit  to  the  geographical  area  served 
by  the  Center  and  often  patients  come  from  Ohio  and 
Indiana  as  well  as  from  throughout  Kentucky.  Ac- 
cording to  Doctor  Izard,  most  of  the  patients  are 
“private  pay”  referrals,  but  some  are  sponsored  by 
agencies. 

A non-profit  organization,  the  Rehabilitation  Cen- 
ter was  first  established  in  Louisville  in  1954.  Its 
Medical  Advisory  Council  and  its  Board  of  Directors 
serve  without  pay.  Even  when  it  was  first  established 
in  its  former  quarters,  plans  were  being  made  for 
today’s  spacious,  new  facility. 

The  new  building,  financed  through  a public  fund 
drive  in  1962  and  Hill-Burton  funds,  is  dedicated  to 
Mrs.  Amelia  Brown  Frazier.  Mrs.  Frazier,  a former 
patient,  was  a leader  in  the  fund  drive  and  one  of  the 
founders. 

The  institution  serves  patients  of  all  ages  with  a 
variety  of  disabilities  such  as  burns,  amputations, 
(Continued  on  Page  82) 
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the  price  of  **success” 

wo 
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Hypertension  has  been  called  the  price  of  success . . . and  in  some  life-situations, 
the  cost  of  failure.  In  either  event,  Metatensin  lowers  blood  pressure,  cushions 
the  patient  against  stress  and  retards  the  progress  of  disease.  Metatensin  is  effec- 
tive and  economical.  It  is  well-tolerated  over  long  periods. 

=■  METATENSirf 

EACH  SCORED  TABLET  CONTAINS: 

Metahydrin®  (trichlormethiazide)  2 mg.  or  4 mg.  Reserpine  0.1  mg. 

In  Brief:  Patients  with  hepatic  cirrhosis  or  diarrheal  syndromes,  or  under  therapy  with  digitalis,  ACTH,  or  potassium-losing  steroids,  should  be  observed  for  signs 
of  hypokalemia.  With  thiazides,  electrolyte  depletion,  diabetes,  gout,  granulopenia,  nausea,  pancreatitis,  cholestatic  jaundice,  flushing,  mild  muscle  cramps,  con- 
stipation, photosensitivity,  acute  myopia,  perimacular  edema,  paresthesias,  neonatal  bone  marrow  depression  in  infants  of  mothers  who  received  thiazides  during 
pregnancy,  skin  rash  or  purpura  with  or  without  thrombocytopenia,  may  occur.  With  reserpine,  untoward  effects  may  include  depression,  peptic  ulcer  and  bron- 
chial asthma.  Withdraw  medication  at  least  7 days  prior  to  electroshock  therapy,  2 weeks  prior  to  elective  surgery.  Contraindications  are  complete  renal  shutdown, 
rising  azotemia  or  development  of  hyperkalemia  or  acidosis  in  severe  renal  disease. 

Supplied ; Metatensin  tablets,  2 mg.,  4 mg.  — bottles  of  100  and  1000, 

LAKESIDE  LABORATORIES,  INC. 


Milwaukee,  Wisconsin  53201 


METATENSIN 

EACH  SCORED  TABLET  CONTAINS: 

Metahydrin®  (trichlormethiazide)  2 mg.  or  4 mg.  Reserpine  0.1  mg. 
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NEWS  ITEMS 


Fitzhugh  Mullins,  M.D.,  has  become  associated  with 
Condict  Moore,  M.D.,  at  Louisville,  where  his  practice 
will  be  limited  to  general  surgery.  Doctor  Mullins 
came  to  Louisville  from  Bethesda,  Md.,  where  he  was 
a member  of  the  senior  staff  of  the  National  Cancer 
Institute  of  the  National  Institutes  of  Health.  He  was 
graduated  in  1956  from  the  Medical  College  of  Vir- 
ginia. 

George  F.  Berry,  M.D.,  has  Started  general  practice  at 
Lancaster  where  he  is  associated  with  the  Garrard 
Clinic.  A 1962  graduate  of  the  University  of  Louis- 
ville School  of  Medicine,  Doctor  Berry  interned  at 
St.  Joseph  Infirmary  in  Louisville.  He  recently  com- 
pleted two  years  of  service  in  the  U.S.  Navy. 

Ward  O.  GriKen,  Jr.,  M.D.,  has  joined  the  fulltime 
teaching  staff  of  the  University  of  Kentucky  Medical 
Center  in  general  and  thoracic  surgery.  A 1953  grad- 
uate of  the  Cornell  University  Medical  College,  his 
postgraduate  training  was  completed  at  Bellevue  Hos- 
pital and  the  University  of  Minnesota  Hospitals.  He 
came  to  Lexington  from  a post  on  the  faculty  of  the 
University  of  Minnesota  Medical  School. 

Sidney  w.  Winchell,  M.D.,  an  anesthesiologist,  is  now 
in  practice  in  Louisville,  it  was  recently  announced. 
Doctor  Winchell  was  graduated  in  1956  from  Hahne- 
mann Medical  College  and  interned  at  St.  Luke’s  Hos- 
pital, Bethlehem,  Pa.,  before  completing  his  residency 
at  Columbia  Presbyterian  Medical  Center.  He  pre- 
viously served  as  an  instructor  of  anesthesiology  at 
the  University  of  Pittsburgh  Medical  School. 

Keith  E.  Ellis,  M.D.,  a general  practitioner,  is  now  in 
practice  at  Benton,  where  he  is  associated  with  H.  w. 
Ford,  M.D.  Doctor  Ellis,  who  graduated  in  1962  from 
the  University  of  Louisville  School  of  Medicine,  in- 
terned at  the  Medical  Center,  Columbus,  Ga.  Prior 
to  beginning  his  practice  at  Benton,  Doctor  Ellis 
served  for  two  years  in  the  U.S.  Air  Eorce. 

Luther  W.  Pearce,  M.D.,  a psychiatrist,  has  joined  the 
staff  of  the  Louisville  Area  Mental  Health  Center  at 
Norton  Infirmary,  where  he  will  practice  in  associa- 
tion with  Warren  M.  Cox,  M.D.  A 1955  graduate  of  the 
Albany  Medical  College,  he  interned  at  Cincinnati 
General  Hospital  and  completed  his  postgraduate 
training  at  Walter  Reed  Medical  Center. 

Harry  G.  Caldwell,  M.D.,  is  now  associated  with  the 
Lexington  Clinic,  where  his  practice  will  be  limited 
to  ophthalmology,  it  has  been  announced.  Doctor 
Caldwell,  who  recently  completed  a year  on  the 
Bunker  Eellowship  in  corneal  surgery  at  St.  John 
Ophthalmic  Hospital,  Jerusalem,  Jordan,  graduated  in 
1958  from  the  University  of  Louisville  School  of 
Medicine.  He  interned  at  Jackson  Memorial  Hospital, 
Miami,  and  completed  his  residency  training  at  U.  of 
I. 


Robert  D.  Milledge,  M.D.,  has  joined  the  faculty  of 
the  University  of  Kentucky  department  of  radiology. 
Doctor  Milledge,  a 1957  graduate  of  Emory  Univer- 
sity School  of  Medicine,  took  his  postgraduate  training 
at  the  University  of  Alabama  Medical  Center  and 
the  Veterans  Hospital  in  Atlanta.  He  came  to  Lexing- 
ton from  the  University  of  Arkansas. 

Samuel  W.  Gehring,  M.D.,  has  become  associated  with 
Robert  Fidler,  M.D.,  at  Elemingsburg.  Doctor  Gehring, 
a general  practitioner,  was  graduated  in  1962  from 
the  University  of  Louisville  School  of  Medicine  and 
interned  at  St.  Joseph  Infirmary  in  Louisville.  He  has 
just  completed  two  years  of  service  with  the  U.S.  Air 
Force. 

Paul  L.  Odom,  M.D.,  has  opened  an  office  at  Elkhorn 
City  for  the  practice  of  general  medicine,  it  was  re- 
cently announced.  Doctor  Odom,  who  graduated  from 
the  University  of  Mississippi  School  of  Medicine  in 
1963,  interned  at  Mobile  General  Hospital,  and  was 
in  practice  for  a short  time  at  Bay  St.  Louis,  Miss. 

Robert  S.  Davis,  M.D.,  has  become  associated  with  the 
Daniel  Boone  Clinic  at  Harlan,  according  to  a recent 
announcement.  A general  practitioner.  Doctor  Davis 
graduated  in  1964  from  the  University  of  Louisville 
School  of  Medicine  and  interned  at  St.  Joseph  Infirm- 
ary, Louisville. 

Mehmet  S.  Akaydin,  M.D.,  has  joined  the  Staff  of  the 
Veterans  Administration  Hospital  in  Lexington.  A 
psychiatrist.  Doctor  Akaydin  received  his  M.D.  de- 
gree from  Istanbul  University  and  interned  at  St. 
Lukes  Hospital,  Newburgh,  N.Y.  His  residency 
training  was  taken  at  Warren  State  Hospital,  Warren, 
Pa.,  and  Danville  State  Hospital,  Danville,  Pa.  He 
formerly  served  as  director  of  the  State  Psychiatric 
Clinic  at  Jameston,  N.  Dak. 

Susan  J.  Brenner,  M.D.,  has  Started  the  practice  of  in- 
ternal medicine  at  McDowell,  where  she  is  associated 
with  the  Daniel  Boone  Clinic.  Doctor  Brenner  was 
graduated  in  1959  from  the  University  of  Pennsylvan- 
ia School  of  Medicine  and  interned  at  Robert 
Packer  Hospital,  Sayre,  Pa.  Her  postgraduate  training 
was  taken  at  Bernalillo  County  Indian  Hospital, 
Albuquerque,  N.  Mex. 

James  F.  Kurfees,  M.D.,  has  opened  an  office  at  Crest- 
wood,  where  he  will  limit  his  practice  to  internal 
medicine.  Doctor  Kurfees  was  graduated  in  1956 
from  the  University  of  Louisville  School  of  Medicine. 
Following  a residency  in  general  practice  at  Macon, 
Ga.,  he  was  awarded  a post-doctoral  research  fellow- 
ship in  medical  physiology  at  the  University  of  Ala- 
bama, where  he  was  a visiting  lecturer  in  physiology 
in  1964. 

Vernon  C.  Scandrett,  M.D.,  a general  practitioner  and 
former  medical  missionary  in  Columbia,  South 
America,  is  now  practicing  in  association  with  the 
Daniel  Boone  Clinic  at  McDowell.  Doctor  Scandrett 
received  his  medical  degree  from  the  University  of 
Illinois  in  1949,  and  interned  at  Cook  County  Hos- 
pital, Chicago. 
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(mepenzolate  bromide) 

helps  restore  normal  motility  and  tone 


Cantil  (mepenzolate  bromide)  works  in  the  colon. 
In  irritable  colon,  spastic  colon,  ulcerative  colitis 
and  other  functional  and  organic  colonic  disorders, 
it  acts  to: 

• control  diarrhea/constipation 

• relieve  spasm,  cramping,  bloating 

• make  patients  more  comfortable 

with  little  effect  on  stomach,  bladder  or  other  viscera. 

"In  40  of  44  cases  of  irritable  or  spastic  colon, 
Cantil  [mepenzolate  bromide]  or  Cantil  with  Pheno- 
barbital  reduced  or  abolished  abdominal  pain,  diar- 
rhea and  distention  and  promoted  restoration  of 
normal  bowel  function  . . . Cantil  [mepenzolate 
bromide]  proved  to  be  singularly  free  of  antichol- 
inergic side-effects.  Blurring  of  vision  or  dryness 
of  the  mouth  were  occasionally  seen  and  were  us- 
ually managed  with  a reduction  in  dosage.  Urinary 
retention,  noted  in  two  cases  was  eliminated  in  one 
by  reducing  dosage.”l 


fucky  Medical  Association  • January  1966 


IN  BRIEF: 

One  or  two  tablets  three  times  a day  and  one  or  two 
at  bedtime  usually  provide  prompt  relief.  Cantil 
with  Phenobarbital  may  be  prescribed  if  sedation 
is  required. 

Dryness  of  the  mouth  or  blurring  of  vision  may 
occur  but  it  is  usually  mild  and  transitory.  Urinary 
retention  is  rare.  Caution  should  be  observed  in 
prostatic  hypertrophy — withhold  in  glaucoma.  Cantil 
with  Phenobarbital  is  contraindicated  in  patients 
sensitive  to  phenobarbital. 

Supplied:  CANTIL  (mepenzolate  bromide) — 25  mg.  per 
scored  tablet.  Bottles  of  100  and  250. 

CANTIL  with  PHENOBARBITAL  — containing  in  each 
scored  tablet  16  mg.  phenobarbital  (warning:  may  be  habit 
forming)  and  25  mg.  mepenzolate  bromide.  Bottles  of  100 
and  250. 

1-Riese,  J.A.:  Amer.  J.  Gastroent.  28:541  (Nov.)  1957 

LAKESIDE  LABORATORIES,  INC. 

Milwaukee,  Wisconsin  53201  '' 


nerve  injuries,  muscular  dystrophy,  multiple  sclerosis, 
arthritis,  cardiovascular  diseases,  strokes,  cord  injur- 
ies, and  others. 

Doctors  having  patients  who  could  be  improved  by 
rehabilitation  are  urged  to  make  use  of  the  Center. 
Ideally  equipped  to  meet  the  needs  of  the  handi- 
capped, its  patient  areas  are  bright  and  cheerful  and 
its  equipment  extensive  and  up-to-date. 

Equipment  was  obtained  through  the  Center  build- 
ing fund,  grants,  and  contributions  from  individuals, 
civic  organizations,  and  business  firms.  The  post- 
laryngectomy voice  department  was  initiated  by  the 
Kentucky  Chapter,  American  Cancer  Society  which 
continues  an  annual  grant  for  this  purpose. 

Designed  for  expansion  upward  by  two  more  stor- 
ies, the  building  was  planned  to  keep  pace  with  the 
demands  of  the  future.  KMA  members  are  invited  to 
visit  the  Center  to  see  the  expanded  facilities  for 
treatment  of  the  physically  handicapped. 


COUNTY  SOCIETY  REPORTS 


McCracken 

David  Neustadt,  M.D.,  professor  of  medicine  at 
the  University  of  Louisville  School  of  Medicine,  was 
the  principal  speaker  on  the  scientific  program  at 
the  regular  monthly  meeting  of  the  McCracken 
County  Medical  Society  October  20  at  Boswell’s 
Restaurant  in  Paducah. 

Doctor  Neustadt  spoke  on  the  “Physical  Features 
in  Common  Rheumatic  Disorders”,  a talk  illustrated 
with  slides. 

Following  the  scientific  session,  the  business 
meeting  was  held,  presided  over  by  Joseph  Spaulding, 
M.D.,  president. 

Among  business  matters  brought  up  at  the  meet- 
ing was  the  report  of  the  chairman  of  the  Legislative 
Committee,  William  Myre,  M.D.,  on  the  proposed 
change  in  the  Society  Bylaws  regarding  the  pro- 
visional status  of  new  members.  The  committee  pro- 
posed that  the  change  be  decided  by  the  Society 
as  a whole.  It  was  therefore  directed  by  the  presi- 
dent that  the  secretary  compose  a letter  describing 
the  “Orientation  Course”,  and  the  provisional  status 
of  new  members,  to  be  sent  to  members  for  their 
information.  Action  will  then  be  taken  at  the  next 
meeting. 

Doctor  Myre  also  reported  on  the  use  of  promo- 
tional aids  and  planning  guides  for  Community 
Health  Week,  set  for  November  7-13  this  year.  The 
motion  was  made  and  seconded  that  the  Society 
take  no  part  in  such  a promotional  program.  The 
motion  passed  unanimously. 

The  Society  than  heard  the  report  of  the  county 
delegates  to  KMA.  R.  M.  Wooldridge,  M.D.,  re- 
ported that  no  special  action  was  taken  by  the  dele- 
gates. He  mentioned  a great  deal  of  discussion  of 
PL  89-97  (medicare),  which  will  be  instituted  next 
year.  Doctor  Wooldridge  reported  that  J.  R.  Miller, 
M.D.,  Benton,  was  elected  trustee  from  the  district 
as  recommended  by  the  Society  at  the  last  meeting. 

In  discussing  new  business,  Eli  Khouri,  M.D., 


introduced  a motion  that  the  Society  go  on  record 
as  endorsing  the  local  Sewer  Bond  Issue  purely  on 
the  basis  of  medical  and  public  health  benefits. 
After  discussion,  the  motion  was  seconded  and 
carried. 

The  meeting  was  adjourned  at  9:30  p.m. 


NEWS  ITEMS 


John  D.  Fielding,  M.D.,  a 1962  graduate  of  the  Uni- 
versity of  Louisville  School  of  Medicine,  has  opened 
an  office  at  Warsaw  for  the  general  practice  of  medi- 
cine. Doctor  Fielding,  who  interned  at  St.  Elizabeth 
Hospital,  Dayton,  O.,  recently  completed  two  years 
of  service  in  the  U.S.  Air  Force. 

Michael  G.  Kemper,  M.D.,  has  begun  general  practice 
at  Louisville,  it  was  recently  announced.  Doctor  Kem- 
per, who  was  graduated  in  1962  from  the  University 
of  Louisville  School  of  Medicine,  interned  at  Louis- 
ville General  Hospital.  He  was  recently  discharged 
from  the  U.S.  Air  Force  with  the  rank  of  Captain. 


3n  illEmoriam 


WILLIAM  JOSEPH  MARTIN,  JR.,  M.D. 

(Formerly)  Louisville,  Ky. 

1900-1965 

William  J.  Martin,  Jr.,  M.D.,  65,  who  practiced  in 
Louisville  since  1932  died  December  10  at  Rochester, 
Minn.,  where  he  had  been  hospitalized  for  several 
days.  He  retired  from  the  practice  of  proctologic 
surgery  in  1963,  and  had  lived  in  Russellville  since 
early  1965.  He  was  graduated  in  1927  from  the  Uni- 
versity of  Pennsylvania  School  of  Medicine. 

Ruptured  Aortic  Aneurysm 

(Continued  from  Page  51) 

resection  of  a ruptured  abdominal  aortic 
aneurysm  with  restoration  of  continuity  by  in- 
sertion of  a dacron  prosthesis.  Relatively  early 
operative  intervention  and  a reasonably  normal 
physiologic  pre-operative  state  were  probably 
responsible  in  considerable  measure  for  the 
successful  outcome. 
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a rapid  lift  from  the  hell  of  depression 


NORPRAMM 


Norpramin  is  a rapid-acting  specific  drug  for  the  treatment 
of  depression.  Depressive  signs  and  symptoms— sometimes 
described  as  "mental  pain”— typically  begin  to  improve  in 
2-5  days.  Patients  are  more  hopeful,  less  empty  and  less 
weighed  down  by  their  troubles.  Norpramin  has  only  slight 
sedative  qualities,  nevertheless  anxiety  secondary  to  depres- 
sion is  frequently  relieved  as  depression  is  lifted,  if  anxiety 
or  tension  persists  it  can  be  controlled  by  adding  a tran- 
quilizer or  by  reducing  dosage.  Norpramin  is  not  a MAO 
inhibitor.  Side  effects  are  usually  mild. 


Dore  Illustration 
from 

Dante’s  Inferno 


DOSAGE  AND  ADMINISTRATION 

Optimal  results  are  obtained  at  a 
dosage  of  about  150  mg. /day- 
two  25  mg.  tablets  t.i.d.  After 
achievingoptimal  results,  a main- 
tenance dose  (50-100  mg. /day) 
should  be  sought. 


LAKESIDE  LABORATORIES,  INC. 


Milwaukee,  Wisconsin  53201 


IN  BRIEF: 


Indications:  In  depression  of  any  kind— neurotic 
and  psychotic  depressive  reactions;  manic-depres- 
sive or  involutional  psychotic  reactions. 

Contraindications  and  Precautions:  Glaucoma, 
urethral  or  ureteral  spasm,  recent  myocardial  in- 
farction, severe  coronary  heart  disease  and  epilepsy. 
Should  not  be  given  within  two  weeks  of  treatment 
with  a monoamine  oxidase  inhibitor.  Safety  in 
human  pregnancy  has  not  been  established. 

Adverse  Effects:  Side  effects,  usually  mild,  may 


include:  dry  mouth,  constipation,  dizziness,  palpi- 
tation, delayed  urination,  "bad  taste,”  sensory 
illusion,  tinnitus,  agitation  and  stimulation,  sweat- 
ing, drowsiness,  headache,  orthostatic  hypoten- 
sion, flushing,  nausea,  cramps,  weakness,  blurred 
vision  and  mydriasis,  rash,  allergy,  transient 
eosinophilia,  granulopenia,  altered  liver  function, 
ataxia  and  extrapyramidal  signs. 

Supplied:  Norpramin  (desipramine  hydrochloride) 
tablets  of  25  mg.,  in  bottles  of  50,  500  and  1000. 
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KMA  Council  and 
Committee  Reports 

Council  on  Scientific  Assembly 

Everett  H.  Baker,  M.D.,  Louisville,  Chairman 
KMA  Headquarters  Office  October  28,  1965 

The  Council  on  Scientific  Assembly  met  soon 
after  the  1965  Annual  Meeting  to  plan  the  Annual 
Session  scheduled  for  September  20-22,  1966. 

General  plans  for  all  business  and  scientific  activ- 
ities associated  with  the  annual  me<eting  were  outlined 
for  1966  and  the  details  for  all  scientific  sessions 
were  referred  to  the  Scientific  Program  Committee. 
Requests  from  allied  groups  to  schedule  functions 
during  the  1966  Annual  Me'eting  were  considered 
and  times  assigned  for  such  activities  were  made  as 
felt  appropriate  by  the  council  members. 

It  was  taken  by  consent  that  the  1966  Annual 
Meeting  again  be  held  at  the  Convention  Center 
in  Louisville  with  the  Kentucky  Hotel  being  the 
headquarters  hotel. 

Scientific  Program  Committee 

Roderick  Macdonald,  Jr.,  M.D.,  Louisville,  Chairman 
KMA  Headquarters  Office  November  24,  1965 

The  KMA  Scientific  Program  Committee  met  early 
in  the  associational  year  to  plan  the  scientific  s'cssions 
for  the  1966  KMA  Annual  Meeting  September  20- 
22.  General  sessions  were  planned  for  Tuesday  morn- 
ing, all  day  Wednesday,  and  Thursday  morning. 
Specialty  groups  were  scheduled  to  have  sessions  on 
Tuesday  and  Thursday  afternoons. 

The  committee  members  agreed  to  present  four 
half-hour  programs  of  closed-circuit  color  TV  during 
the  general  sessions  at  next  year’s  meeting  and  ex- 
pressed appreciation  to  Smith,  Kline  and  French 
Laboratories  who  will  sponsor  the  color  TV  presenta- 
tions. Themes  for  each  half-day  session  were  ap- 
proved by  the  committee  members. 

Council  on  Medical  Education  and  Hospitals 

George  A.  Sehlinger,  M.D.,  Louisville,  Chairman 
KMA  Headquarters  Office  December  2,  1965 

The  Council  on  Medical  Education  and  Hospitals 
held  their  organizational  m'eeting  for  this  associational 
year,  reviewed  its  activities  for  the  past  year,  and 
discussed  the  plans  of  the  various  committees  serving 
under  the  council. 

Plans  for  a meeting  of  representatives  of  KMA 
and  Kentucky's  two  medical  schools  were  con- 
sidered and  a report  on  the  Postgraduate  Fund  was 
accepted  by  the  council  members  who  urged  that 
monies  from  the  fund  be  expended  for  scientific 
purposes  associated  with  the  Annual  Meetings  of 
KMA.  Numerous  actions  of  the  AMA  House  of 
Delegates  of  interest  to  the  council  were  acted  upon. 

Hospital  Committee 

James  B.  Holloway,  M.D.,  Lexington,  Chairman 

KMA  Headquarters  Office  November  13,  19,65 

The  KMA  Hospital  Committee  met  on  November 
18  and  devoted  most  of  its  attention  to  Resolution 
A,  passed  by  the  KMA  House  of  Delegates  in 


September  1965  and  which  pertained  to  administra- 
tive relationship  between  hospitals  and  private 
practitioners  of  medicine  practicing  within  hospitals. 

Members  of  the  committee  discussed  area-wide 
planning  and  expansion  of  the  Hospital  Dry-Run 
Teams.  It  was  recommended  that  additional  teams 
be  formed  since  numerous  hospitals  are  requesting 
accreditation  by  the  Joint  Commission  on  Accredita- 
tion. 

The  committee  is  scheduled  to  meet  again  on 
January  27  at  which  time  further  discussion  will 
be  held  on  Resolution  A and  recommendations  made 
concerning  there  being  a special  appointed  sub-com- 
mittee of  the  Hospital  Committee. 

KMA  Council  on  Legislative  Activities 

John  C.  Quertermous,  M.D.,  Chairman, 
National  Affairs 

J.  Campbell  Cantrill,  M.D.,  Georgetown,  Chairman, 
State  Affairs 

KMA  Headquarters  Office  November  9 and  10,  1965 

Consideration  was  given  to  proposed  legislation  in 
the  1966  Kentucky  General  Assembly,  which  would 
be  of  interest  to  the  profession.  Plans  were  finalized 
on  the  KMA  Legislative  Key  Man  System,  and  the 
Orientation  Program  for  all  key  men,  to  be  held  on 
January  12,  1966,  at  the  Brown  Suburban  Motel, 
Louisville. 

The  Council  viewed  the  slide  presentation  prepared 
by  the  AMA  Committee  on  Quackery,  under  the  di- 
rection of  Joseph  A.  Sabatier,  Jr.,  M.D.  An  annual 
Report  by  the  Ad  Hoc  Committee  to  Study  Cults  was 
presented. 

The  Kentucky  Nurses  Association  met  jointly  with 
the  Council  on  Legislative  Activities  to  discuss  items 
of  mutual  interest. 

All  Congressional  District  Key  Men  were  invited 
to  attend  this  meeting. 

Council  on  Medical  Services 

John  A.  Bishop,  M.D.,  Jeffersontown,  Chairman 
KMA  Headquarters  Office  November  18,  1965 

The  Council  on  Medical  Services  acted  upon  a 
number  of  referrals  from  the  KMA  Executive  Com- 
mittee and  assigned  specific  matters  to  the  committees 
serving  under  the  council  at  their  recent  meeting. 

Public  Law  89-97  (the  “Medicare”  law).  Medical 
Assistance  to  the  Aged,  and  Public  Assistance  to  the 


WANTED  — PHYSICIAN 

GENERAL  PRACTITIONER.  Large 
industrial  and  private  practice.  Liberal 
financial  arrangements.  Apply  in  person 
to  Doctors  Buskirk  and  Dorton,  1329 
Story  Avenue,  Louisville,  Ky.  40206. 
Phone  JU  3-1656  (Area  Code  502). 
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WHEN  MOTHER'S  IRON  ISN'T  UP  TO 

MOTHERHOOD 


IN  BRIEF:  ACTIONS  AND  USES:  A single  dose  of  Imferon  (iron  dextran  injection)  wiil 
measurably  begin  to  raise  hemoglobin  and  a complete  course  of  therapy  will  effectively 
rebuild  iron  reserves.  The  drug  is  indicated  only  for  specifically-diagnosed  cases  of  iron 
deficiency  anemia  and  then  only  when  oral  administration  of  iron  is  ineffective  or  imprac- 
tical. Such  iron  deficiency  anemia  may  include:  patients  in  the  last  trimester  of  preg- 
nancy: patients  with  gastrointestinal  disease  or  those  recovering  from  gastrointestinal 
surgery;  patients  with  chronic  bleeding  with  continual  and  extensive  iron  losses  not 
rapidly  replenishable  with  oral  iron;  patients  intolerant  of  blood  transfusion  as  a 
source  of  /ron;  infants  with  hypochromic  anemia;  patients  who  cannot  be  relied 
upon  to  take  oral  iron. 

COMPOSITION:  Imferon  (Iron  dextran  injection)  is  a well-tolerated  solution  of  iron  dextran 
complex  providing  an  equivalent  of  50  mg.  of  elemental  iron  in  each  cc.  The  solution  con- 
tains 0.9%  sodium  chloride  and  has  a pH  of  5.2-6.0.  The  10  cc.  vial  contains  0.5%  phenol 
as  a preservative. 

AOMINISTRATION  ANO  OOSAGE:  Dosage,  based  upon  body  weight  and  Gm.  Hb./lOO  cc. 
of  blood,  ranges  from  0.5  cc.  in  infants  to  5.0  cc.  in  adults,  daily,  every  other  day,  or 
weekly.  The  total  Iron  requirement  for  the  individual  patient  is  readily  obtainable  from 
the  dosage  chart  in  the  package  insert.  Deep  intramuscular  injection  in  the  upper  outer 
quadrant  of  the  buttock,  using  a Z-track  technique,  (with  displacement  of  the  skin 
laterally  prior  to  injection),  insures  absorption  and  will  help  avoid  staining  of  the  skin. 
A 2-inch  needle  is  recommended  for  the  adult  of  average  size. 


SIDE  EFFECTS:  Local  and  systemic  side  effects  are  few.  Staining  of  the  skin  may  occur. 
Excessive  dosage,  beyond  the  calculated  need,  may  cause  hemosiderosis.  Although 
allergic  or  anaphylactoid  reactions  are  not  common,  occasional  severe  reactions  have 
been  observed,  including  three  fatal  reactions  which  may  have  been  due  to  Imferon 
(iron  dextran  injection).  Urticaria,  arthralgia,  lymphadenopathy,  nausea,  headache, 
and  fever  have  occasionally  been  reported.  Initial  test  doses  of  0.5  cc.  are  advisable. 

PRECAUTIONS:  If  sensitivity  to  test  doses  is  manifested,  the  drug  should  not  be  given. 
Imferon  (iron  dextran  injection)  must  be  administered  by  deep  intramuscular  injection 
only.  Inject  only  in  the  upper  outer  quadrant  of  the  buttock,  not  in  the  arm  or  other 
exposed  area. 

CONTRAINDICATIONS:  Imferon  (iron  dextran  injection)  is  contraindicated  in  patients 
sensitive  to  iron  dextran  complex.  Since  its  use  is  intended  for  the  treatment  of  iron 
deficiency  anemia  only,  it  is  contraindicated  in  other  anemias. 

CARCINOGENICITY  POTENTIAL:  Using  relatively  massive  doses,  Imferon  (iron  dextran 
injection)  has  been  shown  to  produce  sarcoma  in  rats,  mice  and  rabbits  and  possibly  in 
hamsters,  but  not  in  guinea  pigs.  The  risk  of  carcinogenesis,  if  any  in  man,  following 
recommended  therapy  with  Imferon  (iron  dextran  injection)  appears  to  be  extremely  small. 

SUPPLIED:  2 cc.  ampuls,  boxes  of  10;  5 cc.  ampuls,  boxes  of  4;  10  cc.  multiple  dose  vials. 


in  iron  deficiency  anemia  for  rapid  and 
predictable  replacement  of  iron  reserves 
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rtged  were  discussed  at  some  length  by  the  council 
members.  Programs  for  the  council’s  committees  were 
reviewed  and  times  were  approved  for  numerous 
committee  meetings.  A recommendation  was  made  to 
change  the  name  of  the  Medicare  Review  Committee 
to  Dependents  Medical  Care  Review  Committee.  The 
council  members  set  their  final  meeting  date  for 
June  9,  1966. 

Governmental  Medical  Services  Committee 

L.  Douglas  Atherton,  M.D.,  Louisville,  Chairman 
KMA  Headquarters  Office  December  2,  1965 

The  Governmental  Medical  Services  Committee  at 
its  first  meeting  of  the  associational  year  had  guests 
from  the  Veterans  Administration  and  Kentucky 
Physicians  Mutual,  Inc.,  to  discuss  the  Dependents’ 
Medical  Care  Contract  and  the  VA  Hometown  Medi- 
care Contract.  At  the  December  2 meeting,  the 
committee  recommended  that  the  KMA  Journal  de- 
vote space  to  briefly  explain  theee  two  contracts. 

Various  governmental  health  programs  affecting 
Kentucky  physicians  were  discussed  and  members  of 
the  committee  briefly  reviewed  the  summary  of 
medical  legislation  passed  by  the  first  session  of  the 
89th  Congress.  Another  meeting  of  the  committee  is 
planned  in  the  near  future. 


In  The  Books 

(Continued  from  Page  32) 

or  capable.  Dr.  Mary  S.  Calderone,  an  authority  in 
this  field,  created  much  consternation  in  the  past  by 
suggesting  that  most  doctors  claiming  proficiency  in 
this  sphere  were,  in  fact,  intellectual  virgins. 

Physiologic  foundations  for  marriage  counseling  of- 
fers an  interesting  and  unusual  approach.  A lucid  ex- 
planation of  the  physiology  of  human  reproduction, 
of  genetics  and  developmental  defects  proffers  a sub- 
stantial framework  for  the  inquiring  physician.  The 
homey,  commonsense  observations  on  the  emotional 
aspects  of  marriage  are  a delight  to  read.  All  refer- 
ences are  reviewed  in  a few,  no-nonsense  sentences. 
The  sugg'ested  premarital  examination  is  so  elaborate, 
however,  that  few  physicians  will  feel  the  entire  rou- 
tine either  practicable  or  necessary.  The  author  is  an 
associate  professor  of  physiology  and  medicine  and 
director  of  health  services  at  the  University  of  Oregon. 
Dr.  Trainer  deserves  substantial  credit  for  this  valient 
effort  but  one  person  simply  cannot  satisfactorily  ex- 
plain all  facets  of  so  complex  a topic.  His  strong  and 
weak  points  are  sharply  demarcated.  A well-rounded 
understanding  of  marriage  defies  a single  viewpoint. 

But  despite  their  rueful  origins,  books  of  sex  in- 
struction are  beginning  to  show  maturity  and  worth. 
The  publication  of  personal  reminiscences  or  testi- 
monials or  vivid  case  reports  are  no  longer  the  only 
source  of  sex  information.  This  most  sensitive  field 
takes  on  structure  and  perspective  through  an  objec- 
tive approach.  Despite  its  imperfections,  this  book  is  a 
move  forward. 

Homer  B.  Martin,  M.D. 


Committee  on  Disaster  Medical  Care 

William  T.  Rumage,  Jr.,  M.D.,  Louisville,  Chairman 

KMA  Headquarters  Office  November  11,  1965 

The  KMA  Disaster  Medical  Care  Committee  at  its 
last  meeting  discussed  Packaged  Disaster  Hospitals, 
staff  assignments,  medical  self-help  courses  sponsored 
by  doctors,  community  disaster  plans  and  exercises, 
hospital  radio  networks,  and  a survey  on  ambulances 
and  ambulance  drivers’  first  aid  training. 

Guests  from  the  Kentucky  Dental  Association, 
U.  of  K.,  U.  of  L.,  Fort  Knox,  and  the  Department 
of  Health,  attended  and  contributed  to  the  meeting. 
The  committee  members  approved  a resolution  per- 
taining to  the  erection  of  hospital  signs  on  major 
highways  to  the  AM  A House  of  Delegates  for  con- 
sideration at  the  AMA  Clinical  Meeting.  The  next 
committee  meeting  was  scheduled  for  February  10, 
1966. 


Public  Health  Page 

(Continued  from  Page  18) 

Such  reports  are  deemed  confidential  and  shall  not  be 
released  except  pursuant  to  court  order. 

The  effectiveness  of  the  report  form  depends  on 
the  adequacy  of  hospital  reporting  procedures  and 
upon  cooperation  of  every  physician  as  to  both  the 
spirit  of  the  report  and  its  completeness  of  execution. 
Each  of  these  reports  may  save  the  life  or  contribuie 
to  the  prevention  of  illness  in  other  persons  through 
establishment  of  the  casual  relationships  of  occupa- 
tional diseases  and  the  working  environment. 


’ The  alcoholic 
CAN\)^  rehabilitated 

With  a unique  background  of  80  years’ 
experience,  The  Keeley  Institute  has  earned 
an  international  reputation  as  a specialized 
hospital  for  the  restorative  treatment  of  the 
“problem  drinker.” 

Our  progressive,  well-rounded  regimen 
includes; 

• gradual  withdrawal 

• physical  rehabilitation 

• re-orientation 

• re-education 

Individual  and  group  care  are  conducted  in 
a friendly,  cooperative  atmosphere  under 
the  direction  of  physicians  and  experienced 
personnel.  We  take  female  as  well  as  male 
patients. 

Write  for  detailed,  descriptive  informa- 
tion on  our  low  cost,  comprehensive  serv- 
ices—or  phone  815  584-3001.  We  welcome 
your  referrals. 

THE  KEELEY  INSTITUTE 

Dwight,  Illinois 

Member  American  Hospital  Association 
Member  Illinois  Hospital  Association 
Licensed  by  the  Department  of  Public  Health, 

State  of  Illinois 
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when  even  southern  sun 

fails  to  warm  cold  hands  and  feet 


provide  rapid,  sustained  vasodilation  for  warmth  and  relief  of  pain, 
dizziness  and  faintness  in  patients  with  impaired  peripheral  circulation 


GERiLiQuiD  warms  cold  hands  and  feet  impaired  peripheral  circulation,  geriliquid 
through  the  thermogenic  action  of  glycine  increases  the  ability  to  walk  farther  with 
and  through  sustained  vasodilation  by  gly-  less  pain.  Patients  particularly  like  the  pal- 
cine  and  niacin.  In  addition,  in  patients  with  atable,  sherry  wine  base. 


Geriliquid 


IN  BRIEF:  Composition ; Each  5 ml.  contains:  niacin  75  mg.  and  aminoacetic  acid  (glycine)  750  mg.  in  a palatable  sherry  wine  base;  alcohol  5%. 
Side  Effects:  Occasional  lightheadedness  or  transient  itching  which  may  disappear  with  continued  use.  There  are  no  known  contraindications; 
however,  caution  is  advised  when  there  is  concomitant  administration  of  a coronary  vasodilator. 

Administration  and  Dosage : One  or  two  teaspoonfuls  3 times  a day  before  meals.  If  flushing  is  objectionable,  dosage  may  be  lowered.  How- 
ever, tolerance  to  flushing  usually  develops  without  loss  of  efficacy  in  regard  to  vasodilation. 

Supplied : Bottles  of  8 oz.  and  1 6 oz. 


LAKESIDE  LABORATORIES,  INC. 


Milwaukee,  Wisconsin  53201 
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Turn  a biiiulle  of  colic 


into  a bundie  of  joy 


Colic,  often  in  part  a reflection  of  family  tension,  adds 
sleepless  nights  to  patients’  and  parents’  distraught 
days.  Pediatric  Piptal  with  Phenobarbital  slows  down 
spasm,  diminishes  pain  and  crying,  improves  feeding  patterns 
. . . permits  sleep  and  rest ...  for  patient  and  family. 


Pleasant  tasting  Pediatric  Piptal  with  Phenobarbital  is 
miscible  in  milk,  formulas  and  fruit  juices,  and  may  also  be 
administered  by  dropper  directly  on  the  infant’s  tongue. 
Dosage  is  0.5  cc.  15  minutes  before  feeding;  in  severe  cases, 
1.0  cc.  four  times  daily.  High  doses  may  occasionally  cause 
constipation  with  tenesmus  and,  rarely,  flushing  without 
fever.  Contraindicated  in  bowel  obstruction  or  sensitivity  to 
phenobarbital  or  anticholinergics.  Available  in  30  cc.  dropper 
bottles,  droppers  calibrated  to  deliver  0.5  cc. 

PEDIATRIC  PIPTAL* 
WITH  PHENOBARBITAL 

each  cc.  contains:  6 mg.  phenobarbital  (warning:  may  be  habit  forming); 
4 mg.  Piptal®  (pipenzolate  bromide),  and  20%  alcohol  in  a pleasant- 
tasting  solution. 


LAKESIDE  LABORATORIES,  INC. 

Milwaukee.  Wisconsin  53201 
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PIPTAL®  (pipenzolate  bromide)  efficiently 
suppresses  acid  secretion  and  motility 
. . . relieves  pain  and  spasm  of  peptic 
ulcer.  Despite  its  potent  gastrointestinal 
effects,  “its  clinically  effective  therapeutic 
dose  is  well  below  that  required  to  produce 
side  reactions.”  1 Because  urinary  retention 
is  rarely  a problem,  piptal  (pipenzolate  bro- 
mide) is  “a  highly  desirable  drug  in  the 
treatment  of  peptic  ulcer  in  older  patients 
. . Tolerance  to  piptal  (pipenzolate  bro- 
mide) has  not  been  demonstrated,  and  the 
drug  may  be  administered  over  prolonged 
periods  without  loss  of  efficacy,  piptal-phb 
is  specifically  designed  for  the  tense  ulcer  pa- 
tient who  will  benefit  from  the  sedative  effect 
of  phenobarbital. 

1 — Pomeranze,  J.,  and  Gadek,  R.J.:  Am.  Pract.  & Digest 
Treat.  8:73-77  (Jan.)  1957 

2 — Asher,  L.M.:  Am.  J.  Digestive  Diseases  4:272  (Apr.)  1959 


Prompt  relief  of 
pain  and  spasm 
in  fnnetional 
distress... 


,1 


PIPTAL®  PIPTAL®-  PHB 

(pipenzolate  bromide)  (phenobarbital,  16  mg.,  pipenzolate  bromide,  5 mg.) 


IN  BRIEF : piptal — Each  tablet  contains  5 mg.  pipenzolate  bromide,  PIPTAL-PHB — Each  tablet  (or  5 cc.  of  elixir)  contains 
phenobarbital  (warning:  may  be  habit  forming)  16.0  mg.,  Piptal  (pipenzolate  bromide)  5 mg.  The  elixir  contains  alcohol  20%. 
Side  Effects:  Dry  mouth,  blurring  of  vision  or  drowsiness  may  occur. 


Contraindications:  Withhold  in  glaucoma,  bladder  or  g.i.  obstruction,  cardiac  arrhythmias  and  in  sensitivity  to  anticholinergics 
or  phenobarbital  (Piptal-PHB).  Caution  should  be  observed  in  patients  with  prostatic  hypertrophy. 

Administration  and  Dosage:  PIPTAL  or  PIPTAL-PHB  Tablets:  One  tablet  three  times  a day  before  meals  and  one  or  two 
tablets  at  bedtime.  (PIPTAL-PHB  Elixir:  One  teaspoonful  three  or  four  times  daily  for  adults  and  children  over  six  years  of  age.) 


Supplied:  PIPTAL  (pipenzolate  bromide)  5.0  mg.  Tablets — bottles  of  100.  PIPTAL-PHB  Tablets — bottles  of  100. 
PIPTAL-PHB  Elixir — bottles  of  8 fluid  ounces. 


LAKESIDE  LABORATORIES,  INC. 
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Abbott  Laboratories  7-8-9-10  Lederle  Laboratories  1 5-22-31 -61 -71 

Ames  Company  91  Eli  Lilly  & Compony  34 


Bartow  Memorial  Hospital  76 
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Burroughs  Wellcome  29 

Chicago  Medical  Society  16 
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Geigy  Pharmaceuticals  17 

General  Practitioner  Wanted  84 

Glenbrook  Laboratories  (Bayer  Aspirin)  14 


Medical  Protective  Company  67 
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Blood-glucose 
screening  for  ^ 
your  patients? 


. . . because  “Abnormalities  of  glucose 
metabolism  are  among  the  [most 
common]  encountered  in  clinical 
practice....”*  Simple,  quick,  econom- 
ical blood-glucose  screening 
with  DEXTROSTixe"  Reagent  Strips  is 
practicable  in  every  regular  physical 
examination,  emergency  situation, 
and  whenever  hypo-  or  hyper- 
glycemia may  be  of  clinical 
significance  — for  “The  precision 
and  accuracy  of  Dextrostix 
...meet  the  need  for  an  always 
available  simple  screening 
method. . . .”*  All  that  is  required 
for  screening  with 
Dextrostix  is  60  seconds 
and  a globular  drop  of 
capillary  orvenous  blood. 

Abnormal  readings  will  be 
a valuable  aid  to  diagnosis; 
normals  will  help  you 
establish  an  important 
baseline  for  future  reference. 

*Marks,  V.,  and  Dawson,  A.: 

Brit.  M.  J.  7:293,  1965. 


DEXTROSTIX - 

provides  a clinically  useful 
determination  when  performed 
according  to  directions^ 


DEXTROSTIX  is  not  intended  to  replace 

the  more  precise  analytical  laboratory  methods. 


Yes— ^ your  patients 


AMES  COMPANY,  INC.  /*“' 
Elkhart,  Indiana  ai\/i 


for  The  Age  of  Anxiety 


1 

For  those  who  cannot  cope  realistically  with  the  emotional  turmoil  and  stress  of  modern  living,  the 
physician  has  at  hand  many  valuable  psychotherapeutic  aids.  One  of  the  most  useful  is  Librium,  a 
pre-eminent  prescription  for  excessive  anxiety  in  this  modern  age. 

UBRIUlVIfchlopdiazepoxide  HGI) 

5 mg  10  mg  25  mg  capsules  in  #50’s 


In  prescribing:  Dosage— Adults:  Mild  to  moderate  anxiety  and  tension,  5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg 
t.i.d.  or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to  q.i.d.  Side  Effects:  Side  effects,  usually  dose-related,  include  drowsiness,  ataxia, 
minor  skin  rashes,  edema,  menstrual  irregularities,  nausea  and  constipation.  When  treatment  is  protracted,  blood  counts 
and  liver  function  tests  are  advisable.  Paradoxical  reactions  may  occasionally  occur  in  psychiatric  patients.  Individual 
maintenance  dosages  should  be  determined.  Precautions:  Advise  patients  against  possibly  hazardous  procedures  until 
maintenance  dosage  is  established.  Though  compatible  with  most  drugs,  use  care  in  combining  with  other  psychotropics, 
particularly  MAO  inhibitors  or  phenothiazines;  warn  patients  of  possible  combined  effects  with  alcohol.  Observe  usual 
precautions  in  impaired  renal  or  hepatic  function,  in  long-term  treatment  and  in  presence  of  depression  or  suicidal  tendencies. 
Exercise  caution  in  administering  drug  to  addiction-prone  patients  or  those  who  might  increase  dosage;  withdrawal  symp- 
toms, similar  to  those  seen  with  barbiturates  or  meprobamate,  can  occur  upon  abrupt  cessation  after  prolonged  overdosage. 
Caution  should  be  exercised  in  prescribing  any  therapeutic  agent  for  pregnant  patients.  Supplied:  Capsules,  5 mg,  10  mg 

and  25  mg.  bottles  of  50.  Roche  Laboratories  • Division  of  Hoffmann-La  Roche  Inc  • Nutley,  N.J.  07110 
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Amniotic  Fluid  Analysis  in  Rh  Sensitized 
Pregnancies 

J.  L.  Duiiring,  M.D.,  and  Plillip  S.  Crossen,  M.D.  133 


Surgery  of  the  Rheumatoid  Hand 

Paul  M.  Weeks,  M.D.  138 

Massive  Liver  Injury  and  Shock 

M.  Atik,  M.D  143 
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among  the  most  significant  drui 
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Open  the  nose- 

help  drain 
the  stagnant  sinus 
gently 


I Neo-Synephrine  is  a standard  among 
; topical  vasoconstrictors.  It  is  unsurpassed 
I for  reducing  nasal  turgescence  in  colds; 

I and  a most  valuable  aid  in  preventing 
; and  treating  sinusitis. 

j Neo-Synephrine  stops  the  boggy  feeling  of 
^ colds  at  once— works  against  factors  that 
ij  induce  sinusitis.  With  Neo-Synephrine 
I nose  drops,  spray  or  jelly,  turbinates  shrink 
I on  contact,  obstructed  ostia  open  and 
drainage  is  re-established. 


In  sinusitis,  Neo-Synephrine  helps  to  pro- 
mote drainage  and  hasten  recovery.*  Used 
promptly,  it  helps  clear  the  stagnant  sinus 
and  lessen  the  chances  of  chronicity. 

Neo-Synephrine  HCI  is  available  in; 

V8®7o  solution  for  infants 

V4“7o  solution  for  children  and  adults 

V4°7o  pediatric  nasal  spray  for  children 

V2“7o  solution  for  adults 

Vj‘’7o  nasal  spray  for  adults 

V2‘7o  jelly  for  children  and  adults 

Wo  solution  for  adults  (resistant  cases) 


♦Proctor,  D.  F.:  The  Nose,  Paranasal  Sinuses,  and 
Ears  in  Childhood,  Springfield,  III.,  Charles  C 
Thomas,  1963,  p.  34. 


Winthrop  Laboratories,  New  York,  N.Y,  10016 


In  colds  and  sinusitis 


HCI 


(brand  of  phenylephrine  hydrochloride) 

solutions/soravs/ieii 


MESSAGE 
FROM  THE 
PRESIDENT 


Interim  Meeting 

WEDNESDAY  evening,  April  13,  and  Thursday  morning,  April  14,  should 
be  underlined  on  our  calendar  now.  These  are  the  dates  of  our  annual 
Interim  Meeting  at  DuPont  Lodge,  Cumberland  Falls,  near  Corbin. 
Much  time  and  thought  has  been  given  to  the  program. 

Following  the  dinner  Wednesday,  April  13,  there  will  be  a panel  discussion  on 
the  operation  of  the  Admission  and  Review  Com.mittees.  The  panelists  will  be 
G.  W.  Slagle,  M.D.,  of  the  A.M.A.;  Philip  Lee,  M.D.,  of  the  Social  Security 
Administration;  Mr.  Wade  Mountz,  past  president  of  the  Kentucky  Hospital  A'^so- 
ciation;  and  Mr.  Avil  McKinney,  director  of  Physieian-Ho'p;-al  Relations  for  Blue 
Shield-Blue  Cross.  Their  presentation,  plus  a question  and  answer  period,  should 
be  interesting  and  informative. 

The  meeting  concludes  Thursday  noon  with  a luncheon,  at  which  James  Z. 
Appel,  M.D.,  president  of  the  A.M.A.,  will  speak. 

July  1,  1966  is  the  date  that  Medicare  becomes  a reality  in  o.:r  lives.  Physicians 
and  hospitals  wiP  come  face  to  face  with  a new  challtnge  overnight.  What  will 
unfold  in  the  last  half  of  the  year  is  impossible  to  anticipate,  but  the  use  i^f 
available  information,  equanimiity,  and  courage  will  serve  us  w:!l. 

It  will  be  a time  when  the  true  need  of  every  patient  and  the  utilization  of 
facilities  and  beds  will  bring  physicians  and  other  memibers  of  the  “hea'ing  arts” 
closer  together  than  ever  before. 

Winston  Churchill  so  ably  said,  “If  Britain  survives  a thousand  jears  men  will 
say,  ‘This  was  their  finest  hour’.”  The  hour  of  medicine  is  now. 
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to  help  relieve  pain 
in  common 

anorectal  disorders  ^ 

“non-came” 


Diothane— with  its  chemically  distinct  “non-caine”  anesthetic 
agent  diperodon  — provides  effective  temporary  topical  anes- 
thetic and  emollient  actions  for  soothing  relief  of  anorectal 
pain.  Anesthetic  activity  is  effective  and  relatively  prolonged; 
sensitization  is  infrequent.  Reports  to  Merrell  on  1 ,500  patients 
treated  pre-  and  postoperatively  with  Diothane  Ointment, 
indicate  only  22  developed  local  skin  reactions.  Reactions  to 
Diothane  have  been  burning  or  stinging  sensations  and  a few 
cases  of  allergic  manifestations.  An  additional  advantage: 
Diothane  Ointment  and  Suppositories  are  mildly  antiseptic. 
Prescribe  or  recommend  either  form . . . both  are  now  available. 


I DIOTHANE  OINTMENT 

I COMPOSITION; 

! diperodon  1.0%;  oxyquinoline 
I benzoate  0.1%  in  a special  oint- 
I ment  base. 

' INDICATIONS: 

; Provides  temporary  palliation  of 
I;  pain  that  may  result  from  hemor- 
I'  rhoidectomy  and  from  common 
anorectal  disorders  such  as  hemor- 
rhoids, anal  fissures,  pruritus  ani. 


I 


DIOTHANE  SUPPOSITORIES 

COMPOSITION: 

Each  suppository,  weighing  ap- 
proximately 2.6  Gm.,  contains 
diperodon  1.0%;  urea  10.0%; 
oxyquinoline  benzoate  0.1%  in  a 
special  hydrophilic  suppository 
base.  A unique  shape  keeps  the 
suppository  in  intimate  contact 
with  mucous  membranes. 

INDICATIONS: 

Provide  for  temporary  palliation 
of  pain  caused  by  hemorrhoids 
and  pruritus  ani. 

^Merrell^ 


THE  WM.  S.  MERRELL  COMPANY 
Division  of  Richardson-Merrell  Inc. 
Cincinnati,  Ohio  4S215/Weston,  Ontario 


When 
tetracycline 
is  indicated  in 
these  candidates 
for  Candida... 


New 

low-cost 

tetracycline/ 

antifungal 

therapy 

Tetrex-F 

tetracycline 
phosphate  complex 
— nystatin 


Because  new  Tetrex-F  (tetracycline 
phosphate  complex-nystatin)  is  the  most 
economical  therapy  of  its  kind  that  you 
can  prescribe,  it  is  a sound  choice  whenever 
tetracycline  therapy  is  indicated  in 
patients  predisposed  to  monilial  infections. 
JFJio  are  these  candidates  for  Candida’? 

1.  diabetic  patients 

2.  nonpregnant  women  with  a history  of 
recent  or  recurrent  monilial  vaginitis 

3.  elderly  or  debilitated  patients 

4.  patients  with  a past  history  of  moniliasis 

5.  patients  on  long-term  tetracycline  or 
corticosteroid  therapy. 

For  these  patients,  Tetrex-F  (tetracycline 
phosphate  complex-nystatin)  provides 
efficient  tetracycline  therapy  against 
a broad  range  of  infections  plus  protection 
against  superinfection  associated  with  the 
overgrowth  of  C.  albicans  in  the  G.I.  tract. 
Priced  for  savings 

Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  is  lowest  in  cost— priced  20% 
lower  than  most  tetracycline/antifungal 
products. 


BRISTOL  THERAPEUTIC  SUMMARY 
For  complete  information  consult  Official  Package  Circular. 
Indications:  Infections  of  respiratory,  gastrointestinal  and 
genitourinary  tracts  and  skin  and  soft  tissues  due  to  tetracycline- 
sensitive  organisms,  in  patients  with  increased  susceptibility  to 
monilial  infections. 

Contraindications:  The  drug  is  contraindicated  In  patients  hyper- 
sensitive to  its  components. 

learnings:  Photodynamic  reactions  have  been  produced  by  tetra- 
cyclines. Natural  and  artificial  sunlight  should  be  avoided  during 
therapy.  Stop  treatment  if  skin  discomfort  occurs.  No  cases 
of  photosensitivity  have  been  reported  with  Tetrex  (tetracycline 
phosphate  complex).  With  renal  impairment,  systemic  accumulation 
and  hepatotoxicity  may  occur.  In  this  situation,  lower  doses 
should  be  used.  Tooth  staining  and  enamel  hypoplasia  may  be  Induced 
during  tooth  development  (last  trimester  of  pregnancy, 
neonatal  period  and  childhood). 

Precautions : Bacterial  superinfection  may  occur.  Infants  may 
develop  increased  intracranial  pressure  with  bulging  fontanels. 

In  gonorrheal  therapy,  serologic  tests  for  syphilis  should  be 
conducted  initially  and  monthly  for  3 months. 

Adverse  Reactions:  Glossitis,  stomatitis,  nausea,  diarrhea,  flatulence, 
proctitis,  vaginitis,  dermatitis,  and  allergic  reactions  may  occur. 

Usual  Adult  Dosage:  1 capsule  q.i.d.  Continue  therapy  for  10  days  in 
beta-hemolytic  streptococcal  infections.  Administer  one  hour 
before  or  2 hours  after  meals. 

Supply:  Capsules,  bottles  of  16.  Each  capsule  contains  tetracycline 
phosphate  complex  equivalent  to  250  mg.  tetracycline  HCl  activity  and 
250,000  units  of  nystatin.  Oral  Suspension,  60-ml.  bottle. 

Each  5 ml.  contains  tetracycline  equivalent  to  125  mg.  tetracycline 
hydrochloride  and  nystatin,  125,000  units. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 

Syracuse,  New  York 


BRISTOL 


When  uncontrolled 
diarrhea  brings 
a call  for  help 


gamut  of  home  remedies  without  success, 
pleasant-tasting  cremomycin  can  answer 
the  call  for  help.  It  can  be  counted  on  to 
consolidate  fluid  stools,  soothe  intestinal 
inflammation,  inhibit  enteric  pathogens, 
and  detoxify  putrefactive  materials  — usu- 
ally within  a few  hours. 

CREMOMYCIN  combines  the  bacteriostatic 
agents,  succinylsulfathiazole  and  neomy- 
cin, with  the  adsorbent  and  protective  de- 
mulcents, kaolin  and  pectin,  for  compre- 
hensive control  of  diarrhea. 

Indications:  Diarrhea.  Contraindications:  Kaolin: 
Withhold  if  diverticulosis  is  present  or  suspected. 
Precautions:  Sulfonamide:  Continued  use  requires 
supplementary  administration  of  thiamine  and  vita- 
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your  for 
Cremomycin 
can  provide  relief 


min  K.  Neomycin:  Patient  should  be  observed  for 
new  infections  due  to  bacteria  or  fungi.  Side  Effects: 
Sulfonamide:  Sensitivity  reactions  may  occur  (e.g., 
skin  rashes,  anemia,  polyneuritis,  fever;  agranulo- 
cytosis with  a fatal  outcome  has  been  reported). 
Reduction  of  thiamine  output  in  the  feces  and  of 
vitamin  K synthesis  has  been  observed.  Neomycin: 
Nausea,  loose  stools  possible. 

Before  prescribing  or  administering,  read  product 
circular  with  package  or  available  on  request. 


promptly  relieves  diarrheal  distress 

Cremomycin 

ANTIDIARRHEAL  ^ 

Composition:  Each  30  cc.  contains  neomycin  sulfate 
300  mg.  (equivalent  to  210  mg.  of  neomycin  base), 
succinylsulfathiazole  3.0  Gm.,  colloidal  kaolin  3.0 
Gm.,  pectin  0.27  Gm. 

^MERCK  SHARP  & DOHME  Division  of  Merck  & Co.,  Inc  . West  Point,  Pa. 

Where  today’s  theory  is  tomorrow’s  therapy 


ntucli-y  Mvdical  Association 


February  1966 
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Answers  to  Questions  About  Your 
Blue  Shield 


QUESTION: 

What  are  the  responsibilities  of  the  Blue  Shield  Medical  Advisory  Committee? 

ANSWER: 

(a)  Proper  administration  of  the  Blue  Shield  Contract. 

(b)  Reviewing  cases  which  are  not  listed  in  the  Schedule  of  Indemnities  and 
establishing  fees  to  be  allowed. 

(c)  Mediating  any  type  of  dispute  which  may  arise  between  participating  physi- 
cians and  the  Plan,  and  serving  as  liaison  between  participating  physicians 
and  the  Plan  in  instances  of  any  administrative  dissatisfaction. 

(d)  Carefully  evaluating  the  schedule  of  benefits  with  a view  to  recommending 
adjustments  to  the  Board  of  Directors,  from  time  to  time,  in  order  to  in- 
crease the  scope  of  service  as  conditions  permit  and  the  need  is  determined. 

(e)  Supervising  benefit  disbursement  of  Plan  funds. 

(f)  Reporting  physician  and  subscriber  complaints  or  dissatisfaction  to  the 
Board  of  Directors. 

QUESTION: 

Does  Blue  Cross  authorize  payment  of  Blue  Shield  claims? 

ANSWER: 

No.  Authorization  for  payment  of  claims  is  solely  a Blue  Shield  function. 

QUESTION: 

Who  is  eligible  to  apply  for  Blue  Shield  on  a non-group  basis? 

ANSWER: 

People  living  in  Kentucky  who  are  64  years  of  age  or  under,  in  good  health,  and 
if  neither  applicant  nor  spouse  is  employed  where  there  are  10  or  more  persons. 

QUESTION: 

How  can  my  secretary  learn  to  read  Blue  Shield  coverage  codes  on  identifica- 
tion cards? 

ANSWER: 

She  will  find  an  explanation  of  the  codes  on  page  XII  through  XVII  in  the 
Participating  Physicians’  Manual,  Schedules  C and  D.  Upon  request,  a repre- 
sentative of  the  Blue  Shield  Profes.sional  Relations  staff  will  assist  your  secretary 
in  code  identification  procedures.  1 

QUESTION: 

What  is  considered  a “medical  service”? 

ANSWER: 

Medical  service  shall  be  defined  as  services  which  do  not  involve: 

(a)  Operative  or  cutting  procedures  for  the  treatment  of  disease  or  injury, 

(b)  Treatment  of  fractures,  dislocations,  or  other  accidental  injury, 

(c)  Obstetrical  procedures  including  pre-natal  or  post-natal  care, 

(d)  Radiation  Therapy. 
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Announcing 

EUTROIM 

pargyline  hydrochloride  25  mg.  and  methyclothiazide  5 mg. 

for  control  of 
moderate  to  severe 
hypertension 


Unique  combination  produces  greater 
antihypertensive  effect  with  lower  doses 


Eutron  is  the  combination  in  a single  tablet 
of  25  mg.  Eutonyl  (pargyline  hydrochlo- 
ride) and  5 mg.  Enduron  (methyclothia- 
zide). This  combination  produces  greater 
therapeutic  effect  than  that  of  either  com- 
ponent used  alone.  Side  effects  may  be 
milder,  too,  as  dosages  are  generally  lower. 
The  effective  dosage  is  usually  one  tablet, 
once  daily.  Tablets  are  scored  for  greater  | 
dosage  flexibility.  | 


EUTONYL' 


nC  PARGYLINE 

hydro 

M CHLORIDE 

Caobofl  Fedefil 
iUS.A.)(sn>  {MObi^ 

Otfl  pfWfinrtion 


s'- 


Each  Eutron  tablet  contains  two  proven  antihypertensives 
in  the  ratio  shown  to  be  most  effective  in  most  patients. 

TM— TRADEMARK 


■ky  Medival  Association  • February  1966 
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NewEUTROIM 

extends  your  range 
of  treatment  in 
moderate  to  severe 
hypertension 


A single  product 
you  can  use  even 
in  the  presence 
of  congestive  heart 
failure  or  edema 


Eight  out  of  10  patients  respond 

In  clinical  trials,  Eutron  produced  normo- 
tension  or  a significant  reduction  in  blood 
pressure  in  eight  out  of  10  patients  studied. 
The  rationale  for  the  product  is  this: 
Eutonyl  used  alone  is  a potent  antihyperten- 
sive. Its  antihypertensive  action  is  markedly 
enhanced  by  Enduron,  a potassium-sparing 
thiazide.’'^"’  The  combination  (Eutron) 
thus  produces  greater  antihypertensive  ef- 
fect with  lower  dosages  of  the  Eutonyl  com- 
ponent, and  milder  side  effects  may  be  seen. 


1.  Torosdag,  S.,  Schvartz,  N.,  Fletcher,  L.,  Fertig,  H., 
Schwartz,  M.  S.,  Quan,  R.  F.  B.,  and  Bryant,  J.  M., 
Pargyline  Hydrochloride  as  an  Antihypertensive  Agent 
With  and  Without  A Thiazide,  Am.  J.  Cardiol.,  12:822, 
Dec.,  1963. 

2.  Pollack,  P.  J.,  Pargyline  Hydrochloride  and  Meth- 
yclothiazide  Combined  In  The  Treatment  of  Hyperten- 
sion, Cur.  Thera.  Res.,  7:10,  Jan.,  1965. 

3.  Bryant.  J.  M.  et  al..  Antihypertensive  Properties  of 
Pargyline  Hydrochloride,  New  Non-Hydrazine  Mono- 
amine Oxidase  Inhibitor  Compared  with  Sulphonamide 
Diuretics,  J.A.M.A.,  178;  406.  Oct.,  1961. 
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BP  reductions  in  the  recumbent  and  sitting  posi- 
tions often  are  nearly  as  great  as  in  the  standing. 
In  clinical  trials,  the  average  recumbent  BP 
reduction  was  36/18  mm.  Hg. 


The  average  standing  reduction  in  clinical  trials 
was  45/22  mm.  Hg.  Thus  the  difference  between 
the  standing  and  recumbent  readings  was  only 
9/4  mm.  Hg. 


Significantly  lowers 
blood  pressure  in  all 
body  positions; 
less  likelihood  of 
orthostatic  hypotension 

In  clinical  trials,  the  average  reduction  in 
standing  blood  pressure  was  45/22  mm. 
Hg.;  in  the  sitting  position  it  was  48/20 
mm.  Hg.;  and  in  the  recumbent  position, 
36/18  mm.  Hg. 

Because  Eutron  effectively  reduces  blood 
pressure  in  all  body  positions,  there  is  re- 
duced likelihood  of  orthostatic  symptoms 
or  hypotension. 

This  was  reflected  in  the  relatively  mild 
character  of  side  effects  seen  in  clinical  trials 
(see  below). 

Smooth  and  gradual  onset 

Onset  of  antihypertensive  action  is  usually 
quite  smooth.  Initial  reduction  of  systolic 
and  diastolic  readings  is  usually  seen  within 
a week  — maximum  reduction  in  seven  to 
ten  days. 

Less  troublesome 
side  effects  may  be 
seen;  frequent 
improvement  in 
“sense  of  well-being” 

Fewer  than  1 % of  patients  studied  discon- 
tinued Eutron  therapy  because  of  side  ef- 
fects. This  is  due  in  part  to  the  relatively  low 
dosage  needed  with  the  combination.  Usual 
recommended  dose  is  one  tablet  daily— that 
is,  25  mg.  Eutonyl  with  5 mg.  Enduron.  This 
is  about  half  the  usual  therapeutic  dose  of 
Eutonyl  given  alone.  As  a consequence  side 
effects  may  be  milder.  And,  as  with  Eutonyl 
given  alone,  the  patient  may  well  note  an 
increased  sense  of  well  being. 

This  is  in  distinct  contrast  to  most 
other  antihypertensive  therapy. 
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Prescribing 
information  for 

EUTROIM 


INDICATIONS:  Eutron  (pargyline  hydrochlo- 
ride and  methyclothiazide)  is  indicated  in  the 
treatment  of  patients  with  moderate  to  severe 
hypertension,  especially  those  with  severe  dias- 
tolic hypertension.  It  is  not  recommended  for 
use  in  patients  with  mild  or  labile  hypertension 
amenable  to  therapy  with  sedatives  and/or 
thiazide  diuretics  alone. 


CONTRAINDICATIONS:  Eutron  is  contrain- 
dicated in  patients  with  pheochromocytoma, 
advanced  renal  disease,  paranoid  schizophre- 
nia and  hyperthyroidism.  Until  further  expe- 
rience is  gained  it  cannot  be  recommended 
for  use  in  patients  with  malignant  hyperten- 
sion, children  (under  12  years  of  age),  or 
pregnant  patients. 

The  concomitant  use  of  the  following  is 
contraindicated:  other  monoamine  oxidase  in- 
hibitors; parenteral  forms  of  reserpine  or 
guanethidine;  sympathomimetic  drugs;  foods 
high  in  tyramine  such  as  cheese;  imipramine 
and  amitriptyline,  or  similar  antidepressants; 
methyldopa.  A drug-free  interval  of  two  weeks 
should  separate  therapy  and  use  of  these 
agents. 


WARNINGS:  Pargyline  hydrochloride  is  a 
monoamine  oxidase  inhibitor.  Patients  should 
be  warned  against  eating  cheese,  and  using 
alcohol,  proprietary  drugs  or  other  medication 
without  the  knowledge  of  the  physician.  When 
it  is  necessary  to  administer  alcohol,  narcotics 
(notably  meperidine),  antihistamines,  anesthet- 
ics, barbiturates  and  other  hypnotics,  sedatives, 
tranquilizers,  or  caffeine,  these  agents  can  be 
used  cautiously  at  a dosage  of  14  to  Vs  the 
usual  amount.  Avoid  parenteral  administra- 
tion where  possible.  Withdraw  pargyline  two 
weeks  before  elective  surgery. 

Patients  should  be  warned  about  the  possi- 
bility of  postural  orthostatic  hypotension. 
Those  with  angina  or  other  evidence  of  cor- 
onary disease  should  not  increase  physical 
activity.  Pargyline  may  lower  blood  sugar. 
Potassium  depletion  is  unlikely  at  the  recom- 
mended dosage,  but  if  it  occurs,  adjust  dosage 
or  withdraw  or  provide  added  natural  food 
sources  of  potassium;  potassium  tablets  should 
be  avoided  wherever  possible,  as  bleeding  or 
obstructive  ulceration  of  the  small  bowel  has 
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been  associated  with  their  use;  potassium 
levels  should  be  especially  watched  if  the  pa- 
tient is  on  digitalis  or  steroids,  or  if  hepatic 
coma  is  impending. 


PRECAUTIONS:  When  determining  the  anti- 
hypertensive effect  of  Eutron,  blood  pressure 
should  be  measured  while  the  patient  is  stand- 
ing. Use  with  caution  in  hyperactive  or  hyper- 
excitable  persons.  Such  persons  may  show  in- 
creased restlessness  and  agitation.  Withdraw 
drug  during  acute  febrile  illness.  Watch  pa- 
tients with  impaired  renal  function  for  in- 
creasing drug  effects  or  elevation  of  BUN 
and  other  evidence  of  progressive  renal  fail- 
ure; withdraw  drug  if  such  alterations  persist 
and  progress.  Pargyline  has  not  been  shown 
to  cause  damage  to  body  organs  or  systems. 
As  with  all  new  drugs,  complete  blood  counts, 
urinalyses,  and  liver  function  tests  should  be 
performed  periodically.  The  drug  should  be 
used  with  caution  in  patients  with  liver  dys- 
function. With  prolonged  therapy,  examine 
patients  for  change  in  color  perception,  visual 
fields,  and  fundi. 

Elevated  blood  urea  nitrogen,  serum  uric 
acid  or  blood  sugar  are  possibilities  attribut- 
able to  the  methyclothiazide  in  Eutron.  Me- 
thyclothiazide may  also  reduce  arterial  re- 
sponse to  pressor  amines.  Blood  dyscrasias, 
including  thrombocytopemia  with  purpura, 
agranulocytosis  and  aplastic  anemia,  have  been 
seen  with  thiazide  drugs. 


SIDE  EFFECTS:  The  use  of  pargyline  may 
be  associated  with  orthostatic  hypotension. 
Mild  constipation,  slight  edema,  dry  mouth, 
sweating,  increased  appetite,  arthralgia,  nausea 
and  vomiting,  headache,  insomnia,  difficulty  in 
micturition,  nightmares,  impotence,  delayed 
ejaculation,  rash,  and  purpura  have  been  en- 
countered with  pargyline.  Hyperexcitability,  in- 
creased neuromuscular  activity  (muscle  twitch- 
ing) and  other  extra-pyramidal  symptoms  have 
been  reported.  Drug  fever  is  extremely  rare. 
Congestive  heart  failure  has  been  reported  in 
a few  patients  with  reduced  cardiac  reserve. 
Nocturia  has  been  observed  with  the  combina- 
tion. If  side  effects  persist,  despite 
symptomatic  therapy  or  reduction 
of  the  dose,  discontinue  the  drug. 
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BRING  THE  TREATMENT  TOGETHER 
IN  A SINGLE  PRESCRIPTION  , 

ACHROCIDIN 

^^-Tetracycline  HCl-Antihistamine-Analgesic  Compound 


Each  tablet  contains:  Caffeine 30  mg 

ACHROMYCIN®  Tetracycline  HCI  ..  . 125  mg  Salicylamide 150  mg 

Acetophenetidin  (Phenacetin) 120  mg  Chlorothen  Citrate 25  mg 

Effective  in  controlling  complicating  tetracycline-sensitive  bacterial  infection  and  providing  symptomatic 
reiief  in  allergic  diseases  of  the  upper  respiratory  tract.  Possible  side  effects  include  drowsiness,  slight  gastric 
distress,  anorexia,  overgrowth  of  nonsusceptible  organisms,  tooth  discoloration  (if  given  during  tooth  forma- 
tion), photodynamic  reaction  to  sunlight  and  increased  intracranial  pressure  (in  young  infants).  Average  adult 
dosage:  2 tablets  four  times  daily,  given  at  least  one  hour  before,  or  two  hours  after  meals.  Patient  should  avoid 
direct  exposure  to  artificial  or  natural  sunlight;  and  should  not  drive  a car  or  operate  machinery  while  on  drug. 
Reduce  dosage  in  impaired  renal  function.  Stop  drug  immediately  at  the  first  sign  of  adverse  reaction. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 

607S  29  I 2 
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IN  THE  BOOKS 


PRINCIPLES  OF  CHEST  ROENTGENOLOGY  — A PRO- 
GRAMED TEXT:  by  Benjamin  Felson,  M.D.,  Aaron  S.  Wein- 
stein, M.D.,  and  Harold  B.  Spitz,  M.D.;  Published  by  W.  B. 
Saunders  Company,  Philadelphia  and  London,  1965;  221 
Pages;  Price  $6.00. 

This  soft  covered  book,  a programed  text,  is  di- 
rected towards  the  non-radiologist  who  deals  with 
chest-x-rays.  The  material  presented  is  based  on 
Doctor  Felson’s  recent  excellent  text,  F undamentals 
of  Chest  RoeiUf>enology. 

The  programing  is  direct,  self-explanatory,  and 
stresses  the  basic  fundamentals  of  chest  x-ray  analy- 
sis, which  unfortunately  many  physicians  who  have 
“read”  chest  films  for  many  years  do  not  know. 
The  program  consists  of  blanks  to  be  filled  in  by 
the  reader  and  the  answer  is  immediately  available 
on  the  right  hand  column.  The  latter  may  be  covered 
by  a strip  of  paper  before  reviewing  the  answer. 

The  material  leads  from  the  techniques  of  the 
examination,  through  lobar  and  segmental  anatomy, 
to  the  silhouette  and  air  bronchogram  signs,  and 
on  to  segmental  and  lobar  collapse.  The  pleural 
and  extra-pleural  spaces  complete  the  program. 

There  is  perhaps  too  much  stress  on  segmental 
anatomy  for  the  beginner,  particularly  with  the  in- 
clusion of  Boyden's  numbering  system.  Those  familiar 
with  Doctor  Felson's  humor  will  not  be  disappointed 
as  they  study  the  material. 

This  text  is  strongly  recommended  for  medical 
students  and  physicians  who  must  be  familiar  with 
chest  films.  Many  “old-timers”  will  be  amazed  at 
some  of  the  revelations  to  be  seen  on  the  ordinary 
chest  film  after  completing  this  programed  text. 

Lawrence  A.  Davis,  M.D. 

PEDIATRIC  ELECTROCARDIOGRAPHY:  by  Warren  G.  Gun- 
therofh,  M.D.;  Published  by  The  W.  B.  Saunders  Company, 
Philadelphia  and  London,  1965;  150  Pages;  Price,  $7.00. 

In  the  preface  the  author  states  “the  goal  of  this 
monograph  is  to  provide  an  accurate  but  brief  in- 
troduction to  an  approach  to  electrocardiography, 
with  emphasis  on  pediatric  experience.”  This  goal 
has  been  faithfully  sustained  in  the  150  page  book. 

The  outlay  of  the  book  is  logical  and  clear  be- 
ginning with  general  principles  of  electrocardiography 
all  the  way  through  discussion  of  normal  and  ab- 
normal electrocardiograms  in  the  pediatric  age 
group.  The  vector  approach  is  used  throughout  with 
remarkable  simplicity  and  directness  creating  a very 
close  relationship  between  the  scalar  and  the  vector 
systems. 

The  illustrations  are  plentiful  and  at  the  same 
time  purposeful  giving  a sufficient  range  of  varia- 
tions within  a given  problem. 

Whereas  all  the  chapters  are  extremely  well-writ- 
ten, the  chapters  on  Disorders  of  Rate,  Mechanism 


and  Rhythm  and  Disorders  of  the  Sequence  of  Exci- 
tation excel  in  lucidity  of  statement  combined  with 
brevity  of  content. 

In  the  reviewer’s  opinion  the  book  represents  an 
excellent  statement  of  the  goals  of  the  author. 

Kareem  Minhas,  M.D. 

MANAGEMENT  OF  THE  PATIENT  WITH  CANCER:  Edited 
by  Thomas  F.  Nealon,  Jr.,  M.D.;  Published  by  the  W.  B. 
Saunders  Company,  Philadelphia  and  London,  1965;  1039 
Pages;  Price,  $27.50. 

The  need  for  an  up-to-date,  comprehensive,  one- 
volume  book  on  cancer  has  long  been  apparent. 
This  1000  page  volume,  written  by  71  contributors, 
succinctly  describes  the  most  popular  management 
of  the  great  majority  of  malignant  tumors.  Exhaus- 
tive cataloguing  of  alternative  methods  of  treatment 
was  deliberately  and  fortunately  omitted. 

A deficiency  of  considerable  magnitude  exists, 
however,  when  well  established  alternative  methods 
of  treatment  with  clear-cut  indications  for  their  use 
are  hardly  mentioned.  Such  is  the  case  in  the  sec- 
tion on  cancer  of  the  uterine  cervix.  This  30  page 
chapter  devotes  a single,  rather  indifferent,  page  to 
the  surgical  treatment  of  this  disease.  While  the 
majority  of  cervical  cancers  are  suitable  for  radio- 
therapy, selected  patients  are  better  treated  surgical- 
ly. These  are  the  early  lesions  and  the  not  incon- 
siderable number  of  radiation-resistant  and  radia- 
tion-recurrent cervical  cancers.  The  avowed  purpose 
of  this  new  book  to  bring  essential  information  to 
practicing  physicians  is  therefore,  not  consistently 
upheld  when  one  recognizes  that  the  family  physician 
is  the  key  figure  in  the  diagnosis  of  uterine  cancer. 
Obviously,  he  is  often  the  most  important  advisor 
for  the  patient  in  the  choice  of  treatment. 

The  chapter  entitled  “The  Radiologic  Diagnosis 
of  Cancer”  presents  a grossly  overenthusiastic  ac- 
count of  the  usefullness  of  lymphangiography.  The 
dissertation  on  chemotherapy  by  Gordon  Zubrod  is 
exceptionally  well  written.  The  role  of  drug  therapy 
in  complementing  cancer  surgery  and  x-irradiation 
is  properly  emphasized. 

In  Part  II,  “Specific  Considerations”,  the  material 
is  presented  by  well  known  clinicians  who  are 
recognized  authorities  on  the  subjects  about  which 
they  write.  The  occasional  devotion  of  long  para- 
graphs to  the  egocentric  description  of  some  in- 
dividual’s “momentous  contribution”  (simple  suction 
drainage  of  mastectomy  wounds)  can  be  overlooked 
in  the  wealth  of  more  conservatively  presented  ma- 
terial. 

This  book  is  recommended  as  a suitable  reference 
for  those  undertaking  the  management  of  cancer. 

Fitzhugh  Mullins,  M.D. 
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Hyoscyamine  Sulfate  » ins-. 

Atropine  Sulfate  on^ 

Hyoscine  Hydrobromide 
Sodium  Benzoate  (Preservative)  ^n 
Alcohol  3.8  per  cent 

FOR  RELIEF  OF  SIMPLE  DIARRHEA 

shake  weu 


:robins=b 


'^robins: 


this  part  for 
diarrhea 


this  part  for 
its  discomforts 


Kaolin  exerts  a demulcent  action 
along  the  gastrointestinal  tract 
and  a detoxifying  action  in  the 
intestines  to  diminish  irritation  of 
the  mucosa  and  lessen  hyper- 
peristalsis, nausea  and  diarrhea. 

Pectin  exerts  its  demulcent  effect 
in  the  entire  tract  and  its  detoxify- 
ing action  primarily  in  the  large 
bowel  to  diminish  irritation  of  the 
mucosa  and  help  restore  normal 
intestinal  flora  and  function. 


Belladonna  alkaloids  as  in 

Donnatal®  relieve  hypermotility 
of  smooth  muscle  in  the  gastro- 
intestinal tract  to  help  control 
cramping,  nausea,  and  painful 
straining.  Many  clinicians  con- 
siderthe  belladonna  components 
of  Donnagel®  to  be  medicine’s 
most  effective  depressants  of  in- 
testinal motility.''^  A preparation 
containing  only  kaolin  and  pectin, 
on  the  other  hand,  has  ‘‘little  or 
no  effect  on  cramps  simply  be- 
cause it  does  not  include  an  agent 
with  antispasmodic  action."^ 


Donnager  treats  the  whole  diarrhea  problem. 


Available  in  new  4-OLince  plastic  bottle 
on  your  prescription  or  recommendation. 
Also  available:  Donnagel®-PG  (with 
paregoric  equivalent)  and  Donnagel® 
with  Neomycin.  See  product  literature 
before  prescribing. 


References:  1.  Kramer,  P.,  and  Ingel- 
finger,  F.J.:  Med.  Clin.  N.  Amer.,  5£’:1227, 
1948.  2.  Hock,  C.W. : Clin,  Med,,  8:1932, 
1961.  3.  Winfield,  I.W.:  Am.  J.  Castro- 
ent.,  3/:438,  1959. 


.fl'HDOBINS 

A.  H.  Robins  Company,  Inc. 
Richmond,  Virginia  23220 


coughing  ahead... 

Clear  the  Respiratory  Tract  with  Rohitussin 


Much  more  than  just  a slogan,  "clear  the  tract"  reflects  the  dependable 
antitussive-expectorant  action  of  the  three  Robitussin  formulations. 

All  contain  glyceryl  guaiacolate,  the  time-tested  expectorant 
that  greatly  enhances  the  output  of  lower  respiratory  tract  fluid. 
Increased  RTF  volume  exerts  a demulcent  effect  on  the  tracheobronchial 
mucosa,  promotes  ciliary  action,  and  makes  thick,  inspissated 
mucus  less  viscid  and  easier  to  raise.  Glyceryl  guaiacolate  is  safe, 
non-narcotic,  and  almost  universally  accepted  by  patients  of  all  ages. 


NOW! 

THREE 

ROBITUSSIN 

FORMULATIONS 

ROBITUSSIN 

ROBITUSSIN  A-C 

ROBITUSSIN-DM 

EXPECTORANT 

• 

• 

• 

DEMULCENT 

• 

• 

• 

COUGH  SUPPRESSANT 

• 

• 

ANTIHISTAMINE 

• 

LONG-ACTING 

(6-8  hours) 

• 

FORMULAS 


ROBITUSSIN® 

in  each  5 cc.  teaspoonful: 

Glyceryl  guaiacolate  100  mg. 

(Alcohol  3.5%) 


ROBITUSSIN®  A-C 

(exempt  narcotic) 
in  each  5 cc.  teaspoonful: 

Glyceryl  guaiacolate  100  mg. 

Pheniramine  maleate  7.5  mg. 

Codeine  phosphate  10.0  mg. 

(warning:  may  be  habit  forming) 

(Alcohol  3.5%) 

ROBITUSSIN®-DM 

new,  non-narcotic 
in  each  5 cc.  teaspoonful: 

Glyceryl  guaiacolate  100  mg. 

Dextromethorphan  hydrobromide  15  mg. 


Robitussin  and  Robitussin-DM  are  avail- 
able at  pharmacies  everywhere  on  your 
prescription  or  recommendation. 

A.  H.  Robins  Company,  Inc.  Richmond,  Va. 


OUR  PHOTO: 

Engine  No.  89  of  the  Monadnock,  Steamtown 
& Northern  Railway  pulls  a trainload  of 
steam  enthusiasts  through  the  New  England 
countryside  between  Bellows  Falls  and  Chester,  Vermont. 


ONE  OF  THE  ROBITUSSIN*  FORMULAS 


MEN’S 

SHOP 


...  in  the 

SOUTHERN  OPTICAL  BUILDING,  640 

4th  St.,  between  Broadway  and  Chestnut . . . 
where  a man  is  king.  In  its 
masculine  surroundings,  you’ll  experience 
the  same  comfort  while  being  fitted 
for  glasses  as  you  do  when  being  fitted 
for  clothes. 


’ Opttcat 


SOUTHERN  OPTICAL  BLDG.,  640  S.  4th 
(Midway  between  Broadway  & Chestnut) 
MEDICAL  ARTS  BLDG  . Eastern  Parkway 
ST.  MATTHEWS.  Wallace  Center 
MEDICAL  TOWERS  BLOG..  Floyd  & Gray 
CONTACT  LENSES.  640  S.  4th 


Contact  Lens  and  Artificial  Eye  Service  on  Opthamologist's  Prescription  Only 


WHERE 

HAPPINESS  IS 

SKILLFULLY  ADMINISTERED 


In  Addition  To  Suitable  Medical  and 
Nursing  Care  for  Chronic, 
Convalescent  and  Geriatric  Patients  . . 


NEW  CASTLE  SANITARIUM 

TELEPHONE  3621 
NEW  CASTLE,  KY. 


MEMBER; 

National  Geriatrics  Society 
American  Hospital  Association 
American  Nursing  Home  Association 
Licensed  and  Approved  by  State  of  Ky. 


Active  medical  staff  of  six  physicians.  Physicians  available  at  all  hours.  24  hour  efficient  and 
cheerful  nursing  care  WITH  SPECIAL  EMPHASIS  ON  MAKING  EACH  PATIENT  FEEL  LOVED, 
WANTED  AND  IMPORTANT. 

Special  diets  prepared  and  tray  service  to  all  rooms  at  no  extra  charge. 

Diversional  activities,  physio-therapy  treatments,  rehabihtation  program  and  emergency  facilities 
available. 

Adequate  shade  trees,  ramps,  also  day  room  with  abundance  of  flowers,  television. 

PRIVATE,  SEMI-PRIVATE  AND  WARD  ACCOMMODATIONS  AVAILABLE.  Private  and  semi- 
private rooms  with  intercommunication,  beautifully  decorated  and  furnished,  beds  equipped  with  Tren- 
delenburg springs  and  innerspring  mattresses. 

Insulated  brick  and  block  structure,  heated  in  winter  by  “Selectemp”  Modulated  Steam  Heat  with 
filtered  air  for  maximum  comfort  and  safety  (each  room  having  thermostatic  even-heat  control  with  its 
own  circulating  air  unit). 

Protected  throughout  with  automatic  fire  detection  and  alarm  system. 

Cares  for  men  or  women,  nursing  or  boarding  care  cases,  bedridden  or  ambulatory.  Admits  some 
mildly  senile,  nervous  and  neurotic  patients  but  accepts  no  alcoholics  or  drug  addiction  cases. 


REASONABLE  RATES 

IRA  O.  WALLACE,  Adnilnlilrater  MARGARET  KELLY,  R.  N.,  DIractor  *f  NunM 
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The  discomforts  of 

DIARRHEA 
MUCOUS  COLITIS 
DIVERTICULITIS 
SPASTIC  URETERITIS 
BLADDER  SPASM 

, . . are  relieved  by  direct  musculotropic  action  with 


Trocinate' 

BRAND  THIPHENAMIL  HCl 


Available  in  100  milligram  pink  sugar-coated  tablets. 

The  high  therapeutic  index  permits  dosage  sufficient  to  relieve 
spasm  promptly.  The  usual  initial  dose  is  4 tablets.  Maintenance  dosage 
is  usually  one  or  two  tablets  4 times  a day. 

Trocinate  BRAND  THIPHENAMIL  HCl 

BETA-DIETHYLAMINOETHYL  DIPHENYLTHIOACETATE  HYDROCHLORIDE 

. . . directly  relaxes  smooth  muscle  spasm 
. . . combats  hypermotility 
. . . non-mydriatic  — may  be  used  in  glaucoma 

Trocinate  (Thiphenamil  HCl)  has  been  found  in  three  clinical  studies,  (J.  Mo. 
Med.  Assoc.,  48:685-6;  Med.  Rec.  & Annals,  43:1104-6;  J.  Urol.,  73:487-93), 
to  be  effective  and  to  be  free  of  side-effects.  Fifteen  years  of  wide  clinical  usage  has 
afifirmed  the  safety  and  effectiveness  of  Trocinate. 

WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA 
Manufacturers  of  ethical  pharmaceuticals  since  1856 
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too  young 
to  be  so  tired 


revive  interest,  ,»restore  aetivity 

— Alertoaic 


Each  45  cc.  (3  tahlespoonfuls)  contains:  alcohol,  15%;  pipradrol  hydro- 
chloride, 2 mg.;  thiamine  hydrochloride  (vitamin  Bi)  (10  MUR*),  10  mg.; 
riboflavin  (vitamin  B2)  (4  MUR),  5 mg.;  pyridoxine  hydrochloride  (vitamin 
B(i),  1 mg.;  niacinamide  (5  MUR),  50  mg.;  cholinet,  100  mg.;  inositolt, 
100  mg.;  calcium  glycerophosphate,  100  mg.  (supplies  2%  MUR  for  calcium 
and  for  phosphorus)  and  1 mg.  each  of  the  following:  cohalt  (as  chloride), 
manganese  (as  sulfate),  magnesium  (as  acetate),  zinc  (as  acetate),  and 
molybdenum  (as  ammonium  molybdate). 

♦Multiple  of  adult  Minimum  Daily  Requirement  supplied. 

tThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 


the  need  for  a tonic  Unowvs  no  age 

Life  can  begin  at  forty— except  when  functional  fatigue 
causes  her  to  feel  tired  all  the  time;  to  start  losing  interest 
in  friends  and  surroundings;  to  look  and  act  older  than 
her  years,  Alertonic— a prescription  tonic— can  help  your 
patient  become  her  normal  self  again.  Alertonic  helps  re- 
lieve mild  depression,  revive  interest  and  restore  purpose- 
ful activity  promptly. . .with  a formula  that  is  efficient  and 
economical.  Alertonic  contains  a mild  central  stimulant 
(pipradrol  hydrochloride),  15%  alcohol,  essential  vita- 
mins and  minerals.  No  hormones  or  MAO-inhibiting 
drugs  are  included.  No  iron.  No  iodine.  One  pleasant- 
tasting  tablespoonful  before  each  meal  comprises  the 
usual  daily  dose. 


Indications:  1.  Functional  fatigue  such  as  that  often  associated  with:  a 
depressing  life  experience  or  stressful  time  of  life;  advancing  years;  con- 
valescence; limited  activity  or  confinement.  2.  Poor  appetite  and  vitamin- 
mineral  deficiency  as  they  occur  in:  patients  having  faulty  eating  habits; 
geriatric  patients  w'ho  are  losing  interest  in  food;  patients  convalescing 
from  debilitating  illness  or  surgery. 

Contraindications:  As  with  other  drugs  with  CNS-stimulating  action, 
Alertonic  is  contraindicated  in  hyperactive,  agitated  or  severely  anxious 
patients  and  in  chorea  or  obsessive-compulsive  states. 

Side  Effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
*.  are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs 
.s  should  be  observed  carefully  in  the  initial  stages  of  treatment. 

Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to  2 
teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be 
taken  three  times  daily  30  minutes  before  meals. 


THE  WM.  S.  MERREl.L  COMPANY 
Division  of  Richardson-Merrell 
Cincinnati,  Ohio/Weston,  Ontario 


>NY  Z' 
Inc.  M 
ario 
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From  the  files  of  the 

COMMITTEE  FOR  THE 

STUDY  OF  MATERNAL  MORTALITY 


CASE  #18-64.  A 37  year  old  married  white 
gravida  3,  para  1,  whose  expected  date  of  con- 
finement was  August  13,  1964,  was  admitted 
on  September  1,  1964  for  elective  induction  of  labor 
because  of  suspected  postmaturity  and  a large  baby. 
The  patient’s  first  child  weighed  9 pounds.  The  pre- 
natal course  had  been  uneventful. 

On  admission,  the  fetus  lay  in  cephalic  presenta- 
tion and  the  heart  rate  was  counted  at  144.  The 
membranes  were  intact.  The  patient  was  given  an 
enema,  castor  oil  and  one  minim  of  Pitocin  every 
hour  for  three  injections.  She  began  to  have  some 
irregular  contractions  after  this,  and  at  5:30  P.M. 
on  the  day  of  admission,  the  membranes  were  arti- 
ficially ruptured.  The  quality  of  the  contractions 
improved  after  this,  and  the  patient  was  given  an 
unspecified  sedative  at  9:00  P.M.  and  11:00  P.M. 
At  the  same  time,  penicillin  was  ordered  to  be 
given  in  doses  of  600,000  units  every  6 hours.  At 
11:30  P.M.,  the  cervix  was  6 centimeters  dilated. 
At  11:45  P.M.  she  was  taken  to  the  delivery  room, 
but  was  returned  to  her  room  as  undeliverable. 

On  September  2,  1964,  an  x-ray  showed  an  un- 
engaged head  and  a very  large  baby.  At  4:40  A.M., 
the  cervix  was  thought  to  be  7 centimeters  dilated; 
•the  fetal  heart  beat  was  counted  at  140  in  the  right 
lower  quadrant.  She  was  catheterized  but  no  urine 
was  obtained.  At  10:30  A.M.,  the  cervix  was  com- 
pletely dilated  and  the  patient  was  again  taken  to 
the  delivery  room.  A saddle  block  was  administered, 
and  her  attending  physician  attempted  a forceps  de- 
livery. When  a good  application  of  the  forceps  could 
not  be  obtained,  an  obstetrical  consultant  was  called. 
The  consultant  found  an  obese  woman  in  the  lithot- 
ony  position  still  under  the  saddle  block,  with  a 
fetal  heart  beat  of  140  in  the  right  lower  quadrant. 

A vaginal  examination  showed  the  presenting  part 
to  be  in  the  mid-pelvis.  There  was  a large  caput 
and  much  molding  of  the  head.  The  cervix  was 
completely  dilated.  Behind  the  posterior  lip  there 
was  a bleeding  transverse  laceration  4 centimeters 
long  in  the  posterior  vaginal  fornix.  Kielland  forceps 
were  successfully  applied  but  since  there  was  no 
descent  with  reasonable  traction,  the  consultant 
recommended  delivery  by  cesarean  section  because 
of  failed  forceps.  The  patient  was  taken  to  the 
operating  room  where  a living  infant  weighing  10 
pounds  6Vi  ounces  was  delivered  through  a low 
cervical  transverse  incision  at  11:52  A.M.  under 
saddle  block  supplemented  by  general  anesthesia. 
The  patient  tolerated  the  procedure  well.  Following 
the  operation  she  was  placed  in  lithotomy  position 
for  repair  of  the  posterolateral  vaginal  laceration. 


An  intravenous  injection  of  1 million  units  of 
aqueous  penicillin  was  administered. 

On  the  first  postoperative  day  the  patient  was 
turning  and  coughing,  there  was  no  bleeding,  the 
abdomen  was  soft,  and  the  patient  seemed  to  be 
doing  well.  On  the  second  postoperative  day  bowel 
sounds  were  present  and  there  was  mild  distention. 
The  patient  was  allowed  to  sit  up  in  a chair,  the 
Foley  catheter  was  removed,  and  an  enema  was 
given  with  “fair”  results.  On  September  5,  1964,  the 
third  postoperative  day,  the  patient  complained  of 
nausea  and  received  50  mg  of  Thorazine  intramus- 
cularly and  2 cc  of  Torecan.  However,  the  distention 
continued  to  be  marked  so  a Levin  tube  was  in- 
serted and  continuous  suction  was  started.  One  liter 
of  Dextrose  in  water  was  given  intravenously.  Ap- 
proximately 2000  cc  of  fluid  was  removed  by  suc- 
tion on  September  6.  The  suction  was  continued 
and  the  patient  received  1000  cc  of  normal  saline 
with  40  meq  of  potassium  chloride  and  1000  cc  of 
Dextrose  in  water.  Bowel  sounds  were  present  on 
September  7,  and  the  abdomen  was  flat  and  soft. 
For  the  first  time  during  this  hospitalization  she 
exhibited  fever  (100.2°).  The  patient  was  also  pass- 
ing gas  rectally  so  the  Levin  tube  was  removed 
and  a small  enema  was  given  with  fair  results. 
She  was  able  to  walk  to  the  bathroom,  where  she 
had  a spontaneous  bowel  movement  at  11:00  A.M. 
At  this  time  the  patient  complained  of  chest  pain, 
but  her  blood  pressure  and  pulse  were  stable  and 
there  was  no  cyanosis.  At  3:00  A.M.  the  patient, 
who  was  lying  on  her  side,  called  for  the  nurse. 
The  nurse  responded  immediately  and  found  the 
patient  vomiting,  cold,  clammy,  moaning,  gasping, 
and  cyanotic.  The  pulse  was  weak  and  thready.  An 
attempt  was  made  at  mouth  to  mouth  resuscitation 
and  positive  oxygen,  but  the  patient  stopped  breath- 
ing at  3:15  A.M.  No  autopsy  was  performed. 

The  final  recorded  diagnoses  were  intrauterine 
pregnancy  delivered  at  term  with  cephalopelvic  dis- 
proportion; amnionitis;  pelvic  cellulitis,  diffuse  peri- 
tonitis, pelvic  abscess,  adynamic  ileus,  and  probable 
pulmonary  infarction. 


Comments 

The  Committee  considered  this  a direct  obstetrical 
death  with  preventable  factors  on  the  part  of  the 
attending  physician.  The  recognition  of  cephalopelvic 
physician  to  seek  consultation  before  attempting 
what  promised  to  be  a difficult  forceps  delivery, 
disproportion  should  have  prompted  the  attending 
The  terminal  event  may  have  been  a pulmonary 
embolus,  and  does  not  seem  to  have  been  preventable. 
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The  T^ain  Is  Qone 

Despite  introduction  of  synthetic  substitutes,  efficacy  of 
‘Empirin’  Compound  with  Codeine  remains  unchallenged. 


*Empirin’®Compound  with  Codeine  Phosphate  gr.1/2  No.  3 

Each  tablet  contains;  Codeine  Phosphate  gr.  1/2  (Warning-May  be  habit  forming),  Phenacetin  gr.  2>h, 
Aspirin  gr.  31/2.  Caffeine  gr.  V2. 


Keeps  the  Promise  of  Pain  Relief 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  TUCKAHOE, 
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now... introducing  a new  high-strength  dosage  fori 

SlfiNEIU 


A 'MAXIMUM  SECURITY’  ANTIBIUTIC* 


He  THE  BROAD  RANGE  DEPENDABILITY  OF  TETRACYCLINE 

long  established  as  the  broad-spectrum  agent  of  first  choice  in  a wide 
variety  of  infections 

He  WITH  THE  ADDED  SECURITY  OF  MEDIUM-SPECTRUM  REINFORCEMENT 
triacetyloleandomycin  is  highly  active  against  the  common  ‘coccal' 
pathogens,  including  certain  strains  of  staphylococci  resistant  to  penicillin 
and  tetracycline 

He  ESPECIALLY  VALUABLE  IN  U.R.I. 
provides  decisive  therapy  in  acute  respiratory  infections  and  other 
conditions  in  which  staphylococci,  streptococci  or  mixed  flora  are 
frequently  encountered 

He  NOW  AVAILABLE  IN  NEW  STRENGTH  FOR  NEW  CONVENIENCE  AND 
ECONOMY 

Signemycin  375  — high-potency  capsules  for  simpler  administration, 
greater  patient  economy 


vcisr  375 

(tetracycline  250  mg. 
triacetyloleandomycin  125  mg.) 


Indications:  Indicated  in  the  therapy  of  acute  severe  infec- 
tions caused  by  susceptible  organisms  and  primarily  by 
bacteria  more  sensitive  to  the  combination  than  to  either 
component  alone.  In  any  infection  in  which  the  patient  can 
be  expected  to  respond  to  a single  antibiotic,  the  combina- 
tion is  not  recommended.  Signemycin  should  not  be  used 
where  a bacteriologically  more  effective  or  less  toxic 
agent  is  available.  Triacetyloleandomycin,  a constituent  of 
Signemycin,  has  been  associated  with  deleterious  changes 
in  liver  function.  See  precautions  and  adverse  reactions. 
Contraindications:  Contraindicated  in  individuals  who  have 
shown  hypersensitivity  to  any  of  its  components.  Not  recom- 
mended for  prophylaxis  or  in  the  management  of  infectious 
processes  which  may  require  more  than  10  days  of  con- 
tinuous therapy.  If  clinical  judgement  dictates  therapy  for 
longer  periods,  serial  monitoring  of  liver  function  is  recom- 
mended. Not  recommended  for  subjects  who  have  shown 
abnormal  liver  function  tests,  or  hepatotoxic  reactions  to 
triacetyloleandomycin. 

Precautions  and  Adverse  Reactions:  Triacetyloleandomycin, 
administered  to  adults  in  daily  oral  doses  of  1.0  gm.  for  10 
or  more  days,  may  produce  hepatic  dysfunction  and  jaun- 
dice. Adults  requiring  3 gm.  of  Signemycin  initially  should 
have  liver  function  foilowed  carefully  and  the  dosage  should 
be  reduced  as  promptly  as  posrible  to  the  usual  recom- 
mended range  of  1.0  to  2.0  gm.  per  day.  Present  clinical 
experience  indicates  that  the  observed  changes  in  liver 


function  are  reversible  after  discontinuation  of  the  drug. 

Use  with  caution  in  lower  than  usual  doses  in  cases  with 
renal  impairment  to  avoid  accumulation  of  tetracycline  and 
possible  liver  toxicity.  If  therapy  is  prolonged  under  such 
circumstances,  tetracycline  serum  levels  may  be  advisable. 
In  long  term  therapy  or  with  intensive  treatment  or  in  known 
or  suspected  renal  dysfunction,  periodic  laboratory  evalua- 
tion of  the  hematopoietic,  renal  and  hepatic  systems  should 
be  done.  Formation  of  an  apparently  harmless  calcium  com- 
plex with  tetracycline  in  any  bone  forming  tissue  may  occur. 
Use  of  tetracycline  during  tooth  development  (3rd  trimester 
of  pregnancy,  infancy  and  early  childhood)  may  cause  dis- 
coloration of  the  teeth.  Reversible  increased  intracranial 
pressure  due  to  an  unknown  mechanism  has  been  observed 
occasionally  in  infants  receiving  tetracycline.  Glossitis,  sto- 
matitis, proctitis,  nausea,  diarrhea,  vaginitis  and  definite 
allergic  reactions  occur  rarely.  Severe  anaphylactoid  reac- 
tions have  been  reported  as  due  to  triacetyloleandomycin. 
Photosensitivity  and  photoallergic  reactions  (due  to  the 
tetracycline)  occur  rarely.  Medication  should  be  discon- 
tinued when  evidence  of  significant  adverse  side  effects  or 
reaction  is  present.  Patients  should  be  carefully  observed 
for  evidence  of  overgrowth  of  nonsusceptible  organisms 
including  fungi,  which  occurs  occasionally,  and  which  in- 
dicates this  drug  should  be  discontinued  and  appropriate 
therapy  instituted.  Steps  should  be  taken  to  avoid  masking 
syphilis  when  treating  gonorrhea. 


J.  B.  ROERIG  AND  COMPANY 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-being'* 
Now  York,  N.Y.  10017 


ANNUAL  CLINICAL  CONFERENCE 

CHICAGO  MEDICAL  SOCIETY 
FEBRUARY  27,  28  - MARCH  1,  2,  1966 
Palmer  House,  Chicago 

THIS  CONFERENCE  WILL  BE  OF  INTEREST  TO  ALL  PHYSICIANS. 

It  will  be  presented  in  a manner  designed  to  interest  the  generalist  and 
specialist  alike.  THE  PROGRAM  IS  PRESENTED  BY  TYPES  OF 
DISEASE  ENTITIES,  NOT  SECTIONALIZED  BY  MEDICAL 
SPECIALTIES.  All  physicians,  regardless  of  their  field  of  interest,  will 
find  this  program  to  be  informative  and  useful. 

For  program  or  registration  information  address: 

Clinical  Conference  Committee 
Chicago  Medical  Society 
310  So.  Michigan  Ave. 

Chicago,  Illinois  60604 
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Night  Leg  Cramps... 

Frequent  Bedfellow  in  DiabeteS/ArthritiS/ 
and  Peripheral  Vascular  Disorders* 


‘"Nocturnal  cramps  occurring  in  the  calf  muscles  . . nocturnal  cramps  may  be  the  presenting  symp- 
and  small  muscles  of  the  feet  have  been  encoun-  toms  of  patients  with  arteriosclerosis  obliterans,  deep 
tered  in  a significant  number  of  diabetic  patients."’  thrombophlebitis,  varicose  veins,  osteoarthritis . . 


now.., specific  therapy  for  night  leg  cramps 

QUINAM 


Consistently  effective,  QUINAMM  provided  com- 
plete relief  in  94%  of  200  patients  studied,  many 
of  whom  were  severe  cases  refractory  to  other 
medication.’  Your  prescription  for  one  tablet  at 
bedtime  often  controls  painful  night  cramps  with 
the  initial  dose  . . . helps  restore  restful  sleep. 

mLKE 


QUINAMM  Prescribing  Information:  Composition:  quinine 
sulfate  250  mg.  and  aminophylline  200  mg.  per  tablet.  Pre- 
cautions: aminophylline  may  produce  intestinal  cramps  in  some 
instances,  and  quinine  may  produce  symptoms  of  cinchonism 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Dis- 
continue if  ringing  in  the  ears,  deafness,  skin  rash  or  visual 
disturbances  occur.  Since  Quinamm  contains  quinine  sulfate,  cau- 
tion should  be  observed  regarding  administration  during  preg- 
nancy. Dosage:  1 tablet  three  or  four  times  daily.  For  nocturnal 
leg  cramps,  1 tablet  on  retiring. 

References:  1.  Shuman,  C.:  Am.  J.  Med.  Sci.,  225:54,  1953.  2. 
Perchuck,  E.,  et  al.:  Angiology,  12:102,  1961.  3.  Rawls,  W.,  et  al.: 
Med.  Times,  87:818,  1959. 

Division  of  Richardson-Merrell  Inc.Mt.  Vernon,  New  York  10551 
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Indications:  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 


An  eminent  role  in 
medical  practice 

Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 

Miltown’ 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(I  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  In  two  strengths;  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 

WALLACE  LABORATORIES 
\Kr,Cranhury,  N.J. 


when  treatment 
might  precipitate 
a problem 
with  monilia 

especially  in 
elderly  or 
debilitated 
patients 


and  in  diabetics  — patients  with  a history  of  fungal  over- 
groiuth  — patients  on  steroids  ivho  require  antibiotics.  The 

antimonilial  specificity  of  Nystatin  plus  the  extra  benefits  of  DECLOMYCIN 
Demethylchlortetracycline  allow  lower  mg  intake  per  dose  per  day,  the  op- 
tion of  b.i.d.  dosage,  higher  activity  levels,  1-2  days’  “extra”  activity. 

Side  Effects  typical  of  tetracyclines  include  glossitis,  stomatitis,  proctitis, 
nausea,  diarrhea,  vaginitis,  dermatitis,  overgrowth  of  nonsusceptible  or- 
ganisms, tooth  discoloration  (if  given  during  tooth  formation)  and  increased 
intracranial  pressure  (in  young  infants).  Also,  very  rarely,  anaphylactoid 
reaction.  Reduce  dosage  in  impaired  renal  function.  Because  of  reactions  to 
artificial  or  natural  sunlight  (even  from  short  exposure  and  at  low  dosage), 
patient  should  be  warned  to  avoid  direct  exposure.  Stop  drug  immediately  at 
the  first  sign  of  adverse  reaction.  It  should  not  be  taken  with  high  calcium 
drugs  or  food ; and  should  not  be  taken  less  than  one  hour  before,  or  two 
hours  after  meals. 

Average  Adult  Daily  Dosage:  four  divided  doses  of  1 capsule  each  or  two 
divided  doses  of  2 capsules. 


LcDERLE  LABORATORIES.  A Division  of  AMERICAN 


COMPANY.  Pearl  River,  New  York 
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She's  on  a diet. 

She's  discouraged. 
She  needs  your  help. 

You  can  encourage  her 
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Your  Psychiatric  Patient  at  Workt 

Alan  A.  McLean,  M.D.* 

Armonk,  N.Y. 


Time  off  from  the  job  is  examined  as 
a means  of  treating  the  psychiatric 
patient.  The  author  explores  work 
situations  as  the  basis  for  many  emotional 
problems. 


Today  our  concept  of  what  constitutes 
work  is  quite  different  from  what  it  has 
been  in  the  past  and  from  what  it  will 
be  in  the  future.  In  broad  historical  perspective, 
our  present  concept  is  a transitory  one.  In 
times  past,  life  was  much  more  of  a totality. 
It  was  not  split  into  what  a man  does  to 
earn  a living  and  what  he  does  during  the  rest 
of  the  time.  In  many  cases  there  was  not  even 
a word  for  work.  Our  own  ideas  today  of  the 
nature  of  work  as  a special  area  in  our  total 
social  activity  did  not  apply.  In  more  primitive 
life,  we  would  be  forced  to  speak  of  work 
as  something  as  broad  and  indefinite  as  the 
very  incentive  to  live. 

So  far  as  the  future  is  concerned,  we  are 
offered  the  image  of  a wholly  mechanized  and 
automated  society  where  the  problems  of  leisure 
time  weigh  heavily  on  the  shoulders  of  a pros- 
perous single  class  of  citizens  who  will  “work” 
but,  perhaps,  ten  hours  a week. 

Today  work  remains  central  in  the  lives  of 
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most  of  our  patients.  For  forty  hours  and  more 
each  week  their  thoughts  and  feelings  and  iden- 
tifications are  work  centered.  Few  Americans 
find  it  easy  to  be  happy  unless  they  are  doing 
something.  We  live  in  a land  of  haste,  bustle, 
and  strenuous  competition  where  the  individual 
is  interested  in  making  things  happen  to  the 
external  world — where  he  seeks  to  dominate 
the  world  of  nature,  to  subdue  and  exploit 
the  physical  world  around  him.  Activity  is  con- 
sidered a national  characteristic  and  with  our 
cultural  heritage  of  activity  and  hard  work, 
we  find  that  even  with  a reducing  hourly  work 
week  a job  continues  to  play  a dominate  role 
in  our  lives  and  our  identifications  are  in- 
creasingly with  a large  corporate  employer — 
his  values  grafted  on  to  our  own.  It  is  no 
happenstance  that  these  corporate  values  and 
interests  increasingly  dominate  a society  in 
which  mobility  and  rootlessness  cause  an  in- 
tensification of  the  bonds  which  tie  an  em- 
ployee to  the  values  of  the  employer.  It  is  no 
surprise  that  we  no  longer  introduce  ourselves 
as  John  Smith,  but  rather  as  John  Smith  of 
the  Ajax  Manufacturing  Company.  It  is  no 
surprise  that  two  strangers  discovering  they 
work  for  the  XYZ  Corporation  will  find  much 
in  common. 

Most  recent  studies  suggest  that  something 
over  30  per  cent  of  the  typical  industrial  pop- 
ulation would  present  symptoms  of  emotional 
difficulty  at  any  given  time.  Such  reactions 
range  from  a typical,  mild  psychosomatic  head- 
ache to  incapacitating  psychotic  reaction.  The 
same  researchers  suggest  about  10  per  cent  of 
an  industrial  population  is  incapacitated  from 
productive  work  to  some  extent  as  a result 
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of  the  same  disturbances.  Most  large  com- 
panies would  agree  that  about  2 per  cent  of 
the  work  force  require  either  a change  in  job 
or  a significant  loss  of  time  from  work  in  a 
given  year  because  of  major  emotional  diffi- 
culties. 

Work  has  an  increased  psychological  and 
social  meaning,  and  workers  have  an  apparent- 
ly greater  incidence  of  psychiatric  disorder. 
What  is  the  role  of  the  physician  who  serves 
this  working  population? 

To  explore  several  aspects  of  the  physician’s 
role,  I would  like  to  focus  on  three  topics. 
First,  is  the  common  prescription  of  time  off 
from  work  in  treatment  of  psychiatric  disorder. 
Second,  is  the  role  of  personally  stressful 
factors  such  as  physical  illness  in  sensitizing 
an  employee  to  unhealthy  reactions  to  changes 
in  his  work  situation.  Third,  I think  it  would  be 
useful  to  demonstrate  the  value  of  appropriate 
medical  care  for  the  employee  with  a psy- 
chiatric problem. 

Time  Off  for  Psychiatric  Illness 

The  medical  consultant  to  industry  has 
many  ways  to  assist  the  individual  and  the 
organization  in  cases  of  emotional  disturbance. 
He  is  concerned  with  proper  job  placement, 
for  instance — the  assignment  and  reassignment 
to  positions  which  appropriately  use  the  em- 
ployee’s skills  and  abilities  and  do  not  adverse- 
ly influence  his  health.  A work  assignment 
which  considers  the  current  psychological 
needs  of  the  employee  most  certainly  pays  off 
for  everyone  involved.  A great  many  seriously 
ill  individuals  can  function  effectively  on  the 
job  if  that  job  is  realistically  matched  to  his 
abilities.  I can  think  of  several  individuals 
with  chronic  psychotic  illness,  patients  who 
have  hallucinations  and  delusions  but  who  are 
well  able  to  function  in  capacities  ranging 
from  washing  glassware  in  a laboratory  to  high- 
ly technical  research  assignments.  The  phy- 
sician is  a vital  industrial  resource  in  this 
placement  activity. 

For  an  employee  who  develops  an  emo- 
tional illness,  there  are  many  traditional  tech- 
niques for  managing  the  problem.  A variety  of 
well-intentioned  and  fundamentally  sound 
human  relations  policies  and  industrial  medi- 
cal practices  are  frequently  employed. 

Most  companies  have  policies  covering  sick- 
ness absence  from  work  with  pay.  The  initia- 
tion of  such  an  absence  may  come  from  the 


employee’s  physician,  from  his  foreman,  from 
the  company  medical  department,  or  from  the 
worker  himself.  Sometimes  an  employee  who 
appears  worried,  anxious  or  depressed  is  told 
to  take  a few  days  off  to  “snap  out  of  it.” 

There  is  the  common  belief  that  rest  is 
health  promoting,  so  it  is  understandable  that 
the  suggestion  of  rest  should  be  made  in  the 
case  of  an  individual  reacting  to  psychological 
stress.  Change  in  the  external  environment, 
however,  is  not  always  stress  reducing.  The 
troubled  employee  may  go  on  vacation,  taking 
his  worries  with  him,  and  hence  feel  no  better 
than  when  he  is  at  work.  We  may  lose  sight 
of  the  fact  that  work  in  and  of  itself  is  often 
a health  promoting  activity.  The  acceptance 
of  responsibility  may  be  the  main  healthy  com- 
ponent in  an  employee’s  life.  The  job  often 
provides  him  with  a feeling  of  worth  and  a 
sense  of  accomplishment,  both  of  which  con- 
tribute to  his  mental  health.  Conversely,  telling 
the  employee  that  he  is  not  able  to  work 
makes  him  feel  that  he  must  be  sick  and  so 
becomes  a second  source  of  anxiety  and  de- 
pression. 

Does  the  employee-patient  who  is  depressed 
interpret  the  suggestion  of  a few  weeks  off  “to 
get  over  it”  in  the  same  way  as  his  manage- 
ment or  his  physician?  He  may  comment  that 
he  does  not  want  such  considerate  treatment. 
This  may  be  recognized  by  the  astute  observer 
as  arising  from  his  feelings  of  unworthiness — a 
symptom  of  his  depression. 

Is  the  depressed  person  not  more  apt  to  in- 
terpret an  instruction  to  leave  the  job  for  a few 
weeks  as  rejection  on  the  part  of  the  physician 
and  on  the  part  of  the  company?  Might  he  not 
take  this  as  outside  proof  of  the  accuracy  of  his 
own  feelings  about  himself?  Would  this  not 
tend  to  confirm  his  opinion  that  he  is,  indeed, 
worthless  and  useless?  Time  at  home  to  brood 
over  his  ideas  about  himself  does  not  usually 
seem  the  wisest  solution  to  the  problem.  Might 
not  a better  solution  be  found  in  the  more 
careful  investigation  of  the  situation  and  re- 
ferral to  a competent  physician  for  evaluation 
and  treatment? 

Removing  an  employee  from  active  work 
may  also  create  problems  of  dependence.  When 
taken  off  the  job,  he  is  placed  in  a dependent 
position.  Symbolically  he  is  no  longer  a pro- 
ductive wage  earner.  This,  in  turn,  may  tend 
to  increase  the  feelings  of  helplessness  and  de- 
pendence upon  others  which  were  already 
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a part  of  his  disability.  While  time  off  may,  foi 
the  moment,  alleviate  some  of  his  problems,  it 
will  in  the  long  run  often  add  further  problems 
and  make  more  difficult  his  adjustment  to  the 
job  on  return. 

Some  of  the  same  ideas  apply  also  in  the 
case  of  the  shy,  withdrawn  individual.  For 
some  seriously  suspicious  and  moody  people, 
the  suggestion  that  he  leave  his  job  can  be  dis- 
astrous. Far  better  than  insisting  on  time  off  the 
job  for  such  an  individual  with  his  delusional 
systems,  is  that  he  be  referred  to  a competent 
physician  and  at  times  on  to  a psychiatrist  who 
may  at  this  stage  begin  treatment  to  prevent 
further  development  of  such  an  illness  and  to 
help  re-establish  the  person’s  usual  pattern  of 
behavior. 

And  for  the  individual  with  an  anxiety 
reaction  whose  tensions  build  up  to  the  point 
that  his  productivity  falls  off  and  his  social 
adjustment  becomes  difficult,  surely  a month 
or  two  at  home  to  dwell  upon  his  inadequacy 
is  not  the  best  therapy,  even  with  weekly  visits 
to  his  physician. 

In  this  case  the  private  practitioner  may 
again  play  a role  in  the  prescription  of  sick 
leaves.  At  times  the  only  solution  to  such  an 
emotional  problem  that  the  hard  pressed  doc- 
tor can  arrive  at  is  that  of  time  off,  often 
at  the  insistence  of  their  patient. 

There  are  many  occasions  when  a change 
of  pace  and  a change  of  scene  do  play  a 
valuable  role  in  treatment.  Probably  the  ma- 
jority of  recommended  sick  leaves  are  medical- 
ly and  psychologically  advisable.  It  is  only 
the  occasional  episode,  admittedly,  which  calls 
attention  to  the  psychiatrically  unsound  pre- 
scription of  such  time  off.  Both  industrial 
physicians  and  personnel  people  are  becoming 
more  experienced  with,  and  more  aware  of  the 
dangers  inherent  in  the  use  of  this  seemingly 
liberal  human  relations  practice. 

“My  Job  Makes  Me  Sick” 

We  often  hear  from  our  patients  that 
pressures  at  work  are  stressful,  that  changes 
in  the  job  have  triggered  feelings  of  depression, 
anxiety  and  more  severe  forms  of  emotional 
reaction.  And  certainly  there  are  situations  in 
the  work  environment  which  can  be  acutely 
stressful  and  which  can  lead  to  the  develop- 
ment of  incapacitating  symptoms — the  assign- 
ment of  a new  boss,  the  assignment  to  a posi- 
tion which  calls  for  the  development  of  new 
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skills,  the  unexpected  need  to  meet  deadlines, 
conflict  between  a worker’s  goals  and  aspira- 
tions and  the  pressures  from  the  work  group. 

In  particular,  it  has  been  said  that  symptoms 
of  mental  illness  arise  from  a change  in  re- 
lationship between  an  employee  and  an  em- 
ployer. Changes  have  included  promotions,  de- 
motions and  lateral  transfers,  and  alterations 
in  production  schedules. 

A colleague  and  I studied  a group  of  27 
such  cases — patients  who  were  incapacitated 
by  psychiatric  illness  and  who  reported  a 
change  in  relationship  with  their  employer  im- 
mediately prior  to  the  onset  of  symptoms.* 

Psychiatric  diagnoses  reported  were  most 
frequently  depressive  reactions  although  there 
were  also  psychoneurotic  illnesses  and  a scat- 
tering of  other  reactions.  Interestingly  enough, 
each  of  these  patients,  all  men,  had  symptoms 
which  developed  during  middle  life;  the  aver- 
age age  was  in  the  early  fifties.  No  previous  epi- 
sodes of  emotional  illness  were  reported.  Each 
had  been  with  his  employer  more  than  25  years. 
Seven  different  companies  were  represented 
and  occupations  ranged  from  skilled  craftsmen 
to  corporate  officers. 

Many  occupational  changes  appeared  to 
trigger  the  emotional  reactions.  They  ranged 
from  retirement  without  anticipated  pre-re- 
tirement promotion  to  promotion  itself. 
Changes  in  supervision  and  assignment  to  jobs 
which  displaced  the  skills  of  the  individual  in- 
volved with  automated  equipment  were  also 
noted. 

The  primary  finding  from  a study  of  this 
group  of  patients  was  that  while  the  emotional 
reactions  occurred  in  a setting  of  occupational 
change,  they  developed  invariably  at  a time 
the  individual  was  adjusting  to  an  unrelated 
personal  stress  or  physical  illness.  The  length 
of  time  between  these  associated  extrinsic 
factors  and  the  time  of  development  of  symp- 
toms of  psychiatric  illness  ranged  from  three 
to  six  months.  Apparently,  for  this  group  of 
older  employees,  when  external  influences 
had  strained  the  patient’s  ability  to  adapt,  he 
turned  for  emotional  support  to  his  close  re- 
lationship with  his  company. 

Every  one  of  these  men  had  either  suffered 
an  acute  physical  illness  or  experienced  a 
severe  personal  stress  which  immediately  pre- 
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dated  the  development  of  symptoms  of  psy- 
chiatric illness.  The  illnesses  included  cardiac 
decompensation,  iritis,  osteroarthritis,  and 
acute  cholecystitis.  Personal  problems  included 
a serious  illness  of  a spouse,  acute  personal 
financial  reverse,  and  the  loss  of  a love  object 
such  as  a son,  a parent,  or  a home. 

I may  very  briefly  summarize  our  findings 
by  saying  that  there  appeared  to  be  a common 
chain  of  events  of  an  initial  dependency  re- 
lationship with  a company  which  had  existed 
for  many  years,  a stressful  external  problem  sit- 
uation to  which  the  individual  apparently 
adapted  fairly  well  and  without  symptoms,  fol- 
lowed by  a major  alteration  in  the  work  en- 
vironment with  a disruption  of  the  dependency 
relationship  which  led  to  a serious  emotional 
reaction  requiring  absence  from  work  and  psy- 
chiatric treatment. 

Many  questions  may  be  raised  by  such 
findings.  Perhaps  the  most  important  for  us 
today  is  the  need  for  sensitivity  by  physicians 
who  serve  as  industrial  consultants  as  well  as 
by  industrial  management — sensitivity  to  fac- 
tors in  the  worker’s  life  outside  the  job.  The 
role  of  the  employee’s  physician  is  to  bring 
these  external  stresses  to  the  attention  of  his 
employer  at  the  time  of  any  anticipated  job 
change. 

One  Plant’s  Experience 

In  one  rather  typical  manufacturing  location 
employing  about  3,500  people,  71  employees 
had  emotional  problems  of  such  a nature  as 
to  interfere  with  interpersonal  relationships 
and  work  performance  over  a period  of  time 
greater  than  one  year  or  had  repeated  shorter 
periods  of  psychiatric  disturbance  of  such  in- 
tensity to  interfere  with  their  work.  An  inter- 
ested and  competent  internist  serving  this  loca- 
tion studied  this  group  quite  carefully.  Initially, 
he  determined  whether  they  were  presently 
“compensated”  or  “uncompensated.”  By  com- 
pensated he  meant  that  they  were  presently  per- 
forming satisfactorily  and  had  not  been  absent 
for  more  than  7 days  (the  plant  average)  in 
the  past  12  months  because  of  reasons  di- 
rectly referable  to  the  emotional  problem.  By 
uncompensated  he  meant  those  who  had 
missed  14  or  more  days  from  work  in  the 
past  year  because  of  emotional  difficulty  ami 
had  required  a change  in  work  assignment. 
Many  hours  of  management,  personnel  and 
medical  department  time  had  been  spent  in 
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trying  to  help  these  uncompensated  people 
reach  a satisfactory  adaptation  to  their  work. 

He  discovered  that  22  individuals  could  be 
called  compensated  and  49  uncompensated 
at  the  time  of  the  start  of  the  study. 

Uncompensated  cases  had  illnesses  of  much 
longer  duration.  Most  had  brought  their  emo- 
tional problems  with  them  when  they  came  to 
work. 

The  effect,  or  lack  of  it,  of  medical  treat- 
ment in  this  group  of  7 1 patients  was  carefully 
evaluated.  For  purposes  of  estimating  the  ef- 
fectiveness of  treatment  it  was  desirable  to 
subdivide  the  uncompensated  cases  into  those 
who  continued  to  be  uncompensated  and  those 
who  had  been  uncompensated  at  the  start  of 
the  study  12  months  ago  but  were  now  under 
treatment  and  working  at  a satisfactory  level. 

The  type  of  treatment  given  people  in  this 
study  was  differentiated  into  two  major  cate- 
gories; good  supportive  treatment  most  often 
including  psychotherapy,  and,  drug  therapy 
alone.  Those  people  considered  to  be  receiv- 
ing good  supportive  treatment  visited  their 
psychiatrist  or  other  physician  on  a reason- 
ably regular  basis  and  felt  that  someone  under- 
stood their  problem.  They  may  also  have 
been  receiving  medication.  Drug  therapy  alone, 
however,  means  that  while  their  illnesses  had 
no  organic  basis,  they  were  told  that  their 
problem  was  “nerves”  and  received  a pre- 
scription for  “the  tranquilizer  of  the  week” 
without  much  further  direction.  The  results 
are  most  interesting.  Of  the  presently  uncom- 
pensated cases,  4 were  receiving  good  sup- 
portive therapy  and  23  drug  therapy  alone.  Of 
the  previously  uncompensated  cases  who  are 
now  working  well,  21  were  receiving  good 
supportive  therapy  and  2 drug  therapy  alone. 

Of  those  cases  who  were  completely  compen- 
sated, 1 8 were  or  had  been  receiving  good  sup- 
portive therapy  and  3 drug  therapy  alone. 

This  study  suggests  why  industry  and 
industrial  medicine  are  increasingly  concerned 
with  employees  obtaining  appropriate  medical 
treatment  for  psychiatric  disorders.  It  further 
suggests  the  overwhelming  majority  of  dis- 
rupting emotional  disturbances  perceived  in 
industry  are  amenable  to  treatment. 

(Continued  on  Page  168) 
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Amniotic  Fluid  Analysis  in  Rh  Sensitized 

Pregnancies 

John  L.  Duhrinc,  M.D.*  and  Philip  S.  Crossen,  M.D.** 

Lexington,  Ky. 


A simple,  precise  method  is  now  avail- 
able to  assess  the  status  of  the  fetus  in 
these  complicated  pregnancies. 

IN  1961,  Liley^  reported  that  the  spectro- 
photometric  analysis  of  amniotic  fluid 
from  Rh  sensitized  pregnancies  could 
give  an  accurate  and  objective  index  of  the 
status  of  the  fetus  in  Rh  sensitized  pregnan- 
cies. His  investigations  had  been  based  on  the 
previous  work  by  Bevis-  and  Walker-^  who  had 
demonstrated  that  in  such  pregnancies  with  an 
affected  fetus  a specific  yellow  pigment 
appeared  in  the  amniotic  fluid.  The  concentra- 
tion of  this  pigment  was  inversely  proportional 
to  the  hemoglobin  of  the  baby.  Thus,  the 
greater  concentration  of  this  pigment,  the 
more  anemic  was  the  baby.  For  the  first  time 
a method  was  reported  to  assess  the  status 
of  the  fetus  in  these  complicated  pregnancies 
independent  of  the  antibody  titers  in  the  ma- 
ternal serum.  It  has  been  recognized  that  an- 
tibody titers  are  often  an  unreliable  diagnostic 
index.  That  is,  in  cases  with  very  high  anti- 
body titers,  one  can  see  an  Rh  negative  baby 
and  with  very  low  antibody  titers  stillbirth 
does  occur.  This  new  technique  created  con- 
siderable enthusiasm  in  many  centers  around 
the  world. 

For  the  past  two  years,  spectrophotometric 
analysis  of  amniotic  fluid  from  Rh  sensitized 
pregnancies  has  been  routinely  done  at  the 
University  of  Kentucky  Medical  Center.  It  has 
been  confirmed  that  this  is  a reliable  and 
sensitive  test  of  the  status  of  the  baby  in  these 
pregnancies.  The  test  is  simple.  The  initial 
amniotic  fluid  sample  is  obtained  by  trans- 
abdominal amniocentesis  at  26  to  32  weeks 
gestation,  depending  on  the  previous  obstetric 
and  immunologic  history  of  the  patient.  The 

* Assistant  professor  of  obstetrics  and  gynecology, 
College  of  Medicine,  University  of  Kentucky,  Lex- 
ington, Ky. 

** Associate  clinical  professor  of  obstetrics  and  gyne- 
■ cology  at  the  University  of  Kentucky  Medical 

Center. 
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FIGURE  1.  Results  of  spectrophotometric  analysis  of 
normal  amniotic  fluid.  Notable  is  the  relatively  straight 
line  from  555  millimicrons  to  360  millimicrons  when  optical 
density  is  plotted  on  a logarithmic  scale. 

fluid  is  centrifuged  free  of  cellular  debris  and 
analyzed  for  optical  density  across  the  visible 
spectrum  of  light.  If  the  fetus  is  unaffected  or 
Rh  negative,  there  is  a relative  straight  line 
in  the  visual  spectrum  as  shown  in  Figure  1. 
In  affected  pregnancies,  a pigment  appears  and 
absorbs  light  at  450  millimicrons  as  shown  in 
Figure  2.  The  height  of  this  peak  of  optical 
density  at  450  millimicrons  is  directly  propor- 
tional to  the  severity  of  the  infant’s  affliction. 
Liley  has  presently  prognostic  charts  so  that  one 
can  immediately  make  a statistical  prediction 
of  the  degree  of  affection  of  the  given  infant. 

In  the  management  of  a pregnancy  com- 
plicated by  Rh  sensitization,  usually  three 
analyses  of  amniotic  fluid  are  performed  at 
progressive  weeks  of  gestation.  If  these  indi- 
cate the  fetus  is  not  severely  affected,  the 
pregnancy  may  be  allowed  to  terminate  in 
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FIGURE  2.  Results  of  spectrophotometric  analysis  of  am- 
niotic  fluid  from  an  affected  pregnancy.  The  normal 
straight  line  is  constructed  from  555  to  360  millimicrons 
and  the  height  in  optical  density  units  at  450  measured. 

spontaneous  labor  at  term.  If,  on  the  other 
hand,  fluid  analysis  indicates  that  the  infant 
is  becoming  anemic  in  utero,  earlier  termina- 
tion of  the  pregnancy  is  indicated  and  may 
be  rather  precisely  timed.  The  decision  rests 
on  the  risk  of  further  in  utero  existence  com- 
pared with  the  risk  of  premature  delivery.  Two 
cases  will  be  presented  which  are  indicative 
of  how  this  test  has  been  of  great  help  in 
managing  these  frequently  perplexing  patients. 

Case  Reports 

Case  No.  1.  B.L.  (01-63-36),  a 25  year  old 
Gravida  V,  Para  IV,  had  a living  child  from 
her  first  pregnancy  only.  The  subsequent  three 
pregnancies  had  terminated  in  a hydropic 
stillborn  at  seven  to  eight  months’  gestation 
due  to  erythroblastosis.  The  patient’s  LMP 
was  March  22,  1963,  giving  her  an  expected 
date  of  confinement  of  December  29,  1963. 
The  patient’s  blood  type  was  determined  to 
be  O cde/c.  Her  husband  was  also  typed  and 
found  to  be  cDe.  The  patient  was  first  seen 
at  the  University  of  Kentucky  Medical  Center 
on  October  15,  1963,  with  an  antibody  titer 
of  1 : 1 024.  At  this  time  an  amniocentesis  was 
done  and  the  fluid  subjected  to  analysis.  Sub- 
sequent fluid  analyses  were  made  and  all  of 
these  were  within  the  lowest  range  despite  the 


fact  that  her  antibody  titer  rose  to  1 :2048. 
These  results  are  shown  as  the  solid  line  in 
Figure  3.  At  40  weeks  gestation,  an  elective 
induction  of  labor  was  done,  resulting  in  the 
delivery  of  a 2940  gram  living  female  infant 
whose  blood  type  was  O cde/e.  The  baby  and 
her  mother  did  well  in  the  postpartum  period 
and  were  discharged  from  the  hospital  on  the 
fifth  postpartum  day  in  good  health. 

This  case  illustrates  how  amniotic  fluid 
analysis  can  be  used  to  carry  a pregnancy  to 
greater  maturity  despite  immunologic  indica- 
tions of  impending  fetal  disaster.  When  the 
patient  was  first  seen,  it  was  felt  that  this 
was  a desperate  situation,  due  to  her  past 
history  and  present  antibody  titer.  However, 
serial  fluid  analyses  indicated  that  the  baby 
was  not  affected  and,  accordingly,  the  preg- 
nancy was  allowed  to  continue  to  40  weeks 
gestation.  It  is  likely  that  without  the  guidance 
of  the  amniotic  fluid  analysis,  this  pregnancy 
would  have  been  terminated  on  empirical 
grounds  as  early  as  34  weeks  with  the  risk  of 
neonatal  death  due  to  prematurity. 

Case  No.  2.  M.H.  (X2-17-65)  was  a 29 
year  old  Gravida  III,  Para  II,  whose  first 
two  pregnancies  were  uneventful  with  no  evi- 
dence of  Rh  sensitization.  During  the  present 
pregnancy,  a routine  antibody  titer  was  ob- 
tained at  20  and  32  weeks  gestation.  Initially, 
there  was  no  antibody  titer  but  at  32  weeks 
a low  titer  was  found.  Accordingly,  amniocen- 
tesis was  performed  at  33,  35  and  37  weeks 
as  shown  as  the  broken  line  in  Figure  3.  The 


FIGURE  3.  Optical  density  at  450  millimicrons  above  the 
constructed  base  line  in  two  Rh  sensitized  pregnancies. 
The  diagonal  lines  delineate  low,  moderate,  and  high 
risk  zones  (modified  from  Liley).  The  solid  line  represents 
Case  1 and  the  broken  line  represents  Case  2 in  the  text. 
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specimen  at  37  weeks  showed  a marked  rise 
in  optical  density  at  450  millimicrons  and,  ac- 
cordingly, she  was  delivered  that  night.  At  de- 
livery, the  infant  had  a cord  hemoglobin  of 
10.0  with  a 4 plus  Coombs  reaction  and  re- 
quired exchange  transfusions. 

In  this  instance,  based  on  past  history  and 
antibody  titers,  the  fetal  risk  in  this  pregnancy 
would  have  been  considered  minimal  and  it 
is  likely  that  the  pregnancy  would  have  been 
carried  to  term.  However,  this  baby  was  ane- 
mic at  37  weeks  and  may  well  have  been 
hydropic  if  allowed  to  remain  in  utero  for 
another  three  weeks. 

Discussion 

Since  the  development  of  this  technique,  it 
is  advisable  to  evaluate  the  progress  of  every 
Rh  sensitized  pregnancy  by  means  of  amniotic 
fluid  analysis.  Serial  antibody  titers  are  no 
longer  routinely  performed  or  utilized  to  direct 
management.  Every  patient  is  initially 


screened  for  Rh  antibodies,  and  if  present, 
the  patient  is  a candidate  for  serial  fluid  an- 
alyses. This  is  an  accurate  and  sensitive  in- 
dex of  the  status  of  the  fetus.  The  two  cases 
presented  illustrate  how  the  information  ob- 
tained from  the  amniotic  fluid  can  direct  a 
course  of  management  that  may  weU  be  dia- 
metrically opposed  to  the  course  pursued  if 
only  past  history  and  immunologic  data  are 
considered.  In  the  hands  of  experienced  per- 
sonnel, the  aspiration  of  amniotic  fluid  is  a 
safe  procedure  for  both  the  mother  and  the 
baby.  The  laboratory  procedures  involved  are 
relatively  simple  and  inexpensive. 
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Which  Is  Pyloroplasty  with  Vagotomy? 
Which  Is  Pro-Banthfne? 


Photographs— Harry  Barowsky,  M.D.,  Lawrence  Greene,  M.D.,  and  Robert- 
Bennett,  M.D.,  from  a Scientific  Exhibit  presented  at  the  Annual  Meeting 
of  the  American  College  of  Gastroenterology,  Bar  Harbour,  Florida,  Oct. 
24-27,  1965. 
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Another  example  of 

Pro  -Banthine 

l(propantheline  bromide) 

a true  anticholinergic  in  action 


atropine  resulted  in  expectedly 
adverse  side  effects. 

Pro-Banthine,  in  minimal  dosage, 
produces  effects  similar  to  pyloro- 
plasty and  vagotomy  without  the 
disadvantages  of  permanent  post- 
vagotomy sequelae. 

The  intragastric  photograph  A 
is  of  a patient  who  has  had  pyloro- 
plasty with  vagotomy.  Photograph 
B is  of  a patient  given  6 mg.  of  Pro- 
Banthine, 

Indications:  Peptic  ulcer,  functional  hy- 
permotility, irritable  colon,  pyloro- 
spasm  and  biliary  dyskinesia. 

Oral  Dosage:  The  maximal  tolerated 
dosage  is  usually  the  most  effective. 
For  most  adult  patients  this  will  be  four 
to  six  15-mg.  tablets  daily  in  divided 
doses.  In  severe  conditions  as  many  as 
two  tablets  four  to  six  times  daily  may 
be  required.  Pro-Banthine  (brand  of 
propantheline  bromide)  is  supplied  as 
tablets  of  15  mg.,  as  prolonged-acting 
tablets  of  30  mg.  and,  for  parenteral  use, 
as  serum-type  ampuls  of  30  mg. 

Side  Effects  and  Contraindications: 

Urinary  hesitancy,  xerostomia,  mydri- 
asis and,  theoretically,  a curare-like 
action  may  occur.  Pro-Banthine  is  con- 
traindicated in  patients  with  glaucoma, 
severe  cardiac  disease  and  prostatic 
hypertrophy. 
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Normal  relaxed  pyloric  antrum;  con- 
tracted pylorus  (pyloric  fleurette) 


The  true  anticholinergic  values  of 
Pro-Banthine  have  never  been  so 
graphically  realized  as  they  are 
with  the  recent  development  of 
fibergastroscopy  and  the  intragas- 
tric camera. 

Pro-Banthine  consistently  pro- 
duces complete  relaxation  and  im- 
mobility of  the  stomach  with  a dose 
of  only  6 to  8 mg.  intravenously. 
This  is  less  than  half  the  usual  dose 
orally. 

Atropine,  on  the  other  hand, 
required  0.8  mg.  intravenously,  or 
twice  the  normal  dose,  to  achieve 
a similar  effect.  This  high  dose  of 
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Surgery  of  the  Rheumatoid  Hand 

Paul  M.  Weeks,  M.D.* 

Lexington,  Ky. 


A description  of  the  pathologic  and  sub- 
sequent dynamic  changes  occurring  in  the 
rheumatoid  hand  is  presented.  Prophy- 
lactic and  therapeutic  surgical  interrup- 
tion of  these  progressive  changes  is  de- 
scribed. 

Disabling  deformities  of  the  hands 
are  present  in  25  to  30  per  cent  of  the 
patients  with  rheumatoid  arthritis.  In 
recent  years  surgical  techniques  have  been  de- 
veloped for  prevention  and/or  correction  of 
these  deformities.  The  purpose  of  this  review 
is  to  describe  the  pathologic  and  subsequent 
dynamic  changes  occurring  in  the  hand  as  a 
result  of  the  rheumatoid  process  and  to  out- 
line the  surgical  procedures  available  for  pre- 
vention or  correction,  as  indicated,  of  these 
deformities. 

Pathological  Changes 

The  fundamental  manifestations  of  rheuma- 
toid arthritis  in  the  hand  are:  1,  an  inflam- 
matory proliferation  of  the  synovium  surround- 
ing tendons,  tendon  sheaths,  and  lining  joints, 
and  2,  inflammation  and  spasm  with  subse- 
quent atrophy  and  contracture  of  the  intrinsic 
muscles. 

Proliferation  and  inflammation  of  the  syno- 
vium lining  the  joints  is  manifest  clinically,  as 
swelling,  redness  and  pain.  A low  grade 
fever  may  be  present.  The  proliferating  syno- 
vium, which  has  the  appearance  of  granula- 
tion tissue,  invades  the  head  of  the  metacarpal 
at  its  junction  with  the  articular  cartilage.  Simi- 
lar invasion,  but  to  a lesser  degree,  occurs  at 
the  base  of  the  proximal  phalanx.  Progressive 
proliferation  and  invasion  by  the  synovium 
eventually  destroys  the  articular  surface  and  the 
bony  metacarpal  head.  The  articular  surface 
of  the  proximal  phalanx  is  preserved,  in  part. 


*Assistant  professor  of  plastic  surgery  at  the  Uni- 
versity of  Kentucky  College  of  Medicine,  Lexington, 
Ky. 


FIGURE  1.  Note  the  bulbous  enlargement  of  the  long 
finger  flexor  tendons  proximal  to  the  stenotic  digital 
sheath  opening.  At  the  wrist,  compressive  and  hemor- 
rhagic changes  are  present  in  the  median  nerve. 

although  the  entire  metacarpal  head  may  be 
destroyed. 

The  insertions  of  the  collateral  ligaments 
into  the  metacarpal  head  become  tenuous  as 
the  head  is  resorbed.  The  bony  attachments 
of  the  volar  plate  are  similarly  attenuated  per- 
mitting hyperextension  of  the  joint.  Loss  of  the 
stabilizing  influence  of  the  collateral  liga- 
ments and  volar  plate  subjects  the  phalanges 
to  the  overwhelming  forces  of  the  ulna  oriented 
long  flexor  and  extensor  muscles. 

The  flexor  and  extensor  tendons  are  encom- 
passed by  synovium  in  specialized  areas.  The 
synovium  encompassing  the  extensor  tendons 
is  limited  to  the  dorsal  retinaculum  at  the 
wrist.  On  the  flexor  surfaces  of  the  hand  and 
forearm,  the  synovium  lines  the  digital  tendon 
sheaths  and  extends  proximally  along  the 
flexor  tendons  through  the  palm  and  into  the 
forearm  as  a loose  film  of  tissue. 
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FIGURE  2.  The  boutonniere  deformity  is  the  result  of  de- 
tachment of  the  central  tendinous  slip  from  the  middle 
phalanx  and  displacement  of  the  lateral  bands  volar  to 
the  axis  of  rotation  of  the  proximal  interphalangeal  joint. 

An  inflammatory  proliferation  of  the  lining 
of  the  digital  sheath  can  produce  a stenosing 
tenosynovitis  and  result  in  a “snapping  finger”. 
Spontaneous  rupture  of  the  flexor  or  extensor 
tendons  is  attributed  to  compromise  of  the 
blood  supply  and  actual  invasion  of  the  tendon 
by  the  proliferating  synovium.  Compression  of 
the  median  nerve  in  the  carpal  tunnel  by  the 
proliferating  mass  is  not  uncommon  (Figure  1 ). 

The  inflammatory  and  degenerative  changes 
in  the  extrinsic  and  intrinsic  muscles  of  the 
hand  have  been  described  by  Kestler  (1949). 
They  are:  1,  infiltration  of  the  muscle  by 
lymphocytes,  plasma  cells  and  epithelioid  cells; 
2,  degeneration  of  the  muscle  cells  as  evi- 
denced by  enlargement  and  vacuolization  of 
the  nuclei,  with  progressive  fatty  infiltration 
and  muscular  atrophy;  3,  perivascular  round 
cell  infiltration  and  thickening  of  the  vessel 
walls  with  impingement  on  the  lumen;  and  4, 
fibrinoid  changes  in  the  connective  tissues 
and  sclerosis  of  the  collagenous  fibers.  The 
early  inflammatory  changes  are  accompanied 
by  muscular  spasm  and  later  result  in  atrophy 
and  fibrosis  with  contracture  of  the  involved 
muscles. 

The  Dynamics  of  Rheumatoid  Deformities 

The  deformities,  to  be  described,  result  from 
a combination  of  unstable  joints  and  spastic 
muscles.  These  include:  1,  the  swan-neck  de- 
formity, 2,  the  boutonniere  deformity,  3,  ulnar 
drift  of  the  fingers  and,  4,  subluxation  of  the 
metacarpal  phalangeal  joints.  The  develop- 
mental dynamics  of  each  deformity  will  be 
described. 

The  boutonniere  deformity  (Figure  2)  is 
the  consequence  of  synovial  disease  at  the 
proximal  interphalangeal  joint  with  disruption 
of  the  insertion  of  the  central  slip  of  the  ex- 
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FIGURE  3.  The  characteristic  swan-neck  deformity  with 
hyperextension  of  the  proximal  and  flexion  of  the  distal 
interphalangeal  joints. 


tensor  tendon.  This  accompanied  by  attenua- 
tion of  the  overlying  dorsal  hood  allows  the 
proximal  interphalangeal  joint  to  herniate  be- 
tween the  lateral  bands.  The  lateral  bands  are 
then  volar  to  the  axis  of  rotation  of  the  joint 
and  become  flexors  rather  than  extensors  of 
the  joint.  Spasm  of  the  intrinsic  muscles  ex- 
aggerates and  maintains  the  deformity. 

The  swan-neck  deformity  (Figure  3)  is  at- 
tributable to  either  spasm  of  the  extensor  mus- 
cle which  inserts  into  the  base  of  the  middle 
phalanx  or  spasm  of  the  intrinsic  muscles.  At- 
tenuation of  the  volar  plate  attachments  by 
joint  disease  permits  hyperextension  of  the 
proximal  interphalangeal  joint  which  is  main- 
tained by  the  spastic  muscles.  Flexion  at  the 
distal  phalanx  results  from  the  overpowering 
pull  of  the  long  flexor  tendons.  To  detect  spasm 
and  shortening  of  the  intrinsic  muscles,  the 
metacarpal  phalangeal  joint  is  hyperextended. 
In  this  position  attempted  flexion  of  the  distal 
phalanx  encounters  unyielding  resistance. 
Tautness  of  an  extensor  muscle  is  similarly  de- 
tected but  with  the  metacarpal  phalangeal 
joint  in  marked  flexion.  Not  uncommonly  both 
contribute  to  the  deformity  by  amalgamation 
of  the  extensor  tendon  and  the  lateral  bands 
over  the  inflamed  proximal  interphalangeal 
joint. 

Subluxation  of  the  metacarpal  phalangeal 
joints  (Figure  4)  is  the  product  of  an  im- 
balance of  the  extrinsic  and  intrinsic  muscle  pull 
combined  with  varying  degrees  of  joint  disease 
as  described  earlier.  With  unstable  joints,  the 
extensor  tendons  are  displaced  into  the  grooves 
between  the  metacarpal  heads  thus  increasing 
ulnar  deviation  of  the  fingers.  Spasm  of  ab- 
ductor digiti  quinti  muscle  can  contribute 
markedly  to  the  ulnar  drift  of  the  digits  by 
constant  pull  on  the  attached  volar  plates  and 
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FIGURE  4.  Note  displacement  of  the  extensor  tendons  be- 
tween the  metacarpal  grooves.  Subluxation  and  marked 
ulnar  drift  of  the  digits. 


associated  proximal  phalanges  of  the  digits.  The 
first  dorsal  interosseous  is  frequently  found 
displaced  beneath  the  index  metacarpal,  sug- 
gesting displacement  by  ulnar  shift  of  the 
volar  plates.  In  addition,  the  powerful  long 
digital  flexors  contribute  to  subluxation  of  the 
metacarpal  phalangeal  joints. 

Prophylactic  Surgery 

The  selection  of  patients  for  surgery  is  most 
important.  To  obtain  the  greatest  benefit  from 
surgery  they  must  be  well  motivated  and  men- 
tally attuned  to  the  rheumatologist,  the  surgeon, 
and  the  physical  therapist.  Adequate  forearm 
musculature  is  mandatory.  Such  patients  can 
be  operated  upon  during  periods  of  exacerba- 
tion or  remission  of  the  disease  without  fear  of 
further  activating  the  disease  (Vainio,  1959). 

Preventive  or  prophylactic  surgery  involves 
removal  of  the  proliferating  synovium  at  the 
dorsum  of  the  wrist;  in  the  flexor  tendon  com- 
partments; and  within  the  joints  as  indicated. 

Extensor  tendon  synovectomy — The  dorsal 
retinaculum  of  the  wrist  is  exposed  through  an 
S-shaped  incision.  The  retinaculum  is  incised 
laterally  and  opened  throughout  its  transverse 
course  to  expose  each  compartment  with  its 
contained  tendon(s).  With  the  retinaculum 
reflected,  the  synovium  encompassing  the 
extensor  tendons  is  excised.  The  flap  of  dorsal 
retinaculum  is  replaced  beneath  the  extensor 
tendons.  If  the  disease  has  extended  between 
the  carpal  bones  or  if  the  distal  end  of  the 
ulna  is  subluxated,  the  synovium  is  removed 
and  the  protruding  ulna  excised. 

Flexor  tendon  synovectomy  (Figure  5) — In 
the  presence  of  tenosynovitis  of  the  flexor  com- 
partment, excision  of  the  synovium  is  per- 


FIGURE 5.  The  dorsal  hood  has  been  retracted  and  the 
thickened  synovium  of  the  metacarpal  phalangeal  joint 
excised.  Note  the  destruction  of  the  metacarpal  head 
where  the  synovium  has  invaded. 

formed  to  prevent  rupture  of  the  tendons  or 
limitation  of  motion  by  adherence  between 
the  tendons.  When  the  process  extends  into 
the  palm  it  is  removed  at  the  same  sitting. 
Occasionally  there  is  marked  limitation  of 
flexion  in  the  digits  and  loss  of  strength  as  a 
result  of  adhesions  between  the  sublimus  and 
profundus  tendons.  This  may  necessitate  re- 
moval of  the  sublimus  tendons  to  restore 
function. 

Joint  synovectomy  (Figure  6) — The  meta- 
carpal phalangeal  joint  frequently  requires 
synovectomy,  either  prophylactically  or  dur- 
ing the  correction  of  deformities.  This  is  ac- 
complished through  a serpentine  incision  over 
the  metacarpal  heads.  Skin  flaps  are  developed 
and  care  taken  to  preserve  the  large  dorsal 
veins  between  the  metacarpal  heads.  A trans- 
verse incision  on  the  radial  side  of  the  hood 
exposes  the  joint  capsule.  The  synovectomy 


FIGURE  6.  The  flexor  tendons  are  encased  by  the  pro- 
liferating synovium  which  eventually  invades  the  tendons 
and  leads  to  its  spontaneous  rupture. 
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begins  at  the  head  of  the  metacarpal  and  is 
completed  by  detaching  it  from  the  base  of  the 
proximal  phalanx.  In  prophylactic  excision  the 
collateral  ligaments  are  preserved.  A curette  is 
used  to  remove  the  synovium  lining  the  col- 
lateral ligaments  and  in  the  deep  recesses  of  the 
joint.  The  hood  is  then  overlapped  on  its 
radial  side  and  repaired  with  mattress  sutures. 
In  this  manner,  the  extensor  tendons  are 
repositioned  atop  the  metacarpal  phalangeal 
joints.  The  wound  is  closed  and  a compressive 
dressing  applied.  Passive,  then  active  exercises 
are  begun  when  the  wound  has  healed. 

Reconstructive  Surgery 

For  correction  of  disabling  deformities  syno- 
vectomy combined  with  resection  of  the  partial- 
ly destroyed  metacarpal  heads  and  restoration 
of  muscle  balance  is  necessary. 

Joint  synovectomy  and  arthroplasty  are  indi- 
cated when  there  is  ulnar  drift  and/or  palmar 
subluxation  of  the  phalanges  associated 
with  partial  or  total  destruction  of  the 
metacarpal  heads.  The  synovium  is  exposed 
and  excised  as  outlined  previously.  Various 
methods  of  arthroplasty  are  available,  all  of 
which  involve  partial  or  total  excision  of  the 
metacarpal  head  and  excision  of  any  exostosis 
of  the  proximal  phalanx.  Any  articular  carti- 
lage on  the  base  of  the  base  of  the  proximal 
phalanx  is  preserved.  The  displaced  extensor 
tendons  are  relocated  by  reefing  of  the  radial 
side  of  the  extensor  hood.  The  Fowler  tech- 
nique of  arthroplasty  has  proven  very  satisfac- 
tory. This  includes  bevelling  the  remaining  por- 
tion of  the  metacarpal  head  in  a lateral  and 
dorsal  plane  to  overcorrect  for  the  ulnar  drift. 

Kirschner  wires  are  inserted  through  the 
proximal  phalanx  and  into  the  metacarpal 
to  stabilize  the  joint  in  moderate  flexion  until 
the  wounds  have  healed.  The  wires  are  re- 
moved in  12-14  days  and  passive  and  active 
motion  begun. 

Arthroplasty  is  limited  almost  entirely  to  the 
metacarpal  phalangeal  joint  as  surgery  on  the 
smaller  joints  frequently  results  in  instability 
of  these  joints. 

Occasionally  we  have  noted  fusion  in  the 
functional  position  of  the  resected  metacarpal- 
phalangeal  joint  on  which  an  arthroplasty 
was  performed.  These  patients  have  com- 
plained that  the  fused  metacarpal-phalangeal 
joint  is  not  as  useful  as  the  ones  with  motion, 
however  slight  it  may  be.  This  suggests  that, 
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if  it  is  possible  to  preserve  motion  and  correct 
the  deformity,  arthroplasty  should  take  prece- 
dence over  joint  fusion.  Fusion  of  single  joints, 
as  in  the  thumb,  has  definite  indications  and 
is  beneficial. 

Joint  prosthesis — In  recent  years  the  use  of 
joint  prosthesis  has  been  intensely  studied  in 
this  country  by  Flatt.  He  suggests  that  if  the 
extensor  tendon  mechanism  is  intact,  the  in- 
dications for  prosthetic  replacement  of  the 
metacarpal  phalangeal  joints  are:  1,  gross 

destruction  of  the  joints,  and  2,  palmar  and 
proximal  dislocation.  He  reports  good  function- 
al results  with  prosthetic  replacement  of  joints. 
A few  have  had  to  be  removed  for  malfunction 
of  the  prosthesis,  resorption  of  bone  with  mi- 
gration of  the  device  or  infection. 

Surgery  is  primarily  directed  at  restoration 
of  muscle  balance  in  the  following  deformities: 
1,  swan-neck,  2,  boutonniere  and,  3,  ulnar 
drift  of  the  fingers. 

The  swan-neck  deformity,  with  intrinsic 
contracture,  can  often  be  corrected  by  resec- 
tion of  a portion  of  the  lateral  bands  of  the 
extensor  hood  (Littler).  If  exaggerated  pull 
of  the  extensor  tendon  is  present  this  can  be 
relieved  surgically  by  elevation  of  the  lateral 
band  at  the  level  of  the  proximal  inter- 
phalangeal  joint  and  careful  detachment  of  the 
insertion  of  the  central  tendinous  slip  into  the 
middle  phalanx.  Care  is  taken  to  preserve  the 
triangular  ligament.  Both  procedures  can  be 
performed  on  the  same  finger  with  good  results 
in  selected  cases. 

The  boutonniere  deformity  is  difficult  to  re- 
pair surgically.  Repair  has  been  suggested  by 
reattachment  of  the  central  slip  of  the  ex- 
tensor tendon  to  the  base  of  the  middle  phalanx 
utilizing  a free  tendon  graft  (Nichols).  The 
graft  is  woven  into  the  lateral  bands  and  re- 
places them  above  the  axis  of  rotation  of  the 
joint. 

In  early  ulnar  drift  the  surgical  objectives 
are  removal  of  the  diseased  synovium  and  re- 
location of  the  displaced  extensor  tendons. 
The  former  is  accomplished  by  synovectomy 
through  an  incision  on  the  radial  side  of  the 
extensor  hood  as  outlined  earlier.  Relocation 
of  the  extensor  tendons  is  accomplished  by 
reefing  the  extensor  hood  on  its  radial  side 
and  maintaining  this  with  mattress  sutures. 
Release  of  the  hood  by  an  incision  on  its 
ulnar  side  may  be  necessary  to  relocate  the 
extensor  tendons  atop  the  joint.  Tendon  trans- 
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fers  to  the  radial  side  of  the  hood  have  been 
advocated  to  prevent  recurrence  of  the  ulnar 
drift.  Transfer  of  the  extensor  indicis  proprius 
tendon  to  the  radial  side  of  the  index  finger  and 
the  extensor  digiti  quintis  to  the  radial  side 
of  the  fifth  finger  is  of  benefit. 

In  late  cases  of  ulnar  drift  with  subluxation 
of  the  metacarpal  phalangeal  joint,  the  surgical 
objectives  are:  1,  removal  of  the  invasive 

synovium,  2,  arthroplasty  of  the  metacarpal 
phalangeal  joints,  and  3,  relocation  of  the  dis- 
placed extensor  tendons. 

The  post-operative  period  is  critical  and  it 
is  important  that  the  patient  be  followed 
closely  by  the  hand  surgeon,  the  rheumatologist, 
the  physical  therapist  and  the  rehabilitation 
specialist.  It  is  during  this  time  that  the 
patient’s  need  for  encouragement,  instruction 
and  understanding  are  greatest.  In  the  case  of 
a simple  synovectomy,  release  of  intrinsic 
contracture  or  detachment  of  the  central 
tendinous  slip,  the  dressings  are  removed  on 
the  fifth  post-operative  day  and  exercises 
begun.  When  excision  of  the  metacarpal  heads 


or  tendon  transfers  are  necessary  the  hand 
remains  immobilized  for  two  weeks.  The 
Kirschner  wires  are  removed  and  passive 
exercises  begun.  Active  motion  is  instituted 
three  weeks  post-operatively.  The  use  of  dy- 
namic splints  at  this  time  can  be  of  great 
value  in  aiding  exercises  and  preserving  align- 
ment of  the  digits. 

Surgery  of  the  rheumatoid  hand  is  relatively 
new;  however,  certain  basic  principles  have 
evolved  which  offer  prevention  of  deformity 
and  correction  of  existing  deformities.  These 
have  been  outlined  briefly. 
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Massive  Liver  Injury  and  Shock 

M.  Atik,  M.D.* * 

[.ouisville,  Ky. 


Clinical  material  and  experimental  data 
are  presented  to  indicate  that  the  reten- 
tion of  devitalized  liver  tissue  rather  than 
loss  of  functional  liver  parenchyma  is  re- 
sponsible for  the  severity  of  shock  and 
high  mortality  associated  with  massive 
liver  infury. 

The  concern  over  the  increasing 
number  of  b’unt  liver  injuries  due  to 
vehicular  accidents  with  only  a modest 
decrease  in  mortality  in  the  past  two  decades 
forms  the  background  of  this  report. 

Clinical  Experience 

A review  of  309  cases  of  liver  injuries  at 
Charity  Hospital  of  Louisiana  revealed  blunt 
trauma  to  be  responsible  for  36  per  cent 
of  the  cases,  the  rest  being  gunshot  and  stab 
wounds.  The  overall  mortality  for  the  group  of 
patients  with  blunt  liver  injury  was  55  per  cent, 
while  the  mortality  for  the  latter  two  groups 
were  21  per  cent  and  2.5  per  cent  respectively. 
An  even  higher  mortality  for  severe  blunt 
injury  of  the  liver  has  been  reported  by  Reeder 
from  the  cases  collected  at  Louisville  General 
Hospital. 

This  high  mortality  is  partly  explained  by 
missed  and  late  diagnosis,  by  the  severity  of 
trauma,  and  by  the  associated  injuries  as  well 
as  by  delayed  and  inadequate  surgery.  The 
depth  and  extent  of  liver  injury  is  usually  not 
appreciated.  The  current  surgical  methods, 
while  usually  effective  to  control  hemorrhage, 
by  no  means  have  solved  the  problem  of  in- 
tolerance of  damaged  liver  to  shock  and  of 
post-traumatic  liver  necrosis  and  infections. 
The  severity  and  persistence  of  shock,  despite 
apparent  adequate  blood  replacement,  are 
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often  out  of  proportion  to  the  amount  of  blood 
loss  seen  at  the  operating  table.  Blood  replace- 
ment, control  of  hemorrhage,  and  the  copious 
use  of  antibiotics  have  not  substantially 
changed  the  outcome  of  patients  with  massively 
traumatized  liver. 

To  substantiate  the  intolerance  of  damaged 
livers  to  shock,  and  to  assess  whether  the 
gravity  of  shock  is  due  to  the  loss  of  function- 
ing liver  substance  or  related  to  the  contri- 
bution of  devitalized  tissue,  the  following  ex- 
periments were  undertaken. 

Experimental  Observation 

Under  Nembutal  anesthesia  and  the  protec- 
tion of  antibiotics,  a group  of  16  dogs  were  sub- 
jected to  laparotomy  and  ligation  of  the  com- 
mon hepatic  artery.  These  animals  survived 
and  showed  no  apparent  difference  from 
another  group  of  1 6 dogs  which  were  subjected 
to  laparotomy  only.  There  was  no  gross  disturb- 
ance in  the  liver  chemistries  except  for  a 
transient  elevated  SCOT.  A week  later,  all 
dogs  were  subjected  to  a standard  hemorrhagic 
shock  under  Nembutal  anesthesia.  The  ani- 
mals were  bled  to  a systolic  pressure  of  60 
mm.  Hg.,  and  maintained  at  this  level  for  one 
and  a half  hours. 

The  hepatic  artery-ligated  dogs  reached 
this  level  and  began  to  take  up  blood  from  the 
reservoir  much  earlier  than  their  control 
counterparts,  and  showed  profound  and  per- 
sistent acidosis  and  blood  oxygen  desatura- 
tion following  hemorrhage.  The  blood  gas  data 
indicated  that  the  acidosis  is  primarily  metabol- 
ic. Serum  catecholamine  and  guanase  levels 
were  three  to  five  times  higher  in  the  hepatic 
artery-ligated  than  in  the  control  animals. 
There  were  no  significant  differences  in  the 
BUN,  NPN,  lactic  acid,  and  LDH,  serotonin 
and  histamine  between  the  two  groups  of  dogs. 
Thirteen  of  the  dogs  with  hepatic  artery  ligation 
and  only  five  of  the  controls  died  within  24 
hours.  There  was  good  correlation  between 
severity  of  acidosis  and  blood  oxygen  desatura- 
tion and  survival  of  the  animals. 
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Six  Other  dogs  were  similarly  subjected  to 
hemorrhagic  shock  two  weeks  following  75 
per  cent  hepatectomy.  The  mortality,  hemody- 
namics and  biochemical  changes  of  these  dogs 
were  not  significantly  different  from  the  con- 
trol group.  Only  two  out  of  six  of  these  dogs 
died.  The  other  four,  at  the  time  of  sacrifice 
a week  later,  showed  significant  regeneration  of 
their  liver  tissue  (about  45  per  cent  of  the 
original  weight). 

Discussion 

These  experiments  confirm  the  clinical  im- 
pression that  shock  is  poorly  tolerated  by  the 
damaged  liver  and  that  this  intolerance  is  not 
due  to  the  loss  of  functioning  liver  tissue.  In- 
deed, partially  hepatectomized  dogs  withstood 
shock  almost  as  well  as  the  controls. 

The  contribution  of  devitalized  liver  tissue 
to  shock  is  of  great  significance;  the  extent 
of  this  contribution  and  the  exact  underlying 
mechanisms  are  poorly  understood  and  are 
not  as  yet  fully  appreciated.  Nevertheless,  the 
data  thus  far  obtained  have  been  useful  in 
formulating  a different  approach  to  the  man- 
agement of  massive  liver  injury  and  shock. 
Based  on  our  current  concepts  of  shock  and  the 
experience  at  this  medical  center  and  elsewhere, 
the  following  recommendations  appear  to  be 
justified: 

1.  Excision  of  all  devitalized  liver  tissue 
when  possible,  even  to  the  extent  of  partial 
or  total  hepatic  lobectomy. 

2.  Control  of  hemorrhage  by  direct  ligation 
of  severed  vessels  rather  than  by  packing. 

3.  Use  of  sump  drains  in  the  vicinity  of  the 
wound  and  in  the  subhepatic  space. 

4.  Drainage  of  common  bile  duct  in  selected 
cases. 

5.  Pre-operative  as  well  as  post-operative 
use  of  antibiotics  (including  local  irrigation 
of  the  wound  with  kanamycin). 

6.  Infusion  of  balanced  salt  solution  before 
and  during  operation  in  addition  to  blood  re- 
placement. 

7.  Prompt  treatment  of  acidosis  concomitant 
with  shock. 


8.  Use  of  mild  hypothermia  when  major  re- 
section or  temporary  occlusion  of  important 
hepatic  vessels  is  contemplated. 

9.  Continuous  intravenous  slow  drip  of  low 
molecular  weight  dextran  along  with  in- 
fusion of  glucose  and  electrolyte  solutions 
for  3 — 4 days. 

10.  Daily  infusion  of  serum  albumen  until 
the  remnant  of  the  liver  is  able  to  synthesize 
an  adequate  quantity  of  it. 


Summary 

Massive  injury  of  the  liver  due  to  blunt 
trauma  is  associated  with  persistent  high  mor- 
tality. Clinical  experience  and  experimental 
observations  indicate  that  the  resultant  devita- 
lized liver  tissue  is  mainly  responsible  for 
severity  and  persistence  of  shock  and  gravity 
of  this  form  of  injury.  Removal  of  devitalized 
tissue  by  partial  hepatectomy  appears  to  be  the 
only  hope  of  improving  the  result.  The  current 
measures  of  management  of  shock  and  im- 
proved pre-  and  post-operative  care  should 
make  this  approach  more  feasible  and  reward- 
ing. 
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Bullous  Lesions  in  Anaphylactoid  Purpura 

G.  T.  Mkuthyunjaya.  M.B.B.S.* 


Introduction 

The  purpose  of  this  report  is  to  emphasize 
that  bullous  lesions,  though  rare,  can  occur  in 
children  who  have  anaplylactoid  purpura. 

Case  Report 

K.  H.,  an  8 year  old  white  girl,  was  admitted  to 
the  University  of  Kentucky  Medical  Center  ten  days 
following  the  onset  of  vomiting,  diarrhea,  fever,  sore 
throat  and  backache.  Six  days  prior  to  hospital  ad- 
mission. she  developed  a transient,  faint,  generalized 
macular  rash.  Two  days  later  she  complained  of  hip 
and  knee  pain.  Swelling  of  wrists  and  ankles  was  noted 
at  that  time.  Two  days  prior  to  admission,  a new 
maculopapular  eruption  appeared  on  the  arms,  legs, 
and  buttocks.  This  rash  progressed  rapidly  to  hemor- 
rhagic vesicles  with  central  umbilication.  On  the  day 
of  hospital  admission,  she  experienced  nausea  and  ab- 
dominal pain  followed  by  protracted  vomiting,  hema- 
temesis  and  melena. 

On  physical  examination  at  the  time  of  admission, 
the  patient  appeared  acutely  ill,  toxic  and  semi-pros- 
trate. The  temperature  102°  F.,  pulse  160,  res- 


FIGURE  1.  Antero-Lateral  Aspect  Of  Left  Leg  Showing 
Vesicular  Lesion  With  Umbilication.  Second  Hospital  Day. 


*Pediatric  resident.  University  of  Kentucky  Medical 
Center,  Lexington,  Ky.  (University  of  Mysore,  South 
. India). 
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FIGURE  2.  Dorsal  Aspect  Of  Lower  Limb  With  Lower  Trunk 
Showing  Distribution  Of  Skin  Lesions.  Second  Hospital  Day. 


piration  24,  and  blood  pressure  110/80.  Deep  and 
superficial  vesicular  hemorrhagic  skin  lesions  with 
umbilication  were  present  on  the  feet,  ankles,  legs, 
buttocks  and  arms.  (Figures  1 and  2.)  All  the  lesions 
appeared  in  the  same  stage  of  development;  they  were 
not  pustular.  Other  pertinent  findings  included  flat 
purpuric  lesions  on  the  upper  eyelid  and  a 1-5  cm. 
hemorrhagic  area  on  the  right  buccal  mucosa.  The 
chest  was  clear  to  ausculation  and  percussion,  and  no 
cardiac  abnormalities  were  present.  The  abdomen 
was  diffusely  tender  but  no  rebound  tenderness  was 
elicited;  bowel  sounds  were  active.  Neither  abdominal 
masses  nor  liver  or  spleen  were  palpable.  Rectal  ex- 
amination revealed  dark  bloody  stool,  but  no  mass. 
The  patient  objected  to  passive  movement  of  all  joints, 
particularly  of  the  fingers,  although  there  was  no 
swelling  nor  redness. 

The  results  of  the  initial  hemogram  included  a 
homoglobin  of  17  gm.%,  hematocrit  52%,  white 
blood  cell  count  35,000/mm3  with  76%  neutrophils, 
19%  lymphocytes,  and  6%  monocytes;  platelet  count 
5 00, 000 /mm'*;  bleeding  and  clotting  times  were  nor- 
mal. Serum  urea  nitrogen  was  34  mg.%;  serum  elec- 
trolytes and  blood  sugar  were  within  normal  limits. 
Serum  electrophoresis  showed  the  concentration  of 
haptoglobin  to  be  increased.  Serum  albumin  and  trans- 
ferrin concentrations  were  decreased.  Serum  immune 
globulin  and  BjC  globulin  concentrations  were  nor- 
mal; this  pattern  was  consistent  with  an  acute  inflam- 
matory process. 

Cultures  of  blood  and  spinal  fluid  grew  no  bacteria. 
A naso-pharyngeal  culture  grew  no  Group  A strepto- 
cocci; a culture  of  vesicular  fluid  grew  one  colony  of 
staphylococcus.  A touch  preparation  of  an  unroofed 
vesicle  showed  no  cells  containing  inclusion  bodies 
nor  elementary  bodies.  Acute  and  convalescent  phase 
sera  showed  no  antibody  against  smallpox,  chicken 
pox  and  herpes  simplex.  The  serum  antistreptolysin 
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FIGURE  3.  Medial  Aspect  Of  Left  Ankle  Showing  Purpuric 
Lesion  On  Ninth  Day  After  Admission. 


0 litre  was  0-10  units.  A punch  biopsy  of  the  edge 
of  an  intact  hemorrhagic  vesicle  was  taken  on  the 
fourth  hospital  day.  This  showed  a central  necrotic 
area  which  was  composed  of  fibrin  and  polymorpho- 
nuclear cells.  At  the  margin,  occasional  perivascular 
leucocyte  infiltration  was  noted,  and  endothelial  pro- 
liferation was  also  noted.  In  view  of  the  marked 
necrosis,  the  underlying  vascular  changes  were  seen 
only  at  the  margin. 

Hospital  Course 

For  two  days  after  admission,  the  patient’s  toxic 
appearance  was  unchanged,  and  continued  abdominal 
pain  at  times  suggested  intussception.  Initial  treatment 
consisted  of  nasogastric  suction,  intravenous  fluids, 
and  chlorpromazine.  The  hematocrit  on  the  third  day 
had  dropped  from  52  to  38%.  By  the  fourth  hospital 
day,  the  child’s  condition  was  much  improved,  the 
abdominal  pain  was  no  longer  present,  the  diarrhea 
decreased,  and  intravenous  fluid  therapy  was  discon- 
tinued. Over  the  next  five  days,  the  vesicular  lesions 
became  crusted  and  fell  away,  leaving  in  a few  areas 
a typical  “pox”  scar.  On  the  ninth  day,  new  cutaneous 
manifestations  occurred  in  the  form  of  a flat  rash  on 
the  feet  as  shown  in  Figure  3.  At  this  point  it  became 
clear  that  the  patient  did  indeed  have  anaphylactoid 
purpura.  There  were  no  recurrent  abdominal  or  joint 
manifestations;  however,  microscopic  hematuria  (20 
RBC/hpf ) and  proteinuria  ( 1 + ) occurred  on  the 
eleventh  and  twelfth  days.  The  patient  remained  nor- 
motensive,  serum  urea  nitrogen  was  not  elevated  and 
urine  analysis  was  subsequently  normal.  The  child  was 
discharged  on  the  fourteenth  day  and  remained  on 
restricted  activity  until  return  to  the  hospital. 

The  patient  was  followed  up  for  reevaluation  of 
kidney  status  by  readmission  and  outpatient  visits  for 
six  months.  No  renal  dysfunction  was  found. 

Comment 

The  usual  skin  eruptions  and  other  features  of  this 
disease  are  well  described  by  Allen,  Diamond,  and 
HowelF.  The  characteristic  sites  of  distribution  are 


the  ankles,  legs,  buttocks,  genitalia,  extensor  surfaces 
or  arms  and  occasionally  the  face  and  ear  lobes.  Skin 
manifestations  in  anaphylactoid  purpura  are  charac- 
terized typically  by  erythematous  macules  or  papules 
which  may  look  like  urticaria  at  first.  Within  a few 
hours  to  days  they  become  hemorrhagic  in  the  central 
areas.  They  later  become  dark  purple  and  they  do  not 
blanch  on  pressure.  Fading  of  the  lesions  to  a brown- 
ish color  occurs  slowly  and  the  lesions  disappear  in 
two  to  three  weeks.  The  standard  pediatric  texts  and 
review  articles  do  not  mention  vesicular  lesions  as 
part  of  the  picture  of  anaphylactoid  purpura.  Bilalo- 
glu^  however,  recently  published  a photograph  of  a 
child  with  this  disease  which  shewed  hemorrhagic 
bullous  lesions  very  similar  to  those  of  our  patient. 
Skin  biopsy  at  the  site  of  the  lesion  shows  perivascular 
infiltration  with  polymorphonuclear  leukocytes  in  the 
small  vessels  of  the  dermis,  with  plugging  of  fine 
vessels  by  leukocytic  platelet  thrombi.  This  typical 
skin  lesion  with  its  histological  features  was  first  de- 
scribed by  Gairdnerl 

Our  case  had  the  distribution  of  lesions  described 
above.  At  one  stage,  they  were  pox-like,  and  not 
typical  of  anaphylactoid  purpura.  The  subsequent 
course  of  the  patient  with  joint  and  abdominal  involve- 
ment and  the  recurrence  of  the  rash,  this  time  typical 
of  anaphylactoid  purpura,  made  the  diagnosis  clear. 
The  histologic  picture  of  the  biopsy  was  quite  com- 
patible with  this  diagnosis. 

Early  in  the  course  of  the  child’s  illness  hemor- 
rhagic chickenpox,  smallpox,  coxsackie  A'®  infection, 
and  Rocky  Mountain  spotted  fever  were  considered. 
In  fact,  the  absence  of  descriptions  of  bullous  lesions 
in  anaphylactoid  purpura  led  us  away  from  this  diag- 
nosis, although  the  history  and  the  joint  and  abdominal 
findings  were  highly  suggestive.  Late  in  the  course  of 
the  illness,  it  becomes  very  clear  that  the  picture  was 
that  of  anaphylactoid  purpura.  The  laboratory  data 
did  not  support  the  other  diagnostic  possibilities. 

Summary 

1.  In  anaphylactoid  purpura,  the  typical  skin  mani- 
festations are  urticarial,  macular,  and  maculopapular. 
Flowever,  patients  can  present  with  a pox-like  eruption 
with  umbilication,  as  our’s  did. 

2.  Our  patient’s  skin  lesions  showed  the  same  his- 
tologic features  as  those  which  have  been  described  in 
the  typical  non-vesicular  lesions  of  anaphylactoid  pur- 
pura. 

I am  indebted  to  Dr.  Haeberle,  of  Russell,  Kentucky, 
for  referring  the  case  to  UKMC,  and  also  Dr.  Kenneth 
L.  Herrimann,  Communicable  Disease  Center,  Labora- 
tory Branch,  Atlanta,  Georgia,  for  helping  with  viral 
studies.  I am  also  indebted  to  Dr.  Duane  Tweeddale 
for  his  interpretation  of  the  biopsy  specimen  and  to 
Dr.  Phillip  Holland  for  help  in  preparing  the  manu- 
script. 
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Medcap 

George  F. 


to  Phou  Myt 

Brockman,  M.D. 


Greenville,  Ky. 


WHEN  circumstances  permit  the  medics  of 
the  Vietnamese  Popular  Forces,  correspond- 
ing more  or  less  to  the  U.S.  National  Guard 
on  active  duty,  organize  expeditions  for  the  pro- 
vision of  medical  care  to  isolated  villages.  Tremendous 
stocks  of  a few  medications  are  carried  out  to  the 
village  for  a sick  call,  which  is  attended  by  the  U.S. 
hospital  corpsmen  who  are  counterparts  of  the 
Vietnamese  medics. 

Sergeant  Carroll,  of  Military  Advisory  Command, 
Vietnam,  came  for  me  at  eight.  His  jeep  was  sand- 
bagged against  mines  and  loaded  with  medical  sup- 
plies. Sergeant  Slaton,  (formerly  of  Madisonville), 
an  engineer,  was  accomplishing  double  duty  by  riding 
shotgun  and  inspecting  the  public  works  of  the  village. 

We  proceeded  over  a well-secured  highway  to  Thu 
Thua,  district  headquarters.  Here  we  acquired  two 
Vietnamese  corpsmen.  Sergeant  Spaulding,  the  sub- 
sector medic,  and  two  female  VN  civilian  health 
workers.  These  came  with  their  own  Jeep,  and  an 
additional  gunnery  sergeant,  with  his  assistants,  added 
fire-power.  By  nine  a.m.  the  morning  sweep  had 
reported  the  road  clear  to  Phou  My. 

The  road  was  typical  secondary  road,  but  with 
one  almost  impassable  (even  for  four-wheel  drive 
Jeeps)  mud  hole.  With  everyone  pushing  in  turn, 
we  got  them  through  for  the  last  two  miles.  Phou 
My  is  on  detailed  maps  only,  but  it  is  on  the 
bank  of  a navigable  canal.  It  is  the  last  outpost, 
as  the  far  shore  of  the  canal  is  Zone  D,  conceded 
to  the  Viet  Cong.  Our  road  had  been  through  Zone 
C — classified  as  usually  belonging  to  the  Viet  Cong, 
unless  we  care  to  make  the  effort,  as  today,  of 
assuming  control  of  a local  area. 

Phou  My  looks  like  the  pictures  of  the  isolated 
pacified  villages.  There  is  a very  thorough  belt  of 
barbed  wire,  with  carefully  designed  access  road. 


f Doctor  Brockman,  speaker  of  the  KM  A House  of 
Delegates,  recently  spent  two  months  in  Vietnam  as 
a member  of  a voluntary  medical  team  providing 
medical  care  to  the  civilian  population  of  that  coun- 
try, serving  under  the  auspices  of  Project  Vietnam. 
This  account  of  one  day’s  events  written  by 
Doctor  Brockman  during  his  stay.  The  Editors  of 
The  Journal  feel  that  it  will  be  of  interest  to  all 
KMA  members. 
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channelling  incoming  traffic  into  enfiladed  machine 
gun  posts. 

Everybody  and  his  brother  were  there  to  welcome 
us.  The  medics  established  a dispensary  in  an  aban- 
doned house,  and  for  four  hours  were  swarmed  by 
over  250  men,  women  and  children.  Their  medica- 
tion included  U.S.  Army  diarrhea  pills,  worm  medi- 
cine, and  some  antibiotics,  with  a little  store  of  ear 
drops,  and  a large  store  of  soap.  Their  most  popular 
business  was  with  vitamin  pills,  also  available  in 
large  quantity  through  the  donation  of  a native 
magnate  at  Tan  An.  In  view  of  the  crowd,  they  ap- 
portioned not  over  10  doses  of  medicine  to  any  one 
patient. 

The  most  impressive  single  treatable  condition  was 
chronic  otitis  media  in  children.  The  medics  report 
that  it  is  always  present,  even  though  the  area  is 
strictly  tropical.  Treatment  is  cleansing,  antibiotic 
ear  drops,  penicillin  by  injection,  and  oral  antibiotics, 
which  should  be  quite  effective. 

War  injuries  were  the  most  important  part  of  the 
clinic  for  the  physician.  Two  well-healed  gunshot 
wounds  of  the  femur  were  found  to  have  been  fol- 
lowed by  poor  functional  results,  apparently  because 
of  the  constant  pressure  on  hospital  beds  caused  by 
the  constant  influx  of  fresh  casualties.  We  reinforced 
the  instructions  of  the  medics  with  reference  to  re- 
habilitation physical  therapy.  If  they  can  exert  the 
self-discipline  to  carry  out  the  simple  exercises  pre- 
scribed, they  should  secure  excellent  functional  re- 
sults .Little  could  be  offered,  however,  for  a chronic 
purulent  sinus  secondary  to  a mortar  fragment 
wound  of  the  maxilla.  We  gave  him  a tremendous 
dose  of  penicillin,  and  a week  of  broad-spectrum 
antibiotics. 

There  was  no  shortage  of  truly  sick  children. 
One  child  had  empyema  following  a measles  pneu- 
monia, and  I doubt  that  our  three  days’  prescription 
for  intensive  treatment  will  alter  the  outcome.  One 
emaciated  infant,  with  moderate  chronic  jaundice 
and  bilateral  cataracts,  brought  back  some  vague 
memories  of  diseases  due  to  inborn  errors  of  metabo- 
lism, but  I feel  sure  a pediatrician  would  not  have 
altered  the  probable  course  of  the  disease  with  the 
tools  at  hand. 

While  the  sick,  lame  and  lazy  were  on  hand  at 
the  dispensary,  the  well,  or  the  treated,  were  hanging 
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from  the  rafters  in  a straw-thatched  hut  that  had 
been  darkened  for  the  projection  of  a Walt  Disney 
animated  cartoon  on  the  spread  of  hook-worm.  The 
four  o’clock  audience  of  the  TV  cartoon  hour  is 
no  more  attentive. 

The  most  outstanding  part  of  the  performance 
was  given  by  the  Army  medical  sergeants.  While 
every  effort  is  made  to  have  the  show  as  a Vietna- 
mese one,  the  medics  are  encouraged  to  attend  to 
help  in  the  education  of  their  Vietnamese  counter- 
parts. The  medics  I was  with  were  well  experienced 
with  nasty  combat  casualties  and  death.  This  did  not 
prevent  their  use  of  a truly  maternal  gentleness  in 
cleansing  the  dirty  ear  of  a screaming  child  for  a 
foreign  body,  in  the  95-degree  temperature  of  a 
thatched  hut  filled  with  clamoring  Vietnamese. 

Sick  call  was  completed  when  the  medications 
were  exhausted,  not  when  the  last  patient  had  been 
treated.  The  total  number  treated  was  something 
over  250. 

Because  Phou  My  is  literally  at  the  end  of  the 
road,  our  return  was  by  necessity  over  the  same 
route.  This  is  regarded  as  poor  maneuvering  for 
Zone  C,  as  the  Viet  Cong  also  know  that  what 
goes  out  must  come  in  by  the  same  route,  and 
have  many  times  mined  and  ambushed  parties  such 
as  ours  on  the  return  trip.  Our  return  was  uneventful. 


except  that  the  sub-sector  commander,  concerned  be- 
cause we  had  not  returned  as  soon  as  planned,  had 
stuck  in  the  same  mud-hole  that  had  bothered  us 
on  our  way  out.  With  only  a private  as  help,  he 
had  lacked  the  manpower  to  push  through,  and 
found  himself  immobilized  in  unfriendly  territory.  In 
getting  his  vehicle  out  of  trouble,  our  clustering  of 
four  Jeeps  attracted  a couple  of  casual  and  ineffectual 
sniper  shots,  which  served  to  expedite  the  manhandl- 
ing of  the  vehicles. 

The  physician  on  such  an  expedition  as  this  may 
well  feel  that  he  personally  has  contributed  little 
to  the  care  of  patients  or  to  the  shortening  of  the 
war.  He  may  have  been  able  to  help  the  sergeants 
a little  in  their  thinking  about  pediatrics,  and  some 
of  the  combat  cripples  may  persist  in  their  rehabili- 
tation. But  with  no  diagnostic  or  therapeutic  backup, 
what  is  three  days  of  medication  worth  to  the  as- 
sortment of  disease  he  saw?  Some  of  the  ears  will 
fortunately  heal,  possibly  a pneumonia  or  two  will 
make  it  because  they  happened  to  be  ill  at  the  time 
medicine  was  available.  The  total  medical  accom- 
plishment is  little.  But  Vietnamese  and  American, 
civilian  and  medical,  all  unite  in  feeling  that  the 
offering  of  even  a little  medical  care  to  a people 
who  have  never  had  any  is  winning  the  minds  of 
the  populace  from  the  Communists  with  a weapon 
they  cannot  match. 


Plan  Now  to  Attend 

KMA  1966  Interim  Meeting 

April  13  and  14,  DuPont  Lodge,  Cumberland  Falls 
Program  highlights  are: 

• Panel  on  Utilization  Review 

• Labor  Looks  at  Prepayment 

• How  Medicare  Will  Operate 

• The  Appalachian  Commission^ s 
Health  Objectives 

• Medicine’s  Role  in  ’66 
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To  Upgrade  Health  Legislation 


ON  DECEMBER  20th,  1965  the  Jefferson 
County  Medical  Society  had  its  usual 
social  meeting  featuring  a dinner  to 
which  the  wives  of  all  members  were  invited, 
and  a program  of  entertainment  offered  by 
the  Medical  Auxiliary.  To  this  function  were 
invited  all  State  Legislators  of  the  Third  Dis- 
trict with  their  wives.  Individual  County  So- 
ciety Members  and  their  wives  acted  as  host 
and  hostess  for  the  visiting  couples.  This  proved 
to  be  a very  informative  and  stimulating  ex- 
perience for  all  concerned. 

It  was  a real  pleasure  to  have  an  evening 
with  the  Senators  and  Representatives  from 
our  district,  to  meet  their  wives,  and  to  discuss 
matters  of  mutual  local  interest.  We  found 
these  elected  officials  to  be  generally  men  of 
character,  education  and  refinement  who  had 
offered  their  services  to  the  Civil  Government 
at  personal  sacrifice  of  time  and  income  in 
their  respective  businesses  and  professions. 
This  group  of  seven  Senators  and  17  Repre- 
sentatives did  not  include  a single  physician. 
Maybe  we  should  be  a little  ashamed  that  men 
of  achievement  and  stature  from  many  other 
walks  of  life  have  been  more  generous  in  of- 
fering their  services  to  the  state  than  have  we. 

Among  the  138  members  of  the  1966  Ken- 
tucky General  Assembly — 38  Senators  and 
100  Representatives — there  are  one  physician, 
one  dentist,  one  pharmacist  and  one  chiroprac- 
tor. This  is  a poor  representation  of  the  healing 
professions  when  so  much  of  the  proposed 
legislation  affects  the  health  and  general  wel- 
fare of  our  people.  We  are  very  proud  of 
Doctor  Mitchell  Denham  from  Maysville  for 
his  six  years  of  devoted  service  and  for  the 
stature  he  has  attained  as  an  effective  legisla- 
tor. We  recall  the  splendid  service  of  Doctor 
Shields  from  Shelbyville,  Doctor  Johnson  from 
Pikeville  and  Doctor  Sanders  from  Dorton  who 
during  the  past  20  years  have  so  well  con- 


cerned themselves  with  matters  of  health  legis- 
lation. 

The  medical  profession  is  better  represented 
in  our  Federal  than  in  our  State  Government. 
We  are  happy  and  proud  to  have  Doctor  Tim 
Carter  from  Tompkinsville  honoring  us  in 
Washington.  Physicians  are  well  educated,  civ- 
ic minded  and  effective  in  all  forward-looking 
local  and  state  matters,  but  unfortunately  they 
are  seldom  politically  inclined.  That  is  to  be 
regretted.  It  is  true  that  the  demands  on  their 
time  are  great  and  they  are  engaged  in  work 
that  they  and  their  clientele  regard  as  more 
urgent  and  important  than  politics  or  the  desire 
to  hold  office  or  shape  legislation.  With  so 
much  which  pertains  to  health  before  every 
assembly  or  Congress  for  consideration  perhaps 
we  should  make  a reappraisal  of  our  obliga- 
tions— more  physicians  may  well  offer  them- 
selves for  elective  offices. 

To  have  wider  interest  in  health  legislation 
and  to  be  in  a better  position  in  providing  in- 
formation to  our  legislators,  K.M.A.  has  this 
year  undertaken  a systematic  legislative  con- 
tact system  through  key  men  in  every  district 
and  county.  To  each  Senator  and  Representa- 
tive is  assigned  a physician  from  his  own  lo- 
cality, preferably  an  acquaintance  and  friend 
and,  when  possible,  a member  of  the  same 
political  party.  Hopefully  a physician  so  as- 
signed is  at  the  service  of  his  Senator  or  Repre- 
sentative to  offer  or  furnish  information  and 
medical  opinion  relating  to  any  pertinent  issue. 
The  same  type  of  service  is  offered  to  our  na- 
tional Senators  and  Representatives. 

John  C.  Ouertermous,  M.D.,  of  Murray,  is 
chairman  of  the  National  and  J.  Campbell 
Cantrill,  M.D.,  of  Georgetown  of  the  State 
Committee.  Additional  members  of  the  Coun- 
cil on  Legislative  Activities  are:  B.  B.  Baugh- 
man, M.D.,  Frankfort;  Daryl  P.  Harvey,  M.D., 
Glasgow;  Hoyt  D.  Gardner,  M.D.,  Louisville; 
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Gabe  A.  Payne,  M.D.,  Hopkinsville;  and 
David  B.  Stevens,  M.D.,  Lexington.  A key 
man  is  appointed  for  every  Senatorial  and 
Representative  District — and  a physician  to 
each  individual  legislator. 

Admittedly  this  is  a large,  rather  loosely  co- 
hesive and  somewhat  cumbersome  vehicle 
through  which  to  influence  legislation,  and  will 
be  effective  only  to  the  extent  that  the  partici- 
pating physicians  are  alert  and  energetic.  It 
could  be  greatly  helped  also  by  those  who  are 
not  assigned  as  key  men  but  who  have  ac- 
quaintances in  the  legislatures  and  a knowledge 
of  and  active  interest  in  the  issues  at  stake. 
The  planning  and  organization  thus  far  show 
promise  of  good  returns. 

There  is  now  before  Congress  a bill,  HR 
5191,  which  if  passed  into  law  would  seriously 
handicap  experimentation  and  research  in  all 
medical  schools  and  laboratories  for  medical 
investigation.  Some  intent  of  this  bill  we  ap- 
prove, but  if  enacted  in  its  present  state  it 
would  be  an  impediment  to  progress.  Our 
Council  on  Medical  Activities  after  due  study 
has  decided  to  oppose  the  measure  and  to  use 
our  established  channels  to  inform  our  Senators 
and  Representatives  in  the  United  States  Con- 


Senior 

Preparations  are  now  being  com- 
pleted for  the  presentation  of  this  year’s 
annual  KMA  Senior  Day  Programs.  This 
marks  the  twelfth  consecutive  year  that  KMA 
has  sponsored  this  program  for  the  University 
of  Louisville  senior  medical  students  and  the 
third  annual  program  for  senior  medical  stu- 
dents at  the  University  of  Kentucky.  These 
programs  would  not  have  enjoyed  the  success 
they  have  without  the  much  appreciated  co- 
operation of  the  local  medical  schools  and 
county  medical  societies. 

Each  year  a number  of  Kentucky  physicians 
take  two  entire  days  from  their  already 
crowded  schedules  to  participate  in  the  tradi- 
tional KMA  Senior  Day  Programs.  Realizing 
that  great  challenges  face  the  new  M.D.  after 
his  years  of  studying  and  schooling,  partici- 
pants in  the  Senior  Day  Program  strive  to 
assist  the  senior  students  in  this  transition  from 


gress  of  the  unfavorable  consequences  of  its 
passage. 

It  is  too  early  to  know  what  measures  af- 
fecting health  will  be  proposed  in  our  1966 
State  legislature.  Some  that  are  anticipated  are 
the  Nurses  Bill,  a Coroners  Bill,  a Pharmacy 
Bill,  a Restaurant  Bill,  and  measures  affecting 
P.K.U.  detection  tests,  garbage  disposal,  sew- 
age, air  and  water  pollution.  So  far  as  infor- 
mation can  be  had  relative  to  these  and  other 
measures  not  yet  defined,  it  will  be  studied 
carefully  and  a constructive  opinion  formed 
from  which  our  position  as  guardians  of  health 
may  be  made  known  to  our  legislators. 

Mr.  Gilbert  Armstrong  is  our  official  repre- 
sentative in  Frankfort,  and  it  is  pnncipally 
through  him  and  his  aides  that  we  must  hope 
to  have  adequate  advance  information. 

For  too  long  we  as  physicians  have  been 
relatively  insensitive  to  legislation  in  the  mak- 
ing. Influence  if  at  all  effective  must  be  exerted 
there.  It  would  be  well  for  us  all,  key  men  or 
not,  to  be  intelligently  alert  to  whatever 
changes  are  proposed  and  to  help  wherever  we 
can  in  procuring  the  best  type  of  health  legis- 
lation for  our  people. 

Sam  a.  Overstreet,  M.D. 


Day 

the  academic  phase  of  medicine  to  the  early 
stage  of  actual  clinical  practice. 

Much  time  and  effort  has  been  spent  secur- 
ing competent  speakers  who  present  appropri- 
ate material  which  has  been  found  to  be  so 
helpful  in  the  past.  Among  the  presentations 
medical  students  in  the  two  schools  will  hear 
are  “Where  You  Practice,”  “Human  Equation 
in  Medical  Practice,”  “The  Mechanics  of  Set- 
ting Up  a Practice.”  The  student  will  also  learn 
of  his  civic  and  legislative  responsibility. 

Since  this  is  one  of  the  first  exposures  of  the 
medical  student  to  organized  medicine  and  its 
rule  in  the  profession  and  society,  the  Senior 
Day  Programs  have  proved  to  be  of  substantial 
educational  value.  We  wish  to  express  our  full 
appreciation  to  all  those  KMA  members  who 
are  contributing  to  these  worthwhile  programs. 

All  KMA  members  are  invited  to  attend. 

Fred  C.  Rainey,  M.D.,  Chairman 
KMA  Senior  Day  Committee 
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Utilization  Review  Discussion 
Slated  for  Interim  Meeting 

How  Utilization  Review  committees  will  oper- 
ate under  PL  89-97  will  be  the  opening  and  one  of 
the  top  features  of  the  16th  Annual  Interim  Meeting 
to  be  held  at  DuPont  Lodge,  Cumberland  Falls,  April 
13  and  14. 

According  to  KMA  president  Everett  H.  Baker, 
M.D.,  Louisville,  this  matter  will  be  explored  by  a 
panel  composed  of  top  officials  of  the  Social  Security 
Administration,  a former  president  of  the  Kentucky 
Hospital  Association,  a highly  knowledgeable  execu- 
tive of  Blue  Shield,  and  an  authority  from  the  AMA’s 
Council  on  Medical  Services. 

The  following  morning,  nationally  recognized  ex- 
perts ■will  consider  the  high  points  of  PL  89-97  (Medi- 
care) and  voluntary  prepayment  plans  as  viewed  by 
labor. 

The  program  committee,  since  the  conference  is  to 
be  held  in  the  Appalachian  region,  will  have  two  short 
presentations  on  the  Appalachian  Regional  Health 
Commission  and  its  objectives.  These  will  be  followed 
by  an  hoiu-long  question  and  answer  session. 

The  conference  theme  is  the  role  of  medicine  in 
1966.  This  also  will  be  the  subject  of  the  closing 
luncheon  speech  by  James  Z.  Appel,  M.D.,  Lancaster, 
Pa.,  president  of  the  AMA,  Doctor  Baker  said. 

The  medical  participant  on  the  Wednesday  eve- 
ning panel  will  be  George  W.  Slagle,  M.D.,  of  Battle 
Creek,  Mich.,  a member  of  the  AMA  Council  on 
Medical  Services  and  vice-chairman  of  its  Committee 
on  Insurance  and  Prepayment  Plans. 

A member  of  the  AMA  Advisory  Committee  on 
Physician  Participation  to  the  Social  Security  Ad- 
ministration since  October,  1965,  Doctor  Slagle  is  a 
former  president  of  the  Michigan  State  Medical  So- 
ciety and  has  been  a member  of  the  Board  of  Direc- 
tors of  the  Michigan  Society  of  Internal  Medicine 


since  1962.  He  is  also  chairman  of  the  Board  of 
Governors  of  the  University  of  Michigan  Medical 
Center  Alumni  Society. 

Presenting  the  objectives  of  the  Appalachian  Re- 
gional Commission  on  Thursday  morning  will  be 
Robert  R.  Huntley,  M.D.,  Washington,  D.C.,  co-di- 
rector  of  the  staff  of  the  Health  Advisory  Committee 
of  the  Commission.  Doctor  Huntley  has  held  this 
post  since  last  October. 

He  is  an  assistant  professor  in  preventive  medicine 
and  medicine  at  the  University  of  North  Carolina, 
and  a 1951  graduate  of  the  Bowman  Gray  School  of 
Medicine.  Doctor  Huntley  is  a member  of  a number 
of  medical  societies,  including  the  American  Federa- 
tion for  Clinical  Research  and  the  Association  of 
Teachers  of  Preventive  Medicine. 


KMA  Announces  Program  Plans 
For  Med  School  Senior  Days 

KMA  Senior  Day  Programs  will  be  held  again  this 
year  for  the  University  of  Louisville  senior  medical 
students  on  March  21  and  the  University  of  Kentucky 
medical  students  April  12,  Fred  C.  Rainey,  M.D., 
Elizabethtown,  Senior  Day  Committee  Chairman,  an- 
nounced recently. 

Doctor  Tom  Haggai,  a minister  from  High  Point, 
North  Carolina,  will  be  the  principal  speaker  at  the 
University  of  Louisville  program,  according  to  Doctor 
Rainey.  Other  presentations  will  be  made  by  KMA 
members  and  officers,  who  will  also  speak  at  the 
University  of  Kentucky  event.  Further  details  con- 
cerning Doctor  Haggai  and  his  presentation  will  be 
presented  in  the  March  issue  of  The  KMA  Journal. 

This  year’s  program  at  the  University  of  Louisville 
will  be  the  twelfth  presented  at  the  school  by  KMA 
in  cooperation  with  the  Jefferson  County  Medical 
Society  and  the  School  of  Medicine. 

The  Third  Annual  Senior  Day  Program  at  the 
University  of  Kentucky  will  be  presented  by  KMA, 
cooperating  with  the  UK  College  of  Medicine  and  the 
Fayette  County  Medical  Society.  Both  programs  will 
close  with  a dinner  for  the  seniors.  Doctor  Rainey 
said  the  cooperation  of  the  medical  schools  and  coun- 
ty medical  societies  make  a valuable  contribution  to 
this  program  and  is  appreciated  by  the  KMA  Senior 
Day  Committee. 


KMA  Lists  Two  New  Members 

Two  physicians  from  Boone  County  are  new 
members  of  KMA,  according  to  membership  records 
dated  December  16.  They  are  Glenn  F.  Baird,  M.D., 
Florence,  and  John  D.  Ammon,  M.D.,  Hebron. 
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Dental  Insurance  Corporation 
Formation  Readied  by  KDA 

A dental-insurance  plan,  similar  to  Blue  Shield,  will 
soon  be  offered  to  Kentuckians  as  the  result  of  the 
formation  of  the  Kentucky  Dental  Service  Corpora- 
tion (KDSC)  by  the  Kentucky  Dental  Association, 
it  was  announced  recently  by  A.  B.  Coxwell,  D.M.D., 
executive  secretary  of  KDA. 

Doctor  Coxwell  said  that  the  Association  is  now 
awaiting  approval  from  the  Kentucky  Commissioner 
of  Insurance  of  its  application  to  form  the  corpora- 
tion, which  is  similar  to  those  already  in  operation  in 
several  states.  Basically  a service  plan,  KDSC  will 
for  the  time  being  offer  only  group  prepaid  plans.  It 
is  expected  that  individual  policies  will  be  offered 
later,  when  the  dental  service  plan  gains  more  ex- 
perience. 

Dental  services  to  be  made  available  will  range 
from  “Basic  Preventive  Dentistry”- — fillings,  x-rays, 
cleanings,  and  extractions,  to  “Comprehensive  Dentis- 
try”— crowns,  bridges,  surgery,  and  plates.  Premiums 
on  the  basic  dentistry  policy.  Doctor  Coxwell  esti- 
mated, will  be  about  $6  per  month  for  a family. 

In  order  to  ensure  availability  of  services,  law  re- 
quires that  51  per  cent  of  the  dentists  in  a county 
must  agree  to  participate  in  the  plan.  Doctor  Coxwell 
said  that  approximately  97  per  cent  of  the  dentists  in 
Kentucky  have  indicated  that  they  will  support  the 
plan. 

The  KDSC,  a nonprofit,  nonstock  corporation,  will 
operate  separately  from  the  Kentucky  Dental  Asso- 
ciation, and  will  have  a separate  board  of  trustees 
composed  of  14  dentists  and  seven  laymen.  It  is  ex- 
pected that  dental  care  in  the  state  will  double  when 
insurance  is  made  available  to  more  people. 

KMA  Key  Man  Orientation  Course 
Held  Jan.  12  at  Louisville 

Attendance  at  the  KMA  Legislative  Key  Man  Ori- 
entation program  Wednesday,  January  12  at  Louisville 
was  described  as  exceptionally  good  by  the  co-chair- 
men of  the  KMA  Council  on  Legislative  Affairs. 
John  C.  Quertermous,  M.D.,  Murray,  is  chairman  for 
National  Affairs,  and  J.  C.  Cantrill,  M.D.,  George- 
town, is  chairman  for  State  Affairs. 

The  morning  program  was  devoted  to  an  explana- 
tion of  the  new  expanded  Legislative  Key  Man  book- 
let, and  to  a discussion  of  legislation  that  had  been  or 
probably  will  be  introduced  at  the  1966  Kentucky 
General  Assembly. 

The  conference  was  concluded  with  a stimulating 
talk  by  Ernest  B.  Howard,  M.D.,  assistant  executive 
vice-president  of  the  AMA,  Doctor  Quertermous  said. 
Doctor  Howard  gave  a penetrating  discussion  of  the 
legislative  climate  we  now  face  and  made  suggestions 
for  effective  participation  by  Key  Men  in  influencing 
enactment  of  legislation  in  the  public  interest.  (See 
editorial  on  page  149.) 

SE  Surgical  Congress  to  Meet 

A number  of  distinguished  national  medical  authori- 
ties will  speak  at  the  annual  session  of  the  Southeast- 


ern Surgical  Congress  February  28-March  3 at  the 
Marriott  Motor  Hotel  in  Atlanta,  according  to  J. 
Duffy  Hancock,  M.D.,  Louisville,  councillor  for 
Kentucky. 

Doctor  Hancock  announced  that  several  symposia 
will  be  presented  as  a part  of  the  separate  programs 
planned  for  physicians  and  nurses. 

Seventh  Trustee  District  Plans 
Program  of  Feb.  23  Meeting 

The  Seventh  Trustee  District  of  KMA,  comprised 
of  ten  counties  in  the  north  central  section  of  the 
state,  will  hold  its  district  meeting  on  Wednesday, 
February  23,  according  to  Donald  Chatham,  M.D., 
Shelbyville,  trustee  for  that  district. 

KMA  president  Everett  H.  Baker,  M.D.,  will  share 
the  program  with  Richard  F.  Greathouse,  M.D.,  Louis- 
ville, secretary  of  the  Kentucky  Educational  Medical 
Political  Action  Committee.  The  meeting  will  be  held 
at  the  historic  Science  Hill  Restaurant  in  Shelbyville, 
formerly  a well-known  girls’  preparatory  school. 

Doctor  Baker’s  subject  will  be  “The  Physician  in 
1966”.  Doctor  Greathouse’s  topic  will  be  “KEMPAC’s 
Opportunities  in  ’66”. 

Doctor  Chatham  said  he  was  arranging  other  fea- 
tures which,  it  was  felt,  would  be  attractive  to  the 
wives  of  physicians.  Individual  invitations  have  been 
sent  to  members  of  the  Seventh  Trustee  District. 

M.D.s  Alerted  to  Law  Change 
Regarding  Drug  Records 

The  attention  of  KMA  members  is  directed  toward 
the  provisions  of  Public  Law  89-74,  which  became 
effective  February  1,  1966.  The  purpose  of  the  law 
is  to  curb  drug  abuse  through  the  curtailment  of 
illicit  drug  traffic. 

According  to  C.  Joseph  Stetler,  president  of  the 
Pharmaceutical  Manufacturers  Association  and  former 
counsel  of  the  AMA,  there  has  been  some  confusion 
as  to  what  records  a physician  must  keep.  Putting  it 
simply,  he  says,  “They  are  not  required  to  keep  rec- 
ords as  a consequence  of  this  law  unless,  in  the  course 
of  their  practice,  they  dispense  the  drugs  referred  to 
and  charge  for  them.” 

According  to  Mr.  Stetler,  the  precise  wording  of  the 
Act  relating  to  record-keeping  follows:  “The  provi- 
sions of  paragraphs  (1,  Records)  and  (2,  Inspection) 
of  this  subsection  shall  not  apply  to  a licensed  prac- 
titioner . . . with  respect  to  any  depressant  or  stimu- 
lant drug  received,  prepared,  processed,  administered, 
or  dispensed  by  him  in  the  course  of  his  professional 
practice,  unless  such  practitioner  regularly  engaged  in 
dispensing  any  such  drug  or  drugs  to  his  patients  for 
which  they  are  charged,  either  separately  or  together 
with  charges  for  other  professional  services.” 

Ky.  Ob-Gyn  Society  to  Meet 

The  Kentucky  Obstetrical  and  Gynecological  So- 
ciety will  hold  its  annual  meeting  April  14-16  at  the 
Netherland-Hilton  Hotel  in  Cincinnati,  according  to  a 
recent  announcement.  Panel  discu.ssions  and  individ- 
ual papers  will  be  presented  by  members  and  guest 
speakers.  Further  information  will  appear  in  later 
issues  of  The  Journal. 
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An  antibiotic 
of  choice 
is  one  that  works 

TAO  works 

— “v^ ■ 


Susceptibility  Results 
Staphylococci  ^ ^ ^ 


# OF  CULTURES  YEAR  % EFFECTIVE 


6,725  1962  88.6% 

5,440  1963  88.0% 

10,384  1964  88.5% 


y^-Hemolytic  Streptococci  ^ ^ ^ 


2,448  1962  89.5% 

1,519  1963  95.2% 

2,492  1964  96.7% 


The  Product 

In  a world  study  of  antibiotics  in  vitroK  TAO  had  an  over- 
all effectiveness  of  87.3%,  higher  than  chloramphenicol 
and  erythromycin,  and  significantly  higher  than  tetracy- 
cline and  penicillin. 

The  Plus... Consistent  Performance 

Yet  antibiotics  must  not  only  work.  They  must  work  con- 
sistently. Here  are  the  results  from  the  largest  study  of 
microbial  susceptibility  ever  undertaken.  In  29,048  cul- 
tures of  overt  staphylococcal  and  ^-hemolytic  streptococ- 
cal infections,  note  the  consistency  of  results  with  TAO. 


TAO 

[triacetyloleandomycin] 


J.  B,  Roerlg  and  Company,  New  York,  New  York  10017 

Division,  Chas.  Pfizer  & Co.,  Inc.,  Science  for  the  World’s  Well-Being " 


TAO  Rx  information 

Indications:  The  bacterial  spectrum  includes:  streptococci,  staphy- 
locci,  pneumococci  and  gonococci.  Recommended  for  acute, 
severe  infections  where  adequate  sensitivity  testing  has  demon- 
strated susceptibility  to  this  antibiotic  and  resistance  to  less  toxic 
agents.  Contraindications  and  Precautions:  TAO  (triacetyloleandomycin)  is  not  recommended  for  prophylaxis  or  in  the  treatment  of  infectious  processes 
which  may  require  more  than  ten  days  continuous  therapy.  In  view  of  the  possible  hepatotoxicity  of  this  drug  when  therapy  beyond  ten  days  proves 
necessary,  other  less  toxic  agents,  of  course,  should  be  used.  If  clinical  judgement  dictates  continuation  of  therapy  for  longer  periods,  serial  monitor- 
ing of  liver  profile  is  recommended,  and  the  drug  should  be  discontinued  at  the  first  evidence  of  any  form  of  liver  abnormality.  It  is  contraindicated  in 
pre-existing  liver  disease  or  dysfunction,  and  in  individuals  who  have  shown  hypersensitivity  to  the  drug.  Although  reactions  of  an  allergic  nature  are 
infrequent  and  seldom  severe,  those  of  the  anaphylactoid  type  have  occurred  on  rare  occasions.  References:  1.  Isenberg,  Henry  D.:  Health  Laboratory 
Science  2:163-173  (July)  1965.  2.  Fowler,  J.  Ralph  et  al:  Clinical  Medicine  70:547  (Mar.)  1963.  3.  Isenberg,  Henry  D.:  Health  Laboratory  Science 
1:185-256  Uuly-Aug.)  1964. 
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Three  KMA  Trustee  Districts  Set 
Annual  Meetings  for  April 

Three  KMA  trustee  district  meetings  have  been 
scheduled  for  the  month  of  April,  according  to  in- 
formation on  record  at  press  time. 

The  Thirteenth  District  will  hold  its  meeting  April 
5 at  Ashland,  Walter  L.  Cawood,  M.D.,  Ashland, 
district  trustee,  has  announced. 

The  meeting  of  the  Eighth  District  will  be  held  at 
Covington  on  April  7,  according  to  an  announcement 
by  W.  Donald  Janney,  M.D.,  Covington,  trustee  for 
that  district. 

A meeting  of  the  Fifth  District,  to  be  held  in  con- 
junction with  that  of  the  Jefferson  County  Medical 
Society  at  the  Medical  Arts  Building  in  Louisville  on 
April  18,  is  being  planned  by  A.  O.  Miller,  M.D., 
Fifth  District  trustee,  and  Hoyt  D.  Gardner,  M.D., 
JCMS  president. 

Members  of  each  district  will  receive  individual 
invitations  to  their  respective  meetings  several  weeks 
before  the  meeting. 

Diabetes  Association  to  Sponsor 
Camp  for  Diabetic  Children 

The  Kentucky  Diabetes  Association  will  sponsor 
its  first  camp  for  diabetic  children  at  Kentucky  Lake 
in  August  of  this  year,  James  Robert  Hendon,  M.D., 
Louisville,  camp  committee  chairman,  has  announced. 

Youngsters  from  Kentucky  and  surrounding  states 
will  be  accepted  for  a fee  which  has  not  yet  been 
determined.  Doctor  Hendon  said.  The  age  range  will 
be  from  9 to  15  years.  Two  two-week  sessions,  one 
for  boys  and  one  for  girls,  are  being  planned  for 
Camp  Running  Deer  at  Kentucky  Lake.  The  Jefferson 
County  Lay  Diabetes  Society  is  helping  with  ar- 
rangements. 

Other  members  of  the  camp  committee  are  Ben 
Hollis,  M.D.,  Harold  Eskind,  M.D.,  Kenneth  Craw- 
ford, M.D.,  and  Elbert  Christian,  M.D.,  all  of  Louis- 
ville; David  Lewis,  M.D.,  Elizabethtown,  and  C.  C. 
Mabry,  M.D.,  Lexington. 

Application  and  inquiries  should  be  sent  to  camp 
headquarters,  410  Fincastle  Building,  Louisville,  Ky. 
40202. 

Ky.  Surgeons  to  Meet  in  April 

April  8 and  9 are  the  dates  of  the  scientific 
program  of  the  Kentucky  Chapter,  American  Col- 
lege of  Surgeons  to  be  held  at  Lexington  in  coopera- 
tion with  the  department  of  surgery  at  the  Univer- 
sity of  Kentucky,  Charles  M.  Edelen,  M.D.,  Louis- 
ville, chapter  president,  has  announced.  Ben  Eise- 
man,  M.D.,  chairman  of  the  department  at  U.  of  K., 
is  in  charge  of  the  Friday  program. 

A business  meeting  beginning  at  8:00  p.m.  the 
evening  of  April  7 will  precede  the  scientific  pro- 
gram, which  ends  at  noon  on  Saturday.  Featured 
as  guest  speakers  on  the  program  will  be  William 
A.  Altemeier,  M.D.,  professor  and  head  of  the  de- 
partment of  surgery  at  the  University  of  Cincinnati; 
J.  William  Hillman,  M.D.,  chief  of  orthopedic  sur- 
gery at  Vanderbilt;  and  C.  B.  Mueller,  M.D.,  chair- 


man of  the  department  of  surgery  at  the  State  Uni- 
versity of  New  York  Upstate  Medical  Center  at 
Syracuse. 

Conference  on  Medical  Education 
Held  at  Park  Mammoth  Resort 

Approximately  60  physicians  representing  KMA 
and  Kentucky’s  two  Medical  schools  attended  the 
January  21-23  Conference  on  Medical  Education  held 
at  Park  Mammoth  Resort,  Henry  B.  Asman,  M.D., 
Louisville,  KMA  secretary  and  general  chairman  of 
the  conference,  reported. 

The  purpose  of  the  meeting  was  to  discuss  mat- 
ters of  mutual  interest  to  KMA  and  the  medical 
schools,  co-sponsors  of  the  conference.  Doctor  Asman 
said.  The  sessions  featured  both  formal  presenta- 
tions and  group  discussions. 

A well-received  discussion  of  the  admission  policies 
of  the  two  schools  was  presented  by  Roy  K.  Jarecky, 

Ed.D.,  associate  dean  of  admissions  at  the  University 
of  Kentucky  College  of  Medicine,  and  Charles  F. 
Wagner,  Ph.D.,  associate  dean  and  director  of  ad- 
missions at  the  University  of  Louisville  School  of 
Medicine.  Kentucky  is  the  second  state  to  sponsor 
such  a conference. 

Lexington  Clinic  Conference 
Scheduled  for  Mar.  31 

“Treatment  of  Convulsive  Disorders”  will  be  the 
topic  of  J.  G.  Rushton,  M.D.,  consultant  in  neurology 
at  the  Mayo  Clinic,  Rochester,  Minn.,  main  guest 
speaker  at  the  Eleventh  Annual  Clinical  Conference 
to  be  held  by  the  Lexington  Clinic  on  March  31. 

Doctor  Rushton’s  paper  will  be  one  of  a series  of 
presentations  on  convulsions  making  up  the  program 
for  the  morning  session,  which  begins  with  registra- 
tion at  8:30  a.m.  The  afternoon  session  will  consist 
of  five  papers  on  various  topics  such  as  “Cardiac 
Pacemakers”,  “Chemotherapy  in  Malignancy”,  and 
“Conception  Control”. 

Hugh  S.  Fulmer,  M.D.,  associate  professor  of  com- 
munity medicine  at  the  University  of  Kentucky  Col- 
lege of  Medicine,  will  speak  at  the  luncheon,  to  be 
held  at  the  Clinic,  on  “The  International  Community 
Medicine  Clerkship  at  the  University  of  Kentucky 
Medical  Center”.  Other  speakers  from  the  College  of 
Medicine,  as  well  as  staff  members  from  the  Lexing- 
ton Clinic,  will  present  papers  during  the  scientific 
sessions. 

Approval  from  the  American  Academy  of  General 
Practice  for  continuation  study  credit  has  been  re- 
quested. 

Dr.  Stewart  Heads  Pathologists 

Wellington  B.  Stewart,  M.D.,  professor  and  chair- 
man of  the  department  of  pathology  at  the  University 
of  Kentucky,  was  installed  as  president  of  the  Ken- 
tucky Society  of  Pathologists  at  its  December  1 1 
meeting  in  Louisville. 

Doctor  Stewart  succeeds  E.  J.  Fadell,  M.D.,  Louis- 
ville. Harold  Resinger,  M.D.,  Lexington,  was  named 
president-elect,  and  John  D.  Allen,  M.D.,  Louis- 
ville, is  secretary-treasurer. 

) 
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Utilization  Review  Committees 
Subject  of  Feb.  17  Program 

Utilization  Review  Committees,  their  formation 
and  functions,  will  be  the  topics  of  an  Institute  co- 
sponsored by  KMA,  the  Kentucky  Hospital  Associa- 
tion, and  Blue  Cross-Blue  Shield  on  February  17  at 
the  Executive  Inn  in  Louisville. 

Vergil  N.  Slee,  M.D.,  director  of  the  Commission 
on  Professional  and  Hospital  Activities,  Ann  Arbor, 
Mich.,  will  discuss  the  Medical  Audit  Program  and 
Professional  Activities  Study  covering  such  subjects 
as  “Utilization  Review  and  Medical  Auditing”. 

Everett  H.  Baker,  M.D.,  Louisville,  KMA  presi- 
dent, and  W.  Leon  Hisle,  Berea,  president  of  the 
Hospital  Association,  will  present  the  viewpoints  of 
their  organizations.  Other  speakers  will  be  representa- 
tives of  the  American  Medical  and  Hospital  As- 
sociations and  Kentucky  Blue  Cross-Blue  Shield, 
whose  names  have  not  been  announced. 

The  institute  is  designed  for  chiefs  of  medical 
staffs,  hospital  administrators,  directors  of  nursing, 
and  chief  medical  record  librarians. 

Sixth  Trustee  District  Meeting 
Held  Jan.  1 1 at  Franklin 

John  C.  Quertermous,  M.D.,  chairman  for  National 
Affairs  of  the  KMA  Council  on  Legislative  Activities, 
was  one  of  the  participants  on  a panel  discussion  fea- 
tured at  the  Sixth  KMA  Trustee  District  Meeting 
January  1 1 at  Franklin,  according  to  Rex  E.  Hayes, 
M.D.,  Glasgow,  district  trustee. 

Other  panelists  on  the  program  prepared  by  Paul  J. 
Parks,  M.D.,  Bowling  Green,  and  L.  F.  Beasley, 
M.D.,  Franklin,  were  the  presidents  of  the  district 
Dental  and  Pharmaceutical  societies. 

Among  important  matters  under  discussion  were 
legislative  developments  relating  to  medicine  in  the 
state  legislative  session.  Doctor  Hayes  said. 

A Growing  Menace — 

Dr.  Wallace  Reports  to  Board 
On  AMA  Conference  on  VD* 

A tactical  maxim  of  military  science  advocates  total 
destruction  of  the  enemy’s  capability  to  resist.  We, 
in  the  health  field,  failed  to  apply  this  principle  in 
our  efforts  to  eliminate  the  problem  of  venereal  dis- 
ease. Because  of  this,  the  incidence  of  infectious  syph- 
ilis has  been  increasing  and  the  disease  threatens  to 
reestablish  itself  as  a major  public  health  problem. 

In  recognition  of  this  threat,  the  American  Medical 
Association’s  Committee  on  Environmental  and  Pub- 
lic Health  with  the  assistance  of  the  U.S.  Public 


*This  report  was  prepared  by  Thomas  S.  Wallace, 
Jr.,  M.D.,  director  of  Health  for  the  Louisville  and 
Jefferson  County  Department  of  Public  Health.  Doc- 
tor Wallace  reported  on  the  .same  subject  to  the  KMA 
Board  of  Trustees  at  the  December  9 Board  meeting. 
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Health  Service  and  the  American  Social  Health  As- 
sociation, conducted  a national  symposium  on  venere- 
al disease  in  November,  1965.  All  three  organizations 
called  for  a broad  educational  campaign  to  inform 
not  only  the  general  public  but  professional  groups 
of  the  problem. 

Two  general  areas  of  activity  were  emphasized  at 
the  symposium:  the  importance  of  educational  efforts 
directed  toward  the  teen-age  population  and  the  en- 
couragement of  reporting  of  infectious  syphilis  by 
physicians  in  order  that  epidemiological  follow-up  can 
be  undertaken.  The  epidemiological  follow-up  is  de- 
signed to  break  the  chain  of  transmission  by  identify- 
ing the  infecting  source  and  other  possible  contact 
cases. 

To  assist  in  teen-age  education,  a programmed 
course  of  instruction  has  been  developed.  This  course 
may  be  presented  in  three  one-hour  sessions  and  is 
designed  for  insertion  into  the  health  courses  provided 
junior  and  senior  high  students.  Further  information 
on  the  program  can  be  obtained  from  your  county 
health  department  or  the  Kentucky  State  Department 
of  Health,  Venereal  Disease  Control,  275  East  Main 
Street,  Frankfort,  Ky. 

Occupational  Health  Program  Set 

The  Second  Annual  Governor’s  Conference  on 
Occupational  Health  will  be  held  on  March  28  at 
the  Brown  Hotel  in  Louisville,  according  to  Gradie  R. 
Rowntree,  M.D.,  Louisville,  Conference  chairman. 
John  E.  Eckerle,  M.D.,  Louisville,  is  program  chair- 
man. 

More  than  200  persons  are  expected  to  register  for 
the  Conference,  Doctor  Rowntree  estimated.  More 
details  on  the  program  will  be  published  in  The 
Journal  when  they  become  available. 

U.K.  to  Hold  Newborn  Seminar 

“A  New  Look  at  the  Newborn”  will  be  the  theme 
of  the  Fourth  Annual  Postgraduate  Seminar  to  be 
presented  by  the  department  of  pediatrics  of  the 
University  of  Kentucky  College  of  Medicine  on  March 
24-26. 

The  seminar  is  primarily  directed  toward  the  prac- 
ticing pediatrician  and  physicians  concerned  with  the 
care  of  the  newborn.  Registration  will  be  limited  to 
40.  A fee  of  $35  will  be  charged.  For  further  infor- 
mation write  to  Warren  E.  Wheeler,  M.D.,  chairman 
of  the  department. 

AMA  Holds  Session  on  PL  89-97 

L.  Douglas  Atherton,  M.D.,  Louisville,  chairman 
of  the  KMA  Committee  on  Governmental  Medical 
Services,  and  a member  of  his  committee,  Paul  J. 
Parks,  M.D.,  Bowling  Green,  attended  an  AMA- 
sponsored  conference  in  Chicago  January  20  and  21 
on  the  public  assistance  programs  offered  under  PL 
89-97,  the  Medicare  bill. 

The  conference  was  devoted  specifically  to  Title 
XIX  of  PL  89-97,  which  is  one  of  the  areas  of 
interest  to  Doctor  Atherton’s  committee. 

J.'S.S 


Blue  Shield  Reports  Gains 
In  Enrollment,  Benefits 

The  National  Association  of  Blue  Shield  Plans, 
coordinator  of  the  85  Blue  Shield  Plans  in  the  United 
States,  recently  reported  record  gains  in  enrollment 
and  benefits  during  the  first  nine  months  of  1965. 

Membership  for  the  third  quarter  reached  57,286,- 
041  — up  more  than  a million  over  the  1964  year-end 
total.  Benefits  paid  to  subscribers  were  $1,017,491,063 
during  the  first  three  quarters,  a gain  of  $89,648,818 
over  the  same  period  for  1964.  Experts  feel  certain 
that  the  year’s  total  will  break  the  1964  record  of 
$1,241,856,467. 

Following  urging  by  the  American  Medical  Asso- 
ciation to  “play  an  important  role  in  administering 
the  Medicare  Law”,  Blue  Shield  representatives  were 
appointed  to  serve  on  work  groups  established  by  the 
Social  Security  Administration  to  assist  in  drafting 
carrier  criteria  and  regulations  for  Part  B.,  the  Sup- 
plemental Medical  Insurance  Program. 

Almost  all  Blue  Shield  Plans  have  signified  their 
interest  in  serving  as  carriers  and  most  have  resolu- 
tions from  their  local  medical  societies  expressing 
their  preference  for  Blue  Shield.  It  is  estimated  that 
56.2  per  cent  of  all  U.S.  Government  employees  are 
Blue  Shield  subscribers. 
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John  W.  Scott,  M.D.,  retired  Lexington  physician, 
was  presented  the  first  “Distinguished  Alumnus 
Award”  of  the  Lexington  Area  Alumni  Chapter  of 
Centre  College  at  a dinner  held  by  the  group  in  De- 
cember. Doctor  Scott,  90,  graduated  from  Centre  in 
1893.  He  was  the  recipient  of  KMA’s  Distinguished 
Service  Award  in  1952,  and  was  a member  of  the 
KM  A Board  of  Trustees  for  many  years. 

Dennis  A.  Brown,  M.D.,  has  recently  become  as- 
sociated with  Philip  B.  Schworer,  M.D.,  at  Florence,  for 
the  practice  of  general  medicine.  Doctor  Brown  was 
graduated  in  1959  from  the  University  of  Louisville 
School  of  Medicine  and  interned  at  St.  Elizabeth 
Hospital,  Dayton,  O. 

James  W.  Bard,  M.D.,  a dermatologist,  is  now  prac- 
ticing in  Lexington  at  the  Lexington  Clinic.  Doctor 
Bard  graduated  in  1958  from  Marquette  University 
School  of  Medicine  and  interned  at  Yale  University 
Hospital  before  completing  his  residency  at  the  Mayo 
Clinic  in  1965.  From  1959-1962  he  served  in  the  U.S. 
Army  Medical  Corps. 

John  J.  Wernerf,  Jr.,  M.D.,  has  begun  the  practice  of 
psychiatry  in  Louisville  in  association  with  Joseph 
Goldstein,  M.D.,  and  Presley  F.  Martin,  M.D.  A 1958 
graduate  of  the  University  of  Louisville  School  of 
Medicine,  Doctor  Wernert  interned  at  St.  Joseph  In- 
firmary in  Louisville  and  completed  his  residency  at 
the  University  of  Louisville.  He  is  former  superin- 
tendent of  Frankfort  State  Hospital  and  School. 

(More  News  Items  on  Page  174) 


DEPROE 

meprobamate  400  mg.  4- 
benactyzine  hydrochloride  1 mg. 

Indications:  ‘Deprol’  is  useful  in  the  manage- 
ment of  depression,  both  acute  (reactive)  and 
chronic.  It  is  particularly  useful  in  the  less 
severe  depressions  and  where  the  depression  is 
accompanied  by  anxiety,  insomnia,  agitation, 
or  rumination.  It  is  also  useful  for  management 
of  depression  and  associated  anxiety  accom- 
panying or  related  to  organic  illnesses. 
Contraindications:  Benactyzine  hydrochloride 
is  contraindicated  in  glaucoma.  Previous  aller- 
gic or  idiosyncratic  reactions  to  meprobamate 
contraindicate  subsequent  use. 

Precautions:  Meprobamate— C&Teful  super- 
vision of  dose  and  amounts  prescribed  is 
advised.  Consider  possibility  of  dependence, 
particularly  in  patients  with  history  of  drug  or 
alcohol  addiction;  withdraw  gradually  after  use 
for  weeks  or  months  at  excessive  dosage.  Abrupt 
withdrawal  may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions  in- 
cluding, rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  dis- 
turbances, the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or 
other  activity  requiring  alertness  should  be 
avoided  if  these  symptoms  are  present.  Effects 
of  excessive  alcohol  may  possibly  be  increased 
by  meprobamate.  Grand  mal  seizures  may  be 
precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and 
in  small  quantities  to  patients  with  suicidal 
tendencies. 

Side  effects:  Side  effects  associated  with  recom- 
mended doses  of  ‘Deprol’  have  been  infrequent 
and  usually  easily  controlled.  These  have  in- 
cluded drowsiness  and  occasional  dizziness, 
headache,  infrequent  skin  rash,  dryness  of 
mouth,  gastrointestinal  symptoms,  paresthesias, 
rare  instances  of  syncope,  and  one  case  each  of 
severe  nervousness,  loss  of  power  of  concen- 
tration, and  withdrawal  reaction  (status  epilep- 
ticus)  after  sudden  discontinuation  of  excessive 
dosage. 

Benactyzine  hydrochloride— Benactyziae 
hydrochloride,  particularly  in  high  dosage,  may 
produce  dizziness,  thought-blocking,  a sense  of 
depersonalization,  aggravation  of  anxiety  or 
disturbance  of  sleep  patterns,  and  a subjective 
feeling  of  muscle  relaxation,  as  well  as  anti- 
cholinergic effects  such  as  blurred  vision,  dry- 
ness of  mouth,  or  failure  of  visual  accommoda- 
tion. Other  reported  side  effects  have  included 
gastric  distress,  allergic  response,  ataxia,  and 
euphoria. 

Meprobamate— Diov/siaess  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreasing 
the  dose.  Allergic  or  idiosyncratic  reactions  are 
rare,  generally  developing  after  one  to  four 
doses.  Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopapular  rash. 
Acute  nonthrombocytopenic  purpura  with  pe- 
ripheral edema  and  fever,  transient  leukopenia, 
and  a single  case  of  fatal  bullous  dermatitis 
after  administration  of  meprobamate  and  pred- 
nisolone have  been  reported.  More  severe  and 
very  rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises  (1 
fatal  case),  anuria,  anaphylaxis,  stomatitis  and 
proctitis.  Treatment  should  be  symptomatic  in 
such  cases,  and  the  drug  should  not  be  reinsti- 
tuted. Isolated  cases  of  agranulocytosis,  throm- 
bocytopenic purpura,  and  a single  fatal  instance 
of  aplastic  anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these  con- 
ditions were  given  concomitantly.  Fast  EEG 
activity  has  been  reported,  usually  after  exces- 
sive meprobamate  dosage.  Suicidal  attempts 
may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Dosage:  Usual  starting  dose,  one  tablet  three  or 
four  times  daily.  May  be  increased  gradually 
to  six  tablets  daily  and  gradually  reduced  to 
maintenance  levels  upon  establishment  of  relief. 
Doses  above  six  tablets  daily  are  not  recom- 
mended even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression 
and  in  chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  con- 
taining meprobamate  400  mg.  and  benactyzine 
hydrochloride  1 mg. 

Before  prescribing,  consult  package  circular. 

Wallace  Laboratories  / Cranbury,  N.  J. 


'■  V ‘v 


FOR  THE 


V 


^^ivsio^ 


.1 

'''complex 


TRY  DEPROE  meprobamate  400  mg.  + 


benactyzine  hydrochloride  1 mg. 


FOR  DEPRESSION 


Continuing  Educational  Opportunities 

From  The 

KMA  Postgraduate  Medical  Education  Office 


IN  KENTUCKY 

FEBRUARY 

16  Obstetrics  for  General  Practitioners.  9:00 

a.m. — 4:00  p.m.,  University  of  Kentucky 
Medical  Center. 

16-17  Health  Sciences  Communications  Work- 
shop; Univeristy  of  Kentucky  Medical 
Center 

23  KMA  Seventh  Trustee  District  Meeting, 

Science  Hill  Inn,  Shelbyville 

MARCH 

2 Professor’s  Day,  University  of  Kentucky 

Medical  Center,  8:30  a.m.-3:30  p.ni. 

21  KMA  Senior  Day,  University  of  Louis- 

ville School  of  Medicine,  Rankin  Amphi- 
theater 

24-26  Fourth  Annual  Seminar  of  Department  of 
Pediatrics,  University  of  Kentucky  Medical 
Center 

28  Governor’s  Conference  on  Occupational 

Health,  Brown  Hotel,  Louisville 

30-31  Heart  Association  of  Louisville  and  Jeffer- 
son County  12th  Annual  Symposium  on 
Cardiovascular  Disease,  Brown  Hotel,  Lou- 
isville. 

31  11th  Annual  Lexington  Clinic  Conference, 

Lexington;  8:30  a.m. 

APRIL 

5 KMA  Thirteenth  Trustee  District  Meeting, 
Ashland 

5-8  Kentucky  Dental  Association  Annual 

Meeting,  Louisville 

6 Professor’s  Day  University  of  Kentucky 
Medical  Center,  8:30  a.m.-3:30  p.m. 

7 KMA  Eighth  Trustee  District  Meeting, 
Covington 

8-10  Ky.  Chapter,  American  College  of  Surgeons, 
Lexington 

12  KMA  Senior  Day,  University  of  Kentucky 

Medical  Center,  Lexington 

13- 14  KENTUCKY  MEDICAL  ASSOCIATION 

Interim  Meeting,  Cumberland  Ealls 

14- 16  Kentucky  OB-GYN  Society  Annual  Meet- 

ing; Netherland  Hilton  Hotel,  Cincinnati 

18  KMA  Fifth  Trustee  District  Meeting,  Medi- 

cal Arts  Building,  Louisville 

21  Kentucky  Thoracic  Society  Annual  Meet- 

ing, in  conjunction  with  Kentucky  TB  & 
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RD  Association  Meeting,  Rankin  Amphi- 
theater, Louisville  General  Hospital 

Kentucky  Hospital  Association  Annual 
Meeting,  Louisville 

Ky.  Chapter,  Arthritis  Foundation,  Sym- 
posium on  Rheumatic  Disease,  Co-spon- 
sored by  U.  of  L.  School  of  Medicine.  At 
Rankin  Amphitheater,  Louisville  General 
Hospital 

MAY 

2-6  Symposium  on  Cardiovascular  Disease, 

University  of  Kentucky  Medical  Center 

4 Professor’s  Day,  University  of  Kentucky 

Medical  Center,  8:30  a.m.-3:30  p.m. 

10-12  Kentucky  Academy  of  General  Practice, 
Annual  Scientific  Assembly,  Kentucky 
Hotel,  Louisville 

13-14  Kentucky  Surgical  Society  Annual  Meet- 
ing, French  Lick  Sheraton  Hotel,  French 
Lick,  Indiana 

18-19  Kentucky  Pediatric  Society  Annual  Meet- 
ing, Owensboro 

IN  SURROUNDING  STATES 

FEBRUARY 

16-17  Current  Concepts  in  Angiographic  Diag- 
nosis, Cleveland  Clinic 

21-23  American  Academy  of  Allergy,  Annual 

Meeting,  Americana  Hotel,  New  York 
City 

28-  Southeastern  Surgical  Congress,  Marriott 

Mar.  3 Motor  Hotel,  Atlanta 

MARCH 

4-9  American  Association  of  Pathologists  and 

Bacteriologists,  Statler-Hilton  Hotel,  Cleve- 
land 

7-10  New  Orleans  Graduate  Medical  Assembly, 

Roosevelt  Hotel,  New  Orleans 

9-10  Advances  in  Urology,  Cleveland  Clinic 

16-17  Anesthesiology  Postgraduate  Course, 

Cleveland  Clinic 

21-  “Laryngology  and  Bronchoesophagology” 

Apr. 2 Postgraduate  Course,  Department  of  Oto- 

laryngology of  the  Illinois  Eye  and  Ear 
Infirmary  and  U.  of  I.  College  of  Medi- 
cine, at  the  Infirmary 

23-24  Common,  Neurological  Problems,  Cleve- 

land Clinic 
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the  price  of  "success” 


Hypertension  has  been  called  the  price  of  success . . . and  in  some  life-situations, 
the  cost  of  failure.  In  either  event,  Metatensin  lowers  blood  pressure,  cushions 
the  patient  against  stress  and  retards  the  progress  of  disease.  Metatensin  is  effec- 
tive and  economical.  It  is  well-tolerated  over  long  periods. 

= - METATENSW 

EACH  SCORED  TABLET  CONTAINS: 

Metahydrin®  (trichlormethiazidel  2 mg.  or  4 mg.  Reserpine  0.1  mg. 

In  Brief:  Patients  with  hepatic  cirrhosis  or  diarrheal  syndromes,  or  under  therapy  with  digitalis,  ACTH,  or  potassium-losing  steroids,  should  be  observed  for  signs 
of  hypokalemia.  With  thiazides,  electrolyte  depletion,  diabetes,  gout,  granulopenia,  nausea,  pancreatitis,  cholestatic  jaundice,  flushing,  mild  muscle  cramps,  con- 
stipation, photosensitivity,  acute  myopia,  perimacular  edema,  paresthesias,  neonatal  bone  marrow  depression  in  infants  of  mothers  who  received  thiazides  during 
pregnancy,  skin  rash  or  purpura  with  or  without  thrombocytopenia,  may  occur.  With  reserpine,  untoward  effects  may  include  depression,  peptic  ulcer  and  bron- 
chial asthma.  Withdraw  medication  at  least  7 days  prior  to  electroshock  therapy,  2 weeks  prior  to  elective  surgery.  Contraindications  are  complete  renal  shutdown, 
rising  azotemia  or  development  of  hyperkalemia  or  acidosis  in  severe  renal  disease. 

Supplied:  Metatensin  tablets,  2 mg.,  4 mg.  — bottles  of  100  and  1000, 

LAKESIDE  LABORATORIES,  INC.  Milwaukee,  Wisconsin  53201 


METATENSIN 

EACH  SCORED  TABLET  CONTAINS: 

Metahydrin®  (trichlormethiazide)  2 mg.  or  4 mg.  Reserpine  0.1  mg. 
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MEDICAL  SCHOOL  NEWS 

U.  of  L.  Announces  $170,869 
In  Med  School  Grants 

The  University  of  Louisville  Board  of  Trustees,  at 
its  January  19  meeting,  announced  that  $170,869  in 
gifts  and  grants  had  been  accepted  for  various  uses 
by  the  School  of  Medicine. 

U.S.  Public  Health  Service  grants  were  awarded 
to  the  following: 

William  A.  Brodsky,  M.D.,  $42,000  for  study  of 
transport  mechanisms  for  water  and  ions  in  the 
kidney  tubulars.  Truman  Mays,  M.D.,  $19,512,  for 
the  study  of  some  of  the  blood  chemicals  in  the 
state  of  delirium  which  frequently  follows  severe 
and  multiple  injuries.  Pinghui  V.  Liu,  M.D.,  $16  683 
as  a career-development  award  in  microbiology.  Ron- 
ald S.  Wilson,  M.D.,  $18,799,  for  studies  in  the 
nervous  system,  including  certain  reac'ions  of  the 
sympathetic  nervous  system. 

Other  gifts  and  grants  were  awarded  to: 

Billy  Andrews,  M.D.,  Duncan  R.  MacMillan, 
M.D.,  Leonard  R.  Reisman,  M.D.,  and  Kareem  B. 
Minhas,  M.D.,  $41,275  from  the  WHAS  Crusade 
for  Children  for  cardiology,  endocrinology,  the  blood 
disease  center,  and  the  newborn  care  unit  in  the 
department  of  pediatrics. 

William  H.  Anderson,  M.D.,  $25,000  from  Vick 
Laboratories  to  assist  in  his  work  involving  evalua- 
tion of  expectorants.  Roderick  Macdonald,  M.D., 
$5,000  from  Research  to  Prevent  Blindness,  Inc. 

The  Board  also  announced  the  approval  of  the 
following  staff  appointments:  Victor  P.  Matibag  as 
part-time  instructor  in  neurology;  Ronald  L.  Levine, 
M.D.,  as  part-time  instructor  in  obstetrics  and 
gynecology;  and  Chauncey  D.  Leake,  M.D.  as  dis- 
tinguished visiting  professor  of  pharmacology. 


Student  AMA 


University  of  Kentucky 
College  of  Medicine 

On  November  18,  the  local  SAM  A chapter  pre- 
sented a panel  discussion  on  “Moral  Questions  in  Hu- 
man Experimentation”,  open  to  the  entire  University 
and  attended  by  more  than  200  students  and  faculty 
members.  Panelists  were  the  chairmen  of  the  depart- 
ments of  medicine,  surgery,  philosophy,  and  the  dean 
of  the  Law  School. 

A series  of  films  on  medical  topics  have  been  sched- 
uled throughout  the  year  for  medical  students  as 
supplements  to  normal  classroom  handling  of  the 
same  topics. 

Our  Research  Committee  has  developed  a program 
to  encourage  independent  laboratory  and  library  re- 
search by  the  students  during  free  summer  and  elec- 
tive periods.  Each  winter  the  committee  prepares  a 
catalog  of  available  research  topics  of  current,  active 
interest  to  instructors  of  every  department. 


The  catalog  explains  procedures  for  applying  to 
professors  and  to  the  various  research  foundations 
which  supply  $600  tax-exempt  grants.  Last  year  this 
catalog  greatly  increased  student  interest  in  summer 
research  and  facilitated  the  application  process. 

As  a follow-up  program,  an  award  from  SAMA  for 
the  outstanding  research  paper  will  be  presented  on 
Awards  Day,  which  is  scheduled  for  April  of  this 
year. 

An  active  Curriculum  Evaluation  Committee  began 
work  last  spring  surveying  and  compiling  student  re- 
action to  various  aspects  of  the  curriculum.  Question- 
naires on  each  course  were  distributed,  the  answers 
were  tabulated,  and  the  results  reported  to  the  respec- 
tive department  heads. 

An  SAMA  chapter  holds  a Clinical-Pathological 
Conference  contest  each  year  for  the  student  body. 
Awards  are  made  to  students  with  a high  rate  of 
correct  diagnoses  for  the  year. 

Recently  the  SAMA  chapter  has  undertaken  to  have 
representatives  attend  the  meetings  of  the  university 
pre-medical  society,  to  offer  advice  to  pre-med  students 
in  preparing  for  their  medical  training. 

Entertainment  functions  for  the  year  include  a fall 
picnic  honoring  freshmen  students,  and  a spring  dance 
in  honor  of  SAMA  members  and  the  faculty.  At  the 
dance  the  annual  “Golden  Apple  Award”  will  be  pre- 
sented to  the  students’  choice  for  outstanding  pre- 
clinical  instructor,  and  special  recognition  will  be 
given  to  outstanding  members  of  the  house  staff  of 
the  University  Hospital. 

Following  is  a list  of  officers  of  the  University  of 
Kentucky  SAMA  chapter;  president,  Phillip  K.  Blev- 
ins; vice-president,  Martin  A.  Wheeler;  secretary, 
James  R.  Harrod;  and  treasurer,  Ray  Jacobsen. 

James  R.  Harrod,  Secretary 


Dr.  Bost  Gets  Medicare  Post 

A recent  announcement  by  the  Bureau  of  Health 
Insurance,  administrator  of  the  U.S.  government’s 
medicare  program,  indicated  that  Howard  L.  Bost, 
M.D.,  Lexington,  has  been  appointed  deputy  director 
of  the  program.  Doctor  Bost  is  assistant  vice- 
president  for  program  and  policy  planning  at  the 
University  of  Kentucky  Medical  Center. 


WANTED  — INTERNIST,  Board 
Eligible  or  Certified.  To  be  asso- 
ciated with  twelve  man  specialty 
group;  Salary  open;  No  invest- 
ment; Early  partnership;  Progres- 
sive city  of  35,000  in  central 
Texas. 

Write  J.  D.  Wilson,  M.D. 

King’s  Daughters  Clinic 
Temple,  Texas 
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(mepenzolate  bromide) 

helps  restore  normal  motility  and  tone 


Cantil  (mepenzolate  bromide)  works  in  the  colon. 
In  irritable  colon,  spastic  colon,  ulcerative  colitis 
and  other  functional  and  organic  colonic  disorders, 
it  acts  to: 

• control  diarrhea/constipation 

• relieve  spasm,  cramping,  bloating 

• make  patients  more  comfortable 

with  little  effect  on  stomach,  bladder  or  other  viscera. 

"In  40  of  44  cases  of  irritable  or  spastic  colon, 
Cantil  [mepenzolate  bromide]  or  Cantil  with  Pheno- 
barbital  reduced  or  abolished  abdominal  pain,  diar- 
rhea and  distention  and  promoted  restoration  of 
normal  bowel  function  . . . Cantil  [mepenzolate 
bromide]  proved  to  be  singularly  free  of  antichol- 
inergic side-effects.  Blurring  of  vision  or  dryness 
of  the  mouth  were  occasionally  seen  and  were  us- 
ually managed  with  a reduction  in  dosage.  Urinary 
retention,  noted  in  two  cases  was  eliminated  in  one 
by  reducing  dosage.”! 
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IN  BRIEF: 

One  or  two  tablets  three  times  a day  and  one  or  two 
at  bedtime  usually  provide  prompt  relief.  Cantil 
with  Phenobarbital  may  be  prescribed  if  sedation 
is  required. 

Dryness  of  the  mouth  or  blurring  of  vision  may 
occur  but  it  is  usually  mild  and  transitory.  Urinary 
retention  is  rare.  (Caution  should  be  observed  in 
prostatic  hypertrophy — withhold  in  glaucoma.  Cantil 
with  Phenobarbital  is  contraindicated  in  patients 
sensitive  to  phenobarbital. 

Supplied:  CANTIL  (mepenzolate  bromide) — 25  mg.  per 
scored  tablet.  Bottles  of  100  and  250. 

CANTIL  with  PHENOBARBITAL  — containing  in  each 
scored  tablet  16  mg.  phenobarbital  (warning:  may  be  habit 
forming)  and  25  mg.  mepenzolate  bromide.  Bottles  of  100 
and  250. 

I-Riese,  J.A.;  Amer.  J.  Gastroent.  28:541  (Nov.)  1957 

LAKESIDE  LABORATORIES,  INC. 

Milwaukee,  Wisconsin  53201  ^ 
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Digest  of  the  Minutes  of  the  Board  of  Trustees  Meeting 

December  8 and  9,  1965 


Following  the  opening  of  the  meeting  and 
the  customary  announcements,  the  Board  turned 
its  attention  to  a matter  relating  to  one  of 
the  larger  groups  in  the  state  that  had  been  pending 
for  a long  time.  Full  consideration  was  given  to 
information  developed  by  an  investigation  and  after 
full  discussion,  the  Board  voted  to  drop  the  matter. 

Ellsworth  C.  Seeley,  M.D.,  London,  was  elected 
to  serve  the  last  year  of  a three-year  term  of  Robert 
E.  Pennington.  M.D.,  also  of  London,  who  had 
been  elevated  to  the  office  of  president-elect. 

The  Board  then  set  the  date  for  the  1971  Annual 
Meeting  and  disposed  of  miscellaneous  matters. 

Eugene  H.  Conner,  M.D.  was  elected  to  the  chair- 
manship of  the  KMA  Memorials  Commission  re- 
placing the  late  Carlisle  Morse,  M.D. 

After  hearing  the  request  that  the  KMA  publish 
a directory  of  KMA  members  giving  phone  numbers, 
office  hours,  and  specialties,  the  Board  voted  to  ap- 
point a committee  that  would  give  this  matter  careful 
study  and  report  back  to  the  Board. 

The  KMA  Board  nominated  three  members  for 
consideration  of  the  Governor,  as  provided  by  the 
Statutes,  to  fill  an  appointment  expiring  December 
31  on  the  State  Board  of  Health.  It  then  heard  a 
report  from  Tom  Wallace,  M.D.,  director  of  the 
Louisville-Jefferson  County  Health  Department,  on 
an  AMA-sponsored  meeting  covering  venereal  dis- 
eases. 

Multiple  recommendations  from  the  KMA  Council 
on  Legislative  Activities  were  considered  and  disposed 
of. 

The  KMA  Delegates  to  the  AMA  reported  on 
both  the  special  meeting  of  the  AMA  House  of 
Delegates  on  October  2 and  3 and  the  regular  Interim 
Meeting,  November  28-December  1. 

It  will  be  remembered  that  at  the  close  of  Reference 
Committee  Report  #3  during  the  last  session  of 
the  House  of  Delegates.  Wednesday,  September  22, 
the  House  voted  to  refer  the  entire  Reference  Com- 
mittee Report  #3  to  the  Board  of  Trustees  after 
being  unable  to  agree  on  the  interpretation  of  the 
issue  of  “participation”.  It  was  decided  at  that  time 
that  the  Board  of  Trustees  would  be  able  to  act 
on  this  matter  after  the  special  October  2 and  3 
meeting  of  the  AMA  House  of  Delegates. 

The  Board  of  Trustees  considered  the  actions  of 
Reference  Committee  #3  and  adopted  the  report 
as  a whole  (as  amended  by  the  House)  and  directed 
the  General  Counsel  of  the  Association  to  present 
in  the  lanuary  1966  Communicator  (KMA  News- 
letter) the  circumstances  under  which  any  KMA 
member  might  legally  refuse  to  participate  under 
PL  89-97.  This  was  done  in  the  January  1966  issue 
and  additional  copies  of  this  statement  are  available 
on  request. 

The  Special  Ad  Hoc  Committee  of  the  Board  to 
Study  PL  89-97  recommended  that  the  Kentucky 
Blue  Shield  be  designated  as  the  carrier  under  PL 


89-97,  Title  XVIII,  Part  B.  The  Board  unanimously 
approved  this  request. 

There  was  discussion  relative  to  the  joint  meeting 
on  medical  education  between  the  U.  of  L.  and 
U.  of  K.  faculties  and  representatives  of  the  KMA 
January  22  and  23  at  Park  Mammoth  Resort.  It 
was  agreed  that  approximately  15  from  each  one 
of  the  medical  schools  and  30  from  KMA  would 
constitute  the  representation  at  the  conference. 

At  this  point  representatives  of  the  State  Board 
of  Health  who  had  previously  been  invited  to  the 
meeting  appeared  and  matters  of  mutual  interest 
were  discussed. 

The  full  minutes  of  this  meeting  are  on  file  at 
the  KMA  Headquarters  Office,  and  any  member 
wishing  to  read  them  may  do  so. 


Pertinent  Paragraphs 


The  Drug  Without  Side  Effects:  “There  exists  on  un- 
realistic public  image  of  drugs  that  there  could  be 
remedial  agents  with  various  and  optimum  therapeu- 
tic effects  without  any  toxicity.  This  is  clearly  utopi- 
an. Ihe  drug  without  side  effects  still  remains  to  be 
discovered  and  it  is  most  unlikely  that  it  will  ever  be 
found.”  Cornielle  J.  F.  Heymans,  M.D.,  in  George- 
town Medical  Bulletin,  (18:174-175),  February  1965. 

“Smart  Pills"!:  “Improved  and  more  effective  tranqui- 
lizers that  do  not  produce  drowsiness  or  other  unde- 
sirable side  effects  will  some  day  be  available.  Indeed, 
these  future  drugs  affecting  the  nervous  system  and 
our  moods  will  be  aimed  toward  specific  clinical  in- 
dications. Some  will  be  designed  to  aid  in  concentra- 
tion, improve  the  memory,  and  also  increase  alertness 
during  stressful  periods  and  also  assist  slow  learners 
and  retarded  persons.  Others  will  remove  grief  and 
sadness,  and  some  may  be  useful  in  alcoholism  and 
other  character  disorders.”  Austin  Smith,  M.D.,  in 
Emory  University  Quarterly,  (21:136-137),  Summer 
1965. 

GENERAL  PRACTICE:  Central  Ken- 
tucky. Unusual  opportunity  to  join  a 
large,  active  practice.  Employee  sta- 
tus leading  to  future  partnership. 
Adequate  office  facilities,  hospital 
privileges,  substantial  salary.  Age  to 
40. 

Apply:  Henry  County  Clinic,  Inc. 
Eminence,  Kentucky  40019 
Phone  (502)  845-6911 
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a rapid  lift  from  the  hell  of  depression 


often  relieves 
mental  pain 
in  2-5  days 


NORPRAMIBT 

(desipramine  hydrochloride) 


Dore  Illustration 
from 

Dante's  Inferno 


Norpramin  is  a rapid-acting  specific  drug  for  ttie  treatment 
of  depression.  Depressive  signs  and  symptoms— sometimes 
described  as  “mental  pain’’— typically  begin  to  improve  in 
2-5  days.  Patients  are  more  hopeful,  less  empty  and  less 
weighed  down  by  their  troubles.  Norpramin  has  only  slight 
sedative  qualities,  nevertheless  anxiety  secondary  to  depres- 
sion is  frequently  relieved  as  depression  is  lifted.  If  anxiety 
or  tension  persists  it  can  be  controlled  by  adding  a tran- 
quilizer or  by  reducing  dosage.  Norpramin  is  not  a MAO 
inhibitor.  Side  effects  are  usually  mild. 


DOSAGE  AND  ADMINISTRATION 

Optimal  results  are  obtained  at  a 
dosage  of  about  150  mg. /day- 
two  25  mg.  tablets  t.i.d.  After 
achievingoptimal  results,  a main- 
tenance dose  (50-100  mg./day) 
should  be  sought. 


LAKESIDE  LABORATORIES.  INC. 


IN  BRIEF: 


Milwaukee,  Wisconsin  53201 


Indications:  In  depression  of  any  kind— neurotic 
and  psychotic  depressive  reactions:  manic-depres- 
sive or  involutional  psychotic  reactions. 

Contraindications  and  Precautions:  Glaucoma, 
urethral  or  ureteral  spasm,  recent  myocardial  in- 
farction, severe  coronary  heart  disease  and  epilepsy. 
Should  not  be  given  within  two  weeks  of  treatment 
with  a monoamine  oxidase  inhibitor.  Safety  in 
human  pregnancy  has  not  been  established. 

Adverse  Effects:  Side  effects,  usually  mild,  may 


include:  dry  mouth,  constipation,  dizziness,  palpi- 
tation, delayed  urination,  “bad  taste,”  sensory 
illusion,  tinnitus,  agitation  and  stimulation,  sweat- 
ing, drowsiness,  headache,  orthostatic  hypoten- 
sion, flushing,  nausea,  cramps,  weakness,  blurred 
vision  and  mydriasis,  rash,  allergy,  transient 
eosinophilia,  granulopenia,  altered  liver  function, 
ataxia  and  extrapyramidal  signs. 

Supplied:  Norpramin  (desipramine  hydrochloride) 
tablets  of  25  mg.,  in  bottles  of  50,  500  and  1000. 
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KMA  Council  arse! 
Committee  Reports 


Council  on  Communication  and  Public  Service 

N.  Lewis  Boswarth,  M.D.,  Lexington,  Cluiirnian 

KMA  Headquarters  Office  December  16,  1965 

The  Council  on  Communications  and  Public  Serv- 
ice held  its  first  meeting  of  the  associational  year  at 
KMA  Headquarters  and  heard  plans  from  the  com- 
mittee chairmen  for  the  coming  year. 

Members  of  the  council  were  briefed  on  the  first 
KMA  Orientation  Program  held  during  the  1965 
Annual  Meeting  and  were  told  that  from  all  indica- 
tions it  was  very  successful.  It  was  pointed  out  that 
50  per  cent  of  all  new  KMA  members  eligible  to 
attend  did  so.  It  was  further  pointed  out  that  the 
second  Orientation  Program  would  be  held  at  the 
Interim  Meeting  at  Cumberland  Falls  in  April. 

The  Council  gave  approval  to  the  selection  of  KMA 
exhibits  for  the  annual  meeting  of  KEA  in  April  and 
the  Kentucky  State  Fair  in  August.  A general  dis- 
cussion was  held  on  educational  TV  and  it  was  the 
opinion  of  the  council  members  that  KMA  should 
make  use  of  ETV  when  it  becomes  fully  operative  in 
Kentucky.  The  next  meeting  of  the  council  is  sched- 
uled for  July  7 at  which  time  the  final  report  to 
the  KMA  House  of  Delegates  will  be  prepared. 


K.MA  Rural  Health  Committee 

Donald  L.  Graves,  M.D.,  Frenchhitrg,  Cliainnan 
KMA  Headquarters  Office  December  2,  1965 

The  KMA  Rural  Health  Commit!  ee  reviewed  the 
last  Annual  Rural  Health  Conference,  held  in  Hop- 
kinsville, on  October  21,  1965. 

A number  of  recommendations  with  regard  to  the 
IS66  Annual  Rural  Health  Confe  ettee  were  made 
and  will  be  submitted  to  the  Kentuclty  Rural  Keal.h 
Council  for  its  consideration. 

Orientation  Committee 

N.  Lewis  Doswortli,  M.D.,  Lexington,  Chc.innan 
KMA  Headquarters  Office  December  16,  1965 

The  KMA  Orientation  Committee  met  recently  at 
KMA  Headquarters  and  reviewed  the  fir  t Orientation 
Program  for  new  members  held  during  the  Annual 
Meeting  in  September.  It  ' a;  felt  hu  the  program 
was  very  successful  and  tha;  at  endance  was  cxcelle.nt. 
The  comir.ittce  planned  the  sccon.l  Orientation  Co  ir,-e 
which  will  be  given  at  the  KM.A  Inte"im  Meeting  at 
Cumberland  Falls  April  13  and  voted  to  keep  the 
same  format  as  u.sed  for  .he  first  program. 

Approval  was  given  to  the  draft  of  the  Orientation 
Booklet  and  Certificate  to  go  o new  members  having 
completed  the  course.  Memte  s of  the  committee  aho 
noted  that  the  KMA  Bylaws  were  changed  to  the 
effect  that  “provisional  status”  no  'onger  is  to  be  used 
for  the  new  member,  but  he  is  still  required  to  attend 
an  Orientation  Course  during  his  first  two  years  of 
membership.  (Continued  on  Page  166) 


Founded  in  1904 

Highland  Hospital,  Inc. 

ASHEVILLE,  NORTH  CAROLINA 
Affiliated  with  Duke  University 


Contact:  Medical  Director,  Highland  Hospital,  Asheville, 
N.C.  28801 


A non-profit,  psychiatric  institution,  offering  therapeuti 
milieu,  group  and  individual  psychotherapy,  and  standan 
somatic  treatments.  Limited  day-patient  and  out-patient  ser\ 
ices.  The  hospital  is  located  in  a 75-acre  park  amid  th 
scenic  beauties  of  the  Smoky  Mountain  Range  of  Wester 
North  Carolina,  affording  exceptional  opportunity  fo 
physical  and  emotional  rehabilitation. 


164 


Fehniary  1966 


The  Journal  f; 


approximating  the  diuretic  efficacg  of  meralturide 


METAHYDRIN 

( t r i c h I o r m e t h i a z i d e ) 


To  determine  the  relative  efficacy  of  thiazide 
diuretics  in  congestive  heart  failure,  Metahydrin 
(trichlormethiazide)  and  three  other  thiazides  were 
measured  against  Mercuhydrin®  (meralluride  injec- 
! tion)— the  standard  diuretic.  "The  results  leave 

little  doubt  that  the  diuretic  efficacy,  that  is,  the 
I 'ceiling  effect’  in  these  terms,  is  not  the  same  for 

j different  thiazides.”*  The  assays  ranged  from  about 

40%  of  the  effectiveness  of  Mercuhydrin  through 
67%,  77%  to  90%  for  Metahydrin.  The  latter  two 
I values  were  thought  to  be  significantly  different 

, from  the  lowest  value  and  to  be  therapeutically 

I important. 

‘Gold,  H.,  et  al:  Closed  Panel  Conference:  Present  Status  of  the 
Management  of  Congestive  Failure  and  Advances  in  Diuretic 
Therapy,  Journal  of  New  Drugs,  1:177,  July-August,  1961. 

i ^ LAKESIDE  LABORATORIES,  INC. 

Milwaukee,  Wisconsin  53201 
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IN  BRIEF-  administration  AND  DOSAGE:  One  2 mg. 
^ “ ■ or  4 mg.  tablet  once  or  twice  daily.  In  acute,  severe 

decompensation,  Mercuhydrin®  (meralluride  injection)  may 
be  necessary  initially. 

PRECAUTIONS:  As  with  all  effective  diuretics,  vigorous 
therapy  may  produce  electrolyte  depletion.  Patients  with 
severely  reduced  renal  function  should  be  observed  carefully 
since  thiazides  may  be  contraindicated.  Care  should  be  taken 
with  patients  predisposed  to  diabetes  or  gout.  Patients  with  a 
tendency  to  potassium  deficiency,  as  in  hepatic  cirrhosis  or 
diarrheal  syndromes,  or  those  under  therapy  with  digitalis, 
ACTH,  or  certain  adrenal  steroids,  also  should  be  watched 
carefully. 

SIDE  EFFECTS:  Nausea,  flushing,  constipation,  skin  rash, 
muscle  cramps  and  gastric  discomfort  have  been  occasionally 
noted;  rarely  thrombocytopenia  and  bone  marrow  depression, 
photosensitivity,  cholestatic  jaundice,  pancreatitis,  perimac- 
ular  edema,  gout  and  diabetes  have  been  caused  by  adminis- 
tration of  thiazides. 

CONTRAINDICATIONS:  Complete  renal  shutdown;  rising 
azotemia  or  development  of  hyperkalemia  or  acidosis  in 
severe  renal  disease;  demonstrated  hypersensitivity. 

HOW  SUPPLIED:  Bottles  of  100  and  1000  tablets. 
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Blood  Banks  Committee 

Ellis  Fuller,  M.D.,  Louisville,  Chairman 
KMA  Headquarters  Office  December  8,  1965 

Plans  for  a special  edition  of  the  KMA  Journal 
highlighted  the  recent  KMA  Blood  Bank  Committee 
meeting.  Members  of  the  committee  reviewed  possible 
topics  to  be  written,  authors  for  each,  and  decided  to 
have  the  special  edition  for  early  October  1966. 

Considerable  discussion  was  held  on  laws  in  the 
states  of  California,  Michigan,  and  New  Jersey  per- 
taining to  blood  and  blood  banking  activities.  The 
committee  members  felt  no  medical  legislation  per- 
taining to  rigid  controls  of  blood  banks  is  presently 
desirable  in  Kentucky  but  recommended  that  local 
county  health  societies  be  encouraged  to  help  main- 
tain proposed  standards  in  the  blood  bank  area. 

The  committee  felt  its  future  plans  should  center 
around  functioning  as  a general  source  of  information 
for  the  county  societies;  hence,  concentrated  atten- 
tion on  the  special  edition  of  the  Journal. 


KMA  Technical  Advisory  Committee  on  Indigent 
Medical  Care 

C.  C.  Waldrop,  M.D.,  WiUiamslown,  Chairman 
KMA  Headquarters  Office  November  23,  1965 

Suggested  improvements  in  the  Kentucky  MAA 
and  PAA  Program  were  considered  and  recommended 
by  the  KMA  Technical  Advisory  Committee  on  In- 
digent Medical  Care. 

A brief  joint  meeting  with  the  Kentucky  Pharma- 
ceutical Association  was  held  to  discuss  possible  im- 
provements which  might  be  recommended  to  the 
Governor’s  Advisory  Council  on  Medical  Assistance 
with  respect  to  the  present  prescription  forms  now  in 
use  under  the  program.  These  recommendations  were 
presented  to  the  Governor’s  Advisory  Council  on 
Medical  Assistance  at  their  meeting  on  December  8. 


COUNTY  SOCIETY  REPORTS 


McCracken 

The  regular  meeting  of  the  McCracken  County 
Medical  Society  was  held  at  Boswell’s  Restaurant  in 
Paducah  on  December  15.  No  scientific  program 
was  scheduled,  since  election  of  officers  for  the  com- 
ing year  was  to  be  held. 

The  financial  report  for  1965  was  presented  by 
the  secretary-treasurer  and  was  discussed  by  the 
membership,  who  approved  the  report. 

There  was  a discussion  of  obtaining  group  insur- 
ance through  Blue  Cross-Blue  Shield  for  the  mem- 
bers of  the  Society.  Following  a lengthy  discussion, 
the  motion  was  made,  seconded  and  carried  to  ap- 
point a committee  to  investigate  the  insurance  po- 
tential of  the  Society  with  particular  attention  to 
disability  insurance,  pension  plans,  and  medical  in- 
surance. The  committee  will  be  appointed  at  a later 
date. 

It  was  suggested  and  generally  agreed  upon  that 


in  future,  dinner  would  be  served  at  6:30  on  meet- 
ing nights  so  that  meetings  would  not  last  into  late 
evening. 

A letter  from  Joseph  R.  Miller,  M.D.,  Benton, 
trustee  for  the  First  KMA  District,  was  read  by  the 
president.  Doctor  Miller  requested  that  the  McCrack- 
en County  Medical  Society  host  the  First  District 
at  its  meeting  in  January.  Everett  H.  Baker,  M.D., 
Louisville,  KMA  president,  will  speak.  The  motion 
was  made,  seconded,  and  carried,  that  the  Society 
act  as  host. 

Following  the  election  of  officers  (see  report 
below),  the  meeting  was  adjourned. 

The  following  is  a list  of  all  County  Medical  Society 
officers  recently  reported  to  the  Kentucky  Medical 
Association  Membership  office.  Reports  received  after 
the  deadline  for  this  issue  will  be  published  later. 

Ballard 

President.  Glenn  Baird,  M.D.,  Bandana;  vice-presi- 
dent, Sidney  G.  Dyer,  M.D.,  LaCenter;  secretary, 
J.M.  Hunt,  Jr.,  M.D.,  Wickliffe;  delegate.  Doctor 
Baird;  alternate  delegate.  Doctor  Hunt. 

Boyd 

President,  Walter  L.  Cawood,  M.D.;  vice-president, 
Charles  A.  Webb,  M.D.;  secretary,  Gerald  B.  Reams, 
M.D.;  treasurer.  Max  E.  Wheeler,  M.D.  Delegates  to 
the  AMA  are;  J.S.  Wheeler,  M.D.,  J.E.  Stephenson, 
M.D.,  and  John  Ashworth,  M.D.  Alternate  delegates: 
John  Harrison,  M.D.,  H.E.  Martin,  M.D.,  and  W.R. 
Duff,  M.D.  All  are  from  Ashland. 

Bracken 

President,  James  M.  Stevenson,  M.D.,  Brooksville; 
vice-president,  Carl  A.  Marquardt,  M.D.,  Augusta; 
secretary,  D.E.  Cummins,  M.D.,  Brooksville.  Doctor 
Stevenson  will  serve  as  delegate. 

Bullitt 

President.  James  W.  Roney,  M.D.,  Lebanon  Junc- 
tion; president-elect  and  secretary,  Bruce  Hamilton, 
M.D.,  Shepherdsville;  delegate.  Doctor  Roney,  and 
alternate  delegate,  John  Gleason,  M.D.,  Shepherds- 
ville. 

Carlisle 

President,  T.T.  Brackin,  M.D.,  Bardwell;  secretary- 
treasurer,  John  T.  O’Neill,  M.D.,  Arlington.  Doctor 
O’Neill  will  serve  as  delegate  and  Doctor  Brackin  as 
alternate. 

Clinton 

President,  Earnest  A.  Barnes,  M.D.;  secretary, 
Floyd  B.  Hay,  M.D.;  delegate.  Doctor  Barnes;  alter- 
nate delegate.  Doctor  Hay.  Both  are  from  Albany. 

Elliott 

President  and  secretary.  Brown  L.  Adkins,  M.D.; 
president-elect,  John  F.  Greene,  M.D.;  delegate.  Doc- 
tor Greene;  alternate  delegate.  Doctor  Adkins.  Both 
are  from  Sandy  Hook. 

(Continued  on  Page  168) 
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when  even  southern  sun 

fails  to  warm  cold  hands  and  feet 

provide  rapid,  sustained  vasodilation  for  warmth  and  relief  of  pain, 
dizziness  and  faintness  in  patients  with  impaired  peripheral  circulation 


GERILIQUID  warms  cold  hands  and  feet  impaired  peripheral  circulation,  geriliquid 
through  the  thermogenic  action  of  glycine  increases  the  ability  to  walk  farther  with 
and  through  sustained  vasodilation  by  gly-  less  pain.  Patients  particularly  like  the  pal- 
cine  and  niacin.  In  addition,  in  patients  with  atable,  sherry  wine  base. 


IN  BRIEF:  Composition : Each  5 ml.  contains : niacin  75  mg.  and  aminoacetic  acid  (glycine)  750  mg.  in  a palatable  sherry  wine  base;  alcohol  5%. 
Side  Effects:  Occasional  lightheadedness  or  transient  itching  which  may  disappear  with  continued  use.  There  are  no  known  contraindications; 
however,  caution  is  advised  when  there  is  concomitant  administration  of  a coronary  vasodilator. 

Administration  and  Dosage : One  or  two  teaspoonfuls  3 times  a day  before  meals.  If  flushing  is  objectionable,  dosage  may  be  lowered.  How- 
ever, tolerance  to  flushing  usually  develops  without  loss  of  efficacy  in  regard  to  vasodilation. 

Supplied : Bottles  of  8 oz.  and  1 6 oz. 


LAKESIDE  LABORATORIES,  INC. 


Milwaukee,  Wisconsin  53201 
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Garrard 

President.  O.S.  Playforth.  M.D.;  vice-presi- 
dent, George  F.  Berry,  M.D.;  secretary-ireasiirer, 
Paul  J.  Sides,  M.D.;  delegate.  Paul  E.  Led,  M.D.; 
alternate  delegate.  Doctor  Berry.  All  are  from  Lan- 
caster. 

Hardin-Larue 

President,  Carlos  Hernandez.  M.D.;  vice-president, 
Thomas  Ferriell,  M.D.;  secretary-treasurer,  Ollie  B. 
F.merine,  M.D.;  delegate,  Fred  C.  Rainey,  M.D.; 
alternate  delegate.  Willard  Litzenberger,  M.D.  All 
are  from  Elizabethtown. 

Hickman 

President,  C.J.  Mills,  M.D.;  secretary-ireasurer, 
H.E.  Titsworth.  M.D.;  delegate.  Doctor  Mills;  alter- 
nate delegate.  Doctor  Titsworth.  Both  are  from  Clin- 
ton. 

Knox 

President,  H.L.  Bushey,  M.D.;  secretary-ireasurer, 
T.R.  Davis,  M.D.;  delegate.  Doctor  Bushey,  alternate 
delegate,  W.P.  Clifion,  M.D.  All  are  from  Barbour- 
ville. 

Laurel 

President,  Paul  R.  Smith,  M.D.;  vice-president, 
C.A.  Wathen,  M.D.;  secretary-treasurer,  Boyce  Jones, 
M.D.;  delegate,  Doctor  Smith;  alternate  delegate, 
Samuel  M.  Adams,  M.D.  All  are  from  London. 

Lincoln 

President,  H.L  Frisbie,  M.D.;  vice-president,  T.J. 
Wright,  M.D.;  secretary-treasurer,  Edward  C.  Bowl- 
ing, M.D.;  delegate.  Doctor  Bowling;  alternate  dele- 
gate, Doctor  Wright.  All  are  from  Stanford. 

McCracken 

President,  Walter  Johnson,  M.D.;  vice-president, 
James  Harris,  M.D.;  secretary-treasurer,  Frank  B. 
Crawford,  Jr.,  M.D.;  delegate,  Winn  Stryker,  M.D.; 
alternate  delegate,  Charles  Bohle,  M.D.  All  are  from 
Paducah. 

McLean 

President,  Samuel  Scott,  M.D.,  Livermoie;  secre- 
tary, W.  Gerald  Edds,  M.D.,  Calhoun;  delegate. 
Doctor  Scott;  alternate  delegate.  Doctor  Edds. 

Perry 

President,  Mary  Pauline  Fox,  M.D.;  vice-presi- 
dent, Lyndon  Combs,  M.D.;  secretary-treasurer, 
Charles  C.  Rutledge,  M.D.;  delegate.  Doctor  Fox. 
All  are  from  Hazard. 

Rockcastle 

President.  George  H.  Griffith,  M.D.;  vice-presi- 
dent, Jack  Lewis,  M.D.;  secretary  and  delegate  to 
KMA,  Doctor  Lewis.  Both  are  from  Mt.  Vernon. 


ACOG  District  V to  Meet  in  Ky. 

The  Fifth  District  of  the  American  College  of 
Obstetricians  and  Gynecologists  will  meet  in  Louis- 
ville October  13-16.  District  V is  composed  of  Ken- 
tucky, Indiana,  Michigan,  Ohio,  and  Ontario.  Addi- 
tional information  will  be  published  later  in  The 
Journal. 

Psychiatric  Patient  at  Work 

(Continued  From  Page  132) 

Summary 

To  briefly  illustrate  some  of  the  problems 
and  concerns  of  those  of  us  involved  with 
mental  health  of  people  at  work,  I have  sin- 
gled out  one  of  the  commonest  prescriptions — 
time  off  for  emotional  disturbance.  In  examin- 
ing this  technique,  I suggest  it  is  incom- 
patible with  much  of  our  contemporary  think- 
ing in  psychiatry  and  should  be  used  sparingly 
for  illnesses  which  are  not  completely  incapaci- 
tating. Rejection  of  an  employee  by  the  com- 
pany at  a time  of  such  an  emotional  upheaval 
often  may  tend  to  reinforce  the  symptoms. 

A necessary  awareness  on  the  part  of  the  in- 
dustrial m.edical  consultant  and,  indeed,  on  the 
part  of  industrial  management  of  personal 
factors  influencing  the  employee  were  shown 
to  be  important.  Contrary  to  many  personnel 
management  textbooks,  one  must  have  some 
awareness  of  the  stressful  factors  impinging 
upon  the  life  of  an  employee  to  intelligently 
alter  his  work  situation  without  triggering  the 
development  of  emotional  difficulty.  This  sug- 
gests the  value  of  more  frequent  use  of  the 
medical  consultant  at  times  of  job  change. 

Finally,  the  clear  demonstration  of  the 
value  of  appropriate  medical  care  for  the 
employee  with  the  psychiatric  problem  brings 
home  to  each  of  us  the  tragically  unsuccessful 
application  of  the  “tranquilizer  of  the  week” 
without  more  definitive  psychological  counsel- 
ing. 


WEAVERVILLE,  TRINITY 
COUNTY,  CALIFORNIA  — Im- 
mediate opening  for  County 
Physician,  Surgeon  and  Health 
Officer;  Salary  $12,000.00  to  $18,- 
000.00  negotiable.  Modern  39-bed 
County-owned  Hospital.  Location 
50  miles  northwest  of  Redding. 
For  further  information  contact 
Trinity  County  Board  of  Super- 
visors, Weaverville,  California. 
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WHEN  MOTHER'S  IRON  ISN'T  UP  TO 

MOTHERHOOD 


IN  BRIEF:  ACTIONS  AND  USES:  A single  dose  of  Imferon  (iron  dextran  injection)  will 
measurably >egin  to  raise  hemoglobin  and  a complete  course  of  therapy  will  effectively 
rebuild  iron  reserves.  The  drug  is  indicated  only  for  specifically-diagnosed  cases  of  iron 
deficiency  anemia  and  then  only  when  oral  administration  of  iron  is  Ineffective  or  imprac- 
tical. Such  iron  deficiency  anemia  may  include:  patients  in  the  last  trimester  of  preg- 
nancy: patients  with  gastrointestinal  disease  or  those  recovering  from  gastrointestinal 
surgery;  patients  with  chronic  bleeding  with  continual  and  extensive  iron  losses  not 
rapidly  replenishable  with  oral  iron;  patients  intolerant  of  blood  transfusion  as  a 
source  of  iron;  infants  with  hypochromic  anemia;  patients  who  cannot  be  relied 
upon  to  take  oral  iron. 

COMPOSITION;  Imferon  (iron  dextran  injection)  is  a well-tolerated  solution  of  iron  dextran 
complex  providing  an  equivalent  of  50  mg.  of  elemental  iron  in  each  cc.  The  solution  con- 
tains 0.9%  sodium  chloride  and  has  a pH  of  5.2-6.0.  The  10  cc.  vial  contains  0.5%  phenol 
as  a preservative. 

ADMINISTRATION  AND  DOSAGE:  Dosage,  based  upon  body  weight  and  Gm.  Hb./lOO  cc. 
of  blood,  ranges  from  0.5  cc.  in  Infants  to  5.0  cc.  in  adults,  daily,  every  other  day,  or 
weekly.  The  total  iron  requirement  for  the  individual  patient  is  readily  obtainable  from 
the  dosage  chart  in  the  package  insert.  Deep  intramuscular  injection  in  the  upper  outer 
quadrant  of  the  buttock,  using  a 2-track  technique,  (with  displacement  of  the  skin 
laterally  prior  to  injection),  insures  absorption  and  will  help  avoid  staining  of  the  skin. 
A 2-inch  needle  is  recommended  for  the  adult  of  average  size. 


SIDE  EFFECTS:  Local  and  systemic  side  effects  are  few.  Staining  of  the  skin  may  occur. 
Excessive  dosage,  beyond  the  calculated  need,  may  cause  hemosiderosis.  Although 
allergic  or  anaphylactoid  reactions  are  not  common,  occasional  severe  reactions  have 
been  observed,  including  three  fatal  reactions  which  may  have  been  due  to  Imferon 
(iron  dextran  injection).  Urticaria,  arthralgia,  lymphadenopaihy,  nausea,  headache, 
and  fever  have  occasionally  been  reported.  Initial  test  doses  of  0.5  cc.  are  advisable. 

PRECAUTIONS:  If  sensitivity  to  test  doses  is  manifested,  the  drug  should  not  be  given. 
Imferon  (iron  dextran  injection)  must  be  administered  by  deep  intramuscular  injection 
only.  Inject  only  in  the  upper  outer  quadrant  of  the  buttock,  not  in  the  arm  or  other 
exposed  area. 

CONTRAINDICATIONS:  Imferon  (iron  dextran  injection)  is  contraindicated  in  patients 
sensitive  to  iron  dextran  complex.  Since  its  use  is  intended  for  the  treatment  of  iron 
deficiency  anemia  only,  it  is  contraindicated  in  other  anemias. 

CARCINOGENICITY  POTENTIAL:  Using  relatively  massive  doses,  Imferon  (iron  dextran 
injection)  has  been  shown  to  produce  sarcoma  in  rats,  mice  and  rabbits  and  possibly  in 
hamsters,  but  not  in  guinea  pigs.  The  risk  of  carcinogenesis,  if  any  in  man,  following 
recommended  therapy  with  1 mferon  (iron  dextran  injection)  appears  to  be  extremely  small. 

SUPPLIED:  2 cc.  ampuls,  boxes  of  10;  5 cc.  ampuls,  boxes  of  4;  10  cc.  multiple  dose  vials. 


in  iron  deficiency  anemia  for  rapid  and 
predictable  replacement  of  iron  reserves 

imferon* 
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NEWS  ITEMS 


3n  iTlemoriam 


Roy  William  Kirchberg,  Jr.,  M.D.,  assistant  instructor  in 
pathology  at  the  University  of  Louisville  School  of 
Medicine,  is  among  the  91  recipients  of  senior  clinical 
traineeship  grants  awarded  by  the  U.S.  Public  Health 
Service  for  the  study  of  cancer.  The  grants,  totaling 
$971,500,  will  go  to  physicians  who  have  completed 
residency  training  for  an  additional  year’s  training. 

William  Watkins,  M.D.,  Somerset,  was  notified  re- 
cently of  his  certification  by  the  American  Board  of 
Pediatrics.  Doctor  Watkins  was  graduated  in  1960 
from  the  University  of  Tennessee  School  of  Medicine. 

E.  Fred  Smock,  M.D.,  Buechel,  has  announced  the 
discontinuance  of  his  private  practice  as  of  January 
1,  in  order  to  enter  a residency  in  radiology  at  St. 
Joseph  Infirmary  in  Louisville. 

John  D.  Ammon,  M.D.,  is  now  associated  with  H.  L. 
Ravenscraft,  M.D.,  at  Hebron,  where  he  will  limit  his 
practice  to  general  medicine.  Doctor  Ammon  was 
graduated  in  1964  from  the  University  of  Louisville 
School  of  Medicine,  and  interned  at  Bethesda  Hos- 
pital, Cincinnati,  O.  He  is  a native  of  Covington. 

Victor  Jenkins,  M.D.,  is  a new  staff  psychiatrist  at 
Western  State  Hospital  at  Hopkinsville,  it  has  been 
announced.  Doctor  Jenkins  received  his  medical  De- 
gree from  the  University  of  Louisville  School  of  Med- 
icine in  1958,  and  took  his  residency  training  at  Cen- 
tral State  Hospital  and  Ypsilanti  Hospital,  Ypsilanti, 
Mich. 

Okey  H.  Sanford,  Jr.,  M.D.,  is  now  practicing  in  Ash- 
land, where  he  is  associated  with  Wayne  Franz,  M.D. 
A general  practitioner.  Doctor  Sanford  received  his 
medical  degree  in  1963  from  West  Virginia  Univer- 
sity, and  interned  at  Charleston  Memorial  Hospital. 
Before  coming  to  Ashland,  he  was  in  practice  at 
Montgomery,  W.  Va. 

Harry  L.  Galloway,  M.D.,  Paris,  has  Opened  an  office 
in  that  city,  where  he  will  be  in  general  practice. 
Doctor  Galloway  graduated  in  1962  from  Bowman 
Gray  School  of  Medicine  and  interned  at  Greenville, 
S.C.,  before  serving  two  years  with  the  U.S.  Public 
Health  Service. 

M.  A.  Greenwell,  M.D.,  has  Started  general  practice 
at  Elizabethtown,  it  has  been  announced.  Doctor 
Greenwell,  who  received  his  medical  degree  from  the 
University  of  Louisville  in  1962,  interned  at  St. 
Elizabeth  Hospital  in  Dayton,  O.  He  recently  fin- 
ished two  years  of  service  in  the  Air  Force. 

George  H.  Daaboul,  M.D.,  has  become  associated  with 
the  Daniel  Boone  Clinic  at  Harlan,  where  he  will  limit 
his  practice  to  internal  medicine.  Doctor  Daaboul,  a 
native  of  Lebanon,  received  his  medical  education  at 
the  University  of  Salamanca,  Salamanca,  Spain,  and 
interned  in  Puerto  Rico  before  coming  to  Harlan  in 
1962  for  his  residency  training. 


WILLIAM  MOORE  HAMMACK,  M.D. 

Madisonville,  Ky. 

1879-  1 965 

William  M.  Hammack,  M.D.,  a general  practitioner 
in  Hopkins  County  for  58  years,  died  in  Madisonville 
December  19  at  the  age  of  86.  A native  of  Webster 
County,  Doctor  Hammack  attended  the  Ohio  Valley 
College  at  Sturgis  and  received  his  medical  degree 
from  the  Medical  Department  of  the  University  of 
Louisville  in  1905. 

JOHN  EDISON  CRAWFORD,  M.D. 

Whitesburg,  Ky. 

1897-1965 

John  E.  Crawford,  M.D.,  68,  who  had  practiced 
medicine  in  Letcher  County  since  1929,  died  Decem- 
ber 29  at  a Whitesburg  hospital.  He  had  been  in 
failing  health  for  a number  of  years.  Doctor  Crawford 
graduated  in  1927  from  the  University  of  Louisville 
School  of  Medicine,  and  practiced  a year  at  Mt. 
Vernon  before  moving  to  Whitesburg. 

CHARLES  WILLIAM  WHEELER,  M.D. 

Louisville,  Ky. 

1909-  1 966 

Charles  W.  Wheeler,  M.D.,  Louisville  general  prac- 
titioner, died  Sunday,  January  9 at  a Louisville  hospital 
as  the  result  of  injuries  received  the  previous  day  in 
an  automobile  accident.  He  was  a 1936  graduate  of 
the  University  of  Louisville  School  of  Medicine. 

Pertinent  Paragraphs 

“The  samples  you  get  from  drug  companies  are  intended 
for  one  purpose;  to  be  given  to  patients  as  a trial. 
However,  if  no  written  prescription  accompanies  the 
sample,  the  transaction  looks  like  the  dispensing  of  a 
home  remedy;  or  looks  as  if  the  patient  is  being  used 
as  a guinea  pig.  Common  sense  suggests  that  the  sam- 
ple should  be  accompanied  by  a written  prescription 
for  the  same  item.”  Editorial  in  the  Journal  of  the 
Medical  Society  of  New  Jersey,  (62:547),  December 
1965. 

The  Right  to  Prescribe — Right:  “This  gets  down  to  the 
really  basic  controversy,  where  one  exists,  between 
physicians  and  welfare  agencies  on  drug  costs.  We  are 
willing,  indeed  we  are  anxious  to  prescribe  economi- 
cal drugs  for  our  patients,  whether  on  welfare  or  pay- 
ing their  own  way  — but  it  has  to  be  the  right  drug. 
It  is  when  we  are  denied  the  opportunity  to  provide 
for  our  patients  the  proper  drug  for  their  treatment, 
simply  on  a basis  of  cost,  that  we  rebel.”  Burtis  E. 
Montgomery,  M.D.,  in  Illinois  Medical  Journal,  (128: 
614),  December  1965. 
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more  complete  relief  for  the  “dyspeptic" 

DACTILASF 


Dactilase  provides  comprehensive  therapy  for  a 
wide  range  of  digestive  disorders.  Its  antispas- 
modic  and  anesthetic  actions  rapidly  relieve  pain 
and  spasm.  Dactilase  decreases  hypermotility 
without  inducing  stasis.  In  addition,  it  supplies 
digestive  enzymes  to  help  reduce  bloating,  belch- 
ing and  flatulence.  Dactilase  does  not  interfere 
with  normal  digestive  secretions.  Very  often  it  can 
be  a most  useful  answer  to  the  dyspeptic’s  needs. 

DACTILASE;  Each  tablet  contains:  Dactil®  (pi- 
peridolate  hydrochloride),  50  mg.;  Standardized 
cellulolytic*  enzyme,  2 mg.;  Standardized  amylo- 


lytic  enzyme,  15  mg.;  Standardized  proteolytic 
enzyme,  10  mg.;  Pancreatin  3X**  (source  of  lipo- 
lytic activity),  100  mg.;  Taurocholic  acid,  15  mg. 

*Nccd  in  human  nutrition  not  established.  **As  acid  resistant  granules 
equivalent  in  activity  to  300  mg.  Pancreatin  N.F. 

Side  Effects  and  Contraindications:  DACTILASE 
is  almost  entirely  free  of  side  effects.  However,  it  should 
be  withheld  in  glaucoma  and  in  jaundice  due  to  com- 
plete biliary  obstruction. 

Administration  and  Dosage:  One  tablet  with,  or 
immediately  following  each  meal.  Tablets  should  be 
swallowed  whole. 

Supplied:  Bottles  of  60  and  250. 


LAKESIDE  LABORATORIES,  INC. 

Milwaukee,  Wisconsin  53201 
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What  is  the  single  most 
important  contribution 
to  drug  research  ? 


\vhen  PresidenL  Washington  signed  the  first 
U.S.  jjatent  latv.  For  patents  mean  drug  ])rogress.  For 
example,  of  the  fi()4  important  drugs  introduced 
trorkhvide  since  1941,  the  majority  originated  in  the 
U.S.  drtig  indtistry.  By  contrast,  a major  tvcst  Eurojtean 
nation,  whit  h has  no  patent  protection,  contributed  one. 
How  great  is  the  contribution  ol drug  patents? 

4'he  answer  is  told  in  life  itself:  our  children  live  10  years 
longer  than  tve.  and  need  not  stiller  polio,  measles, 
diphtheria,  tuberculosis,  rheumatic  heart  disease,  and  a 
dozen  other  illnesses  tve  gre\v  up  fearing.  A\'e  can 
expect  these  benefits  to  multiply— as  long  as  our  patent 
system  remains  strong. 


Pharmaceutical  Manufacturers  Association 

1155  Fifteenth  Street,  N.W.  Washington,  D.C.  20005 


Turn  a bundle  of  colic 


into  a bundle  of  joy 


Colic,  often  in  part  a reflection  of  family  tension,  adds 
sleepless  nights  to  patients’  and  parents’  distraught 
days.  Pediatric  Piptal  with  Phenobarbital  slows  down 
spasm,  diminishes  pain  and  crying,  improves  feeding  patterns 
. . . permits  sleep  and  rest ...  for  patient  and  family. 


Pleasant  tasting  Pediatric  Piptal  with  Phenobarbital  is 
miscible  in  milk,  formulas  and  fruit  juices,  and  may  also  be 
administered  by  dropper  directly  on  the  infant’s  tongue. 
Dosage  is  0.5  cc.  15  minutes  before  feeding;  in  severe  cases, 
1.0  cc.  four  times  daily.  High  doses  may  occasionally  cause 
constipation  with  tenesmus  and,  rarely,  flushing  without 
fever.  Contraindicated  in  bowel  obstruction  or  sensitivity  to 
phenobarbital  or  anticholinergics.  Available  in  30  cc.  dropper 
bottles,  droppers  calibrated  to  deliver  0.5  cc. 


PEDIATRIC  PIPTAL* 
KITH  P II  E N 0 B A R I!  I T A L 


each  cc.  contains;  6 mg.  phenobarbital  (warning:  may  be  habit  forming); 
4 mg.  Piptal'^  (pipenzolate  bromide),  and  20%  alcohol  in  a pleasant- 
tasting  solution. 


LAKESIDE  LABORATORIES,  INC. 
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protection 

you  can  recommend  for  your  patients 


BLi  SHIELD 


THE  VOLUNTARY  MEDICAL-SURGICAL 
PREPAYMENT  PLAN  ORGANIZED 
TO  HELP  KENTUCKIANS 
BUDGET  IN  ADVANCE  FOR  CARE 


Children  reaching  age  19  or  marrying  before  age  19 
can  continue  protection  by  transfer  to  their  own 
Individual  or  Family  Plan  . . . Blue  Shield  has 
never  cancelled  membership  because  of  health  or 
an  incurable  condition. 


Blue  Shield  offers  a variety  of  plans  and  broad 
range  of  benefits  for  families,  individuals,  and 
groups. 


BLUE  SHIELD* 

KENTUCKY  PHYSICIANS  MUTUAL,  INC.  for  Medical- 
Surgical  Protection 


BLEE  MS* 

BLUE  CROSS  HOSPITAL  PLAN,  INC.  for 
Hospital  Protection 

3101  Bardstown  Road  * Louisville  40205 
Phone  452-1511 


following 

infection 


STRESSCAPS  B and  C vitamins  in  therapeutic  amounts ...  help  the  body 
mobilize  defenses  during  convalescence. ..aid  response  to  primary  therapy. 
The  patient  with  a severe  infection,  and  many  others  undergoing  physio- 
logic stress,  may  benefit  from  STRESSCAPS. 


Each  capsule  contains: 

Vitamin  B i (as  Thiamine  Mononitrate)  10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B*  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B12  Crystalline 

A mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults,  1 

capsule 

daily,  for  the  treatment  of  vitamin 

deficien- 

cies.  Supplied  in  decorative  “reminder" 

jars  of  30  (one  month's  supply) 
(three  months'  supply). 

and  100 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY  Pearl  River,  N.Y 
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Abbott  Laboratories  1 05-1 06-1 07-1 08 

Ames  Company  177 

Blue  Cross  Hospital  Plan  174 

Bristol  Laboratories  100-101 

Burrou9hs  Wellcome  119 

Chicago  Medical  Association  122 

Henry  County  Clinic  162 

Highland  Hospital  164 

Hynson,  Westcott  & Dunning,  Inc 95 

King's  Daughters  Hospital  160 


New  Castle  Sanitarium  114 

Parke,  Davis  & Company  94 

Pharmaceutical  M'-nu'ccturing  Company  172 

Willicm  P.  Poythress  & Company  115 

A.  H.  Robins  Company  111-112-113 

Roche  Laboratories  178 

J.  B.  Roerig  & Company  120-121-153 

G.  D.  Searle  & Company  136-137 

Smith  Kline  & French  126 

Southern  Optical  Company  114 


Lakeside  Laboratories  1 59-1 61 -1 63-1 65-1 67-1 69-1 71 -1 73 

Lederle  Laboratories  109-125-175 

Eli  Lilly  & Company  128 


Trinity  Board  of  Suprrviso’s  168 

U.  S.  Vitamin  Corporation  127 


Medical  Protective  Company  122 

William  S.  Merrell  Company  99-116-117 

Merck,  Sharp  & Dohme  102-103 


Wallace  Laboratories  124-156-157 

Walker  Laboratories  123 

Winthrop  Laboratories  97 
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GLUCOLA 

Carbonated  Preparation  for  { 

Carbohydrate  Tolerance  Tests  * 

NEW  I 

. For  use  in  glucose 
tolerance  tests 
. In  preference  to  the 
postprandial  test  meal 


i 


Glucola' 

ennD 

PREP4R4TI0N 
f fOR  GLUCOSE 
t T0LER4NCE  TEST 


CtKIlI  PIKDIKi: 


A NEW  SOLUTION  FOR  AN  OLD  PROBLEM 

Ready  to  use  • Pleasant  tasting  cola  flavor  • Well  tolerated 


A 7-ounce  bottle  of  Glucola  provides  a liquid  oral  loading  dose  equivalent  to 
75  Gm.  of  glucose^’-  for  carbohydrate  tolerance  testing.  Glucola  avoids  the 
nausea  that  frequently  results  from  lingering  sweet  laboratory  preparations, 
and  the  occasional  emesis  that  necessitates  rescheduling  the  test.  With 
Glucola,  no  time  is  lost  weighing  and  mixing  glucose  “cocktails”— only  a 
bottle  opener  is  needed.  753  ,r2)6^ 

■*The  rapidly  hydrolyzable  saccharides  in  this  formulation  assure  optimum  absorption  and  glucose 
levels  comparable  to  those  obtained  with  a 100  Gm.  loading  dose. 

Available  through  your  regular  supplier; 
cartons  of  12  7-oz  bottles  (6  bottles 
per  pack,  2 packs  per  carton). 


Ames  Company,  Inc. 
Elkhart,  Indiana 
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heart  disease 
or  psychic  tension? 

“Heart  symptoms”— chest  pain,  tachycardia,  ar- 
rhythmia—invariably  alarm  and  preoccupy  the 
patient,  though  they  may  be  completely  without 
organic  basis.  Such  symptoms  often  are  somatic  masks 
of  psychic  tension,  arising  from  constant  encounters 
w'ith  stressful  situations. 

When  the  problem  is  diagnosed  as  emotionally  pro- 
duced, consider  Valium  (diazepam)  as  adjunctive 
therapy.  Valium  (diazepam)  acts  rapidly  to  calm  the 
patient,  to  reduce  his  psychic  tension  and  relieve 
associated  cardiovascular  complaints. 

Neurotic  fatigue — the  chronic  tiredness  resulting 
from  emotional  strain  which  so  often  accompanies 
psychogenic  “heart”  symptoms  — also  can  be  con- 
trolled by  this  highly  useful  agent.  Valium  (diazepam) 
often  achieves  results  where  other  psychotherapeutic 
agents  have  failed. 

Valium  (diazepam)  is  generally  well  tolerated,  and 
usually  does  not  impair  mental  acuity  or  ability  to 
function.  If  side  effects  such  as  ataxia  and  drowsiness 
occur,  they  usually  disappear  with  dosage  adjustment. 


In  prescribing : Dosage  —Adults;  Mild  to  moderate  psychoneu- 
rotic reactions,  2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psychoneurotic 
reactions,  5 to  10  mg  t.i.d.  or  q.i.d.;  alcoholism,  10  mg  t.i.d.  or 
q.i.d.  in  first  24  hrs,  then  5 mg  t.i.d.  or  q.i.d.  as  needed;  muscle 
spasm  with  cerebral  palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d. 
Geriatric  patients;  1 or  2 mg/ day  initially,  increase  gradually  as 
needed. 

Contraindications:  Infants,  patients  with  history  of  convulsive 
disorders  or  glaucoma. 

Warning:  Not  of  value  in  the  treatment  of  psychotic  patients, 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 

Precautions:  Limit  dosage  to  smallest  effective  amount  in  elderly 
patients  (not  more  than  1 mg,  one  or  two  times  daily)  to  preclude 
ataxia  or  oversedation.  Advise  patients  against  possibly  hazard- 
ous procedures  until  correct  maintenance  dosage  is  established; 
driving  during  therapy  not  recommended.  In  general,  concurrent 
use  with  other  psjxhotropic  agents  is  not  recommended.  Warn 
patients  of  possible  combined  effects  with  alcohol.  Safe  use  in 
pregnancy  not  established.  Observe  usual  precautions  in  impaired 
renal  or  hepatic  function  and  in  patients  who  may  be  suicidal; 
periodic  blood  counts  and  liver  function  tests  advisable  in  long- 
term use.  Cease  therapy  gradually. 

Side  Effects:  Side  effects  (usually  dose-related)  are  fatigue, 
drowsiness  and  ataxia.  Also  reported:  mild  nausea,  dizziness, 
blurred  vision,  diplopia,  headache,  incontinence,  slurred  speech, 
tremor  and  skin  rash;  paradoxical  reactions  (excitement,  de- 
pression, stimulation,  sleep  disturbances  and  hallucinations)  and 
changes  in  EEG  patterns.  Abrupt  cessation  after  prolonged  over- 
dosage may  produce  withdrawal  symptoms  similar  to  those  seen 
with  barbiturates,  meprobamate  and  chlordiazepoxide  HCl. 

Supplied:  Tablets,  2 mg,  S mg  and  10  mg;  bottles  of  SO  for  con- 
venience and  economy  in  prescribing. 


\^llUnY(diazepam) 

2-mg,  5-mg,  10-mg  tablets 


Roche  Laboratories 

Division  of  Hoffmann -La  Roche  Inc. 

Nutley,  N.J.  07110 


McDowell  house 


CgmccrCC- 


OF  LOUlSViLLE 


UNIVERSITY  OF  KENTUCKY 


ATI 


O 


ED 


ICA 


ASSOCI 


N 


KENTUCKY 


M 


L 


TH 


E 


OF 


Diagnosis  and  Therapy  of  Hemorrhagic 
Disorders  Occurring  During  Surgery 

William  S.  Howland,  M.D. 

Management  of  Endometriosis 

Clayton  T.  Beecham,  M.D. 

Prevention  of  Serious  Injuries:  Mouthguards 
for  Athletes 

Theodore  E.  Logan,  D.M.D. 

Appendectomies;  A Five-Year  Epidemiologic 
Review 

G.  L.  Points,  M.D.,  H.  C.  Jones,  M.D. 
and  M.  j.  McNamara,  M.D. 


Complete  ContenT» 


KMA  1966  interim  Meeting — April  13  and  14 

DuPont  Lodge,  Cumberlond  Falls 


""12 


on  Page 


among  the  most  significant  drugs  in  use  toda] 


(CHLORAMPHENICOL) 


PARKE.  DAVIS  4 COMPANY,  Dtifoil,  M.ch.gm  4633} 


Complete  information  for  usage  available  to  physicians  upon  reques 


VOLUME  64 


MARCH  1966 


Issued  Monthly  Under  the  Direction 
of  the  Board  of  Trustees 


EDITOR 

Son)  A.  Overstreet,  M.D. 

ASSOCIATE  EDITOR 
Walter  S.  Coe,  M.D. 

managing  editor 

J.  P.  Sonlord 

ASST.  MANAGING  EDITOR 
Ann  M.  Huntsman 


• UEPARIMENIAL  EDITORS 

Jock  L.  Chomley,  M.D.,  Scientiiic 
Eugene  H.  Conner,  M.D.,  Book  Reviews 
Oscar  J.  Hayes,  M.D.,  Case  Discussions 
William  W.  Hall,  Insurance 

• ADVISORY  COMMITTEE 

TO  THE  EDITOR 

Blaine  Lewis,  Jr.,  M.D.,  Chairman 
Patrick  J.  Murphy,  M.D. 

Gerald  B.  Reams,  M.D. 

Willett  H.  Rush,  M.D. 

Frederick  Scott,  M.D. 

Orson  P.  Smith,  M.D. 

• BOARD  OF  CONSULTANTS 

ON  SCIENTIFIC  ARTICLES 

Term  Expires  July  1,  1968 
Robert  P.  Bergner,  M.D. 

John  W.  Greene,  Jr.,  M.D. 

R.  Glenn  Greene,  M.D. 

Mervel  V.  Hones,  M.D. 

Harold  D.  Rosenbaum,  M.D. 

Edward  C.  Shrader,  M.D. 

Seen  D.  Weakley,  M.D. 

Thomas  D.  Yocum,  M.D. 


JOURNAL  KENTUCKY 

MEDICAL  ASSOCIATION 


SCIENTIFIC  ARTICLES 

The  Diagnosis  and  Therapy  of  Hemorrhagic  Disorders 


Occurring  During  Surgery 

William  S.  Howland,  M.D 219 

Management  of  Endometriosis 

Clayton  T.  Beecham,  M.D 224 

Prevention  of  Serious  injuries:  Mouthguards  for 
Athletes 

Theodore  E.  Logan,  D.M.D 228 

Appendectomies:  A Five-Year  Epidemiologic  Review 

Gerald  L.  Points,  M.D.,  Hubert  C.  Jones,  M.D., 

and  Michael  J.  McNamara,  M.D 231 


CASE  DISCUSSIONS 

Olfactory  Hallucinations — Clinical  Evaluation 

Nina  Kateryniuk,  M.D 234 


EDITORIALS 

Changing  Concepts  in  the  Health  Field 

Austin  Smith,  M.D 237 


SPECIAL  ARTICLE 

Health  Cares  Weaken 240 


Term  Expires  July  1,  1967 
Edward  C.  Graves.  M.D. 

Carl  W.  Kumpe.  M.D. 

Marvin  A.  Lucas,  M.D. 

Robert  N.  McLeod.  Jr..  M.D. 
Henry  W.  Post,  M.D. 

Clinton  R.  Potts,  M.D. 

Oscar  Thompson.  M.D. 

George  1.  Uhde,  M.D. 


Term  Expires  July  1,  1966 
Harold  L.  Bushey.  M.D. 

Edward  J.  Fadell.  M.D. 

Merle  W.  Fowler.  Jr.,  M.D. 
Joseph  L.  Goldstein,  M.D. 

John  D.  Lovett.  M.D. 

George  F.  McAuliffe,  M.D. 
Ralph  G.  Thomas,  M.D. 

Eugene  Todd,  Jr.,  M.D. 


Published:  3532  Janet  Avenue, 

Louisville,  Ky.  40205 

Subscription  $8.00 — single  copy  .80 
S0Cond‘Claa  postage  paid  at  Lomsville,  Kentucky. 
Acceptance  for  matltng  at  special  rates  postage 
provided  in  Section  2/03,  act  of  Oct.  3*  1917, 
autbortzed  May  23.  1920 


ORGANIZATION 


Utilization  Review,  Medicare  Operation  Among  Topics  at 

Interim  Meeting  242 

Interim  Meeting  Program  in  Detail  243 

New  Member  Orientation  Course  Scheduled  for  April  13  244 

Dr.  Brockman  to  give  Slide  Talk  on  Vietnam  at  Interim  Meeting  . . . .244 

Metropolitan  Life  Insurance  Co.  Named  Ky.  Medicare  Carrier 246 

Dr.  Denham  in  1 1 Committee  Posts  in  Ky.  House  of  Representatives  246 

Nominating,  Awards  Committees  to  Meet  at  Interim  Meeting  246 

Critical  Dimension  to  be  Topic  at  Fifth  District,  JCMS  Meeting  . . . .246 

Thirteenth  Trustee  District  to  Meet  April  5 at  Ashland 247 

AMA  Sends  Dr.  Long  to  Vietnam  to  Study  Health  Facilities  247 

Drs.  Baker,  Greathouse,  Speak  at  Seventh  District  Meeting  247 

Eighth  District  Meeting  Planned  April  7 at  So.  Ft.  Mitchell 247 

Governor’s  Occupational  Health  Conference  to  be  March  28  247  f 

KDA  Plans  106th  Annual  Meeting  for  April  3-6  in  Louisville  248 

UN  Correspondent  to  be  Speaker  at  Hospital  Assn.  Session  248 


I 

REGULAR  FEATURES 

President's  Page  184  Public  Health  Page  198 

Insurance  Page  186  In  The  Books 204 

Postgraduate  Opportunities  ..211 


182 


I 


I 


j 


I 


1 


Open  the  nose- 

help  drain 
the  stagnant  sinus 
gently 


Neo-Synephrine  is  a standard  among 
topical  vasoconstrictors.  It  is  unsurpassed 
for  reducing  nasal  turgescence  in  colds; 
and  a most  valuable  aid  in  preventing 
and  treating  sinusitis. 

Neo-Synephrine  stops  the  boggy  feeling  of 
colds  at  once— works  against  factors  that 
induce  sinusitis.  With  Neo-Synephrine 
nose  drops,  spray  or  jelly,  turbinates  shrink 
on  contact,  obstructed  ostia  open  and 
drainage  is  re-established. 


In  sinusitis,  Neo-Synephrine  helps  to  pro- 
mote drainage  and  hasten  recovery.*  Used 
promptly,  it  helps  clear  the  stagnant  sinus 
and  lessen  the  chances  of  chronicity. 

Neo-Synephrine  HCI  is  available  in; 

V8‘7o  solution  for  infants 

’A'Vo  solution  for  children  and  adults 

V4°7o  pediatric  nasal  spray  for  children 

’/2‘Vo  solution  for  adults 

V2°7o  nasal  spray  for  adults 

V2%  jelly  for  children  and  adults 

1°7o  solution  for  adults  (resistant  cases) 


*Proctor,  D.  F.:  The  Nose,  Paranasal  Sinuses,  and 
Ears  in  Childhood,  Springfield,  III.,  Charles  C 
Thomas,  1963,  p.  34. 


\jm/Tf^n7/r\ 

Winthrop  Laboratories,  New  York,  N.  Y.  10016 

In  colds  and  sinusitis 


HCI 

(brand  of  phenylephrine  hydrochloride) 

soiutions/sprays/jelly 


MESSAGE 
FROM  THE 
PRESIDENT 


Prevailing  Fees  — A Good  Answer*!* 


Through  the  efforts  of  the  physician  members  of  the  Kentucky  Medical 
Association,  our  Blue  Shield  Plan  was  started  in  1949.  Allowances  for 
professional  services  through  the  Blue  Shield  Certificates  have  been  on 
an  indemnity  basis.  The  doctor  made  his  usual  charge  to  the  patient  and  credited 
these  allowances  toward  his  charge. 

In  recent  years  the  public,  in  some  instances,  has  been  requesting  paid-in-fuU 
type  benefits  from  the  Blue  Shield  Plan.  Major  purchasers  of  health  care  want 
predictability  of  cost.  To  remain  competitive  and  to  render  the  best  service  possible 
to  the  people.  Blue  Shield  has  been  required  to  develop  a contract  that  will 
meet  these  demands. 

The  Prevailing  Fees  Program  was  developed  to  meet  the  demands  of  the 
purchasers  of  care  and  at  the  same  time  operate  within  established  ethical 
principles. 

This  new  program  is  Blue  Shield’s  unique  method  of  providing  a usual  and 
customary  fee  program  which  offers  all  interested  parties  many  advantages  that 
are  not  incorporated  in  other  programs. 

1.  The  fees  are  determined  by  physicians  before  the  service  is  rendered  and 
not  afterward. 

2.  Individual  physicians’  fees  may  be  adjusted  by  proper  notification. 

3.  The  program  assures  full  payment  for  covered  services  regardless  of  specialty. 

4.  It  allows  consideration  of  fees  higher  than  “usual”  for  complicated  cases. 

5.  The  program  protects  the  doctor-patient  relationship. 

6.  The  medical  profession’s  interest  is  protected  by  medical  society  guidance. 
Let  us  all  hope  this  progressive  move  by  Blue  Shield  is  a productive  and 
successful  venture. 

George  W.  Pedigo,  Jr.,  M.D. 
Vice-President  (Central) 


^This  is  the  second  in  a series  of  guest  articles  written  at  the  request  of  KMA  president 
Everett  H.  Baker,  M.D.,  by  the  president  of  the  Woman’s  Auxiliary  and  the  three  KMA 
vice  presidents. 
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Oactilase 


more  complete  relief  for  the  “dyspeptic" 

DACTILASE* 


Dactilase  provides  comprehensive  therapy  for  a 
wide  range  of  digestive  disorders.  Its  antispas- 
modic  and  anesthetic  actions  rapidly  relieve  pain 
and  spasm.  Dactilase  decreases  hypermotility 
without  inducing  stasis.  In  addition,  it  supplies 
digestive  enzymes  to  help  reduce  bloating,  belch- 
ing and  flatulence.  Dactilase  does  not  interfere 
with  normal  digestive  secretions.  Very  often  it  can 
be  a most  useful  answer  to  the  dyspeptic’s  needs. 

DACTILASE:  Each  tablet  contains:  Dactil®  (pi- 
peridolate  hydrochloride),  50  mg.;  Standardized 
cellulolytic*  enzyme,  2 mg.;  Standardized  amylo- 


lytic  enzyme,  15  mg.;  Standardized  proteolytic 
enzyme,  10  mg.;  Pancreatin  3X**  (source  of  lipo- 
lytic activity),  100  mg.;  Taurocholic  acid,  15  mg. 

*Nccd  in  human  nutrition  not  established.  **As  acid  resistant  granules 
equivalent  in  activity  to  300  mg.  Pancreatin  N.F. 

Side  Effects  and  Contraindications:  DACTILASE 
is  almost  entirely  free  of  side  effects.  However,  it  should 
be  withheld  in  glaucoma  and  in  jaundice  due  to  com- 
plete biliary  obstruction. 

Administration  and  Dosage:  One  tablet  with,  or 
immediately  following  each  meal.  Tablets  should  be 
swallowed  whole. 

Supplied:  Bottles  of  60  and  250. 


LAKESIDE  LABORATORIES,  INC. 

Milwaukee,  Wisconsin  53201 
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THE  INSURANCE  PAGE 


Medicare  Utilization  Preview 


All  hospitals  participating  in  the 
medicare  program  will  be  required  to 
have  a utilization  review  program  which 
meets  conditions  outlined  by  the  Department 
of  Health,  Education  and  Welfare.  These  com- 
mittees are  to  be  functioning  by  July  1,  1966 
when  the  program  goes  into  effect.  They  will 
be  organized  under  the  hospital  medical  staff 
and  composed  of  practicing  staff  doctors.  If  a 
hospital  is  too  small,  or  the  staff  is  not  formally 
organized,  the  law  provides  that  the  utilization 
review  committee  may  be  organized  by  a local 
medical  society  or  by  a group  of  hospitals  in 
the  area. 

The  committees  will  have  three  separate 
and  distinct  but  related  functions; 

1.  Medical  care  appraisal,  directed  primar- 
ily to  quality  of  professional  care.  To  be  ac- 
complished by  detailed  study  of  case  records 
following  discharge  of  the  patient. 

2.  “Utilization  Review”:  review  of  case  rec- 
ords with  respect  to  efficient  and  appropriate 
use  of  hospital  facilities  and  services.  With  this 
type  of  study,  the  committee  attempts  to  iden- 
tify patterns  of  inefficient  or  inappropriate 
hospital  use  and  make  correcting  recommen- 
dations to  the  hospital  administration  or  to  the 
medical  staff.  While  “utilization  review”  did 
not  arise  solely  as  an  effort  to  combat  rising 
costs,  this  factor  admittedly  is  one  of  great 
importance. 

3.  Claims  Review:  This  is  the  only  com- 
mittee function  which  has  been  spelled  out  in 
any  detail  in  the  regulations.  Each  “extended 
stay”  case  will  be  reviewed  to  determine  if 
further  hospital  care  is  “medically  necessary.” 


If  not,  notification  will  be  immediately  sent  to 
the  attending  physician,  the  patient  and  the 
hospital,  and  medicare  payments  will  be 
stopped. 

Quality  of  care  appraisal  and  utilization 
study  have  long  been  strongly  endorsed  and 
encouraged  by  organized  medicine.  Hospital 
medical  staffs  have  traditionally  been  charged 
with  the  responsibility  for  the  quality  of  pro- 
fessional care  rendered  in  the  hospital,  and  in 
recent  years  has  been  added  appraisal  of 
whether  use  of  hospital  facilities  was  appro- 
priate. These  review  programs  have  varied 
widely  from  hospital  to  hospital  and  in  trying 
numerous  approaches  valuable  experience  has 
been  gained  in  committee  organization  and 
function. 

The  claims  review  role,  as  outlined,  departs 
significantly  from  the  concept  of  utilization  re- 
view advocated  by  the  AM  A and  Joint  Com- 
mission on  Accreditation  of  Hospitals.  It  is 
primarily  a policing  function  aimed  at  getting 
patients  out  of  the  hospital  as  quickly  as  pos- 
sible. Claims  review  has  in  the  past  been  a 
function  of  the  county  medical  society,  carried 
out  on  an  after-the-fact  basis,  and  almost  uni- 
formly at  the  instigations  of  third  parties.  The 
Department  of  Health,  Education  and  Welfare 
would  be  wise  to  study  further  this  aspect  of 
the  review  plan  and  possibly  provide  for  a 
variety  of  methods  to  accomplish  the  claims 
policing  function.  In  this  way  an  effective  ap- 
proach may  be  developed  with  a minimum  of 
physician  resistance. 

William  W.  Hall,  M.D. 
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WHEN  MOTHER'S  IRON  ISN'T  UP  TO 

MOTHERHOOD 


IN  BRIEF;  ACTIONS  AND  USES:  A single  dose  of  Imferon  (iron  dextran  injection)  will 
measurably  }egin  to  raise  hemoglobin  and  a complete  course  of  therapy  will  effectively 
rebuild  iron  reserves.  The  drug  Is  indicated  only  for  specifically-diagnosed  cases  of  iron 
deficiency  anemia  and  then  only  when  oral  administration  of  iron  is  ineffective  or  Imprac- 
tical. Such  iron  deficiency  anemia  may  include:  patients  in  the  last  trimester  of  preg- 
nancy; patients  with  gastrointestinal  disease  or  those  recovering  from  gastrointestinal 
surgery;  patients  with  chronic  bleeding  with  continual  and  extensive  iron  losses  not 
rapidly  replenishable  with  oral  iron;  patients  intolerant  of  blood  transfusion  as  a 
source  of  iron:  infants  with  hypochromic  anemia;  patients  who  cannot  be  relied 
upon  to  take  oral  iron. 

COMPOSITION;  Imferon  (iron  dextran  injection)  Is  a well-tolerated  solution  of  iron  dextran 
complex  providing  an  equivalent  of  50  mg.  of  elemental  iron  in  each  cc.  The  solution  con- 
tains 0.9%  sodium  chloride  and  has  a pH  of  5.2-6.0.  The  10  cc.  vial  contains  0.5%  phenol 
as  a preservative. 

ADMINISTRATION  AND  DOSAGE:  Dosage,  based  upon  body  weight  and  Gm.  Hb./IOO  cc. 
of  blood,  ranges  from  0.5  cc.  in  infants  to  5.0  cc.  in  adults,  daily,  every  other  day.  or 
weekly.  The  total  iron  requirement  for  the  individual  patient  is  readily  obtainable  from 
the  dosage  chart  in  the  package  insert.  Deep  intramuscular  Injection  in  the  upper  outer 
quadrant  of  the  buttock,  using  a Z-track  technique,  (with  displacement  of  the  skin 
laterally  prior  to  injection),  insures  absorption  and  will  help  avoid  staining  of  the  skin. 
A 2-inch  needle  is  recommended  for  the  adult  of  average  size. 


SIDE  EFFECTS:  Local  and  systemic  side  effects  are  few.  Staining  of  the  skin  may  occur. 
Excessive  dosage,  beyond  the  calculated  need,  may  cause  hemosiderosis.  Although 
allergic  or  anaphylactoid  reactions  are  not  common,  occasional  severe  reactions  have 
been  observed,  including  three  fatal  reactions  which  may  have  been  due  to  Imferon 
(iron  dextran  injection).  Urticaria,  arthralgia,  lymphadenopaihy,  nausea,  headache, 
and  fever  have  occasionally  been  reported.  Initial  test  doses  of  0.5  cc.  are  advisable. 

PRECAUTIONS:  If  sensitivity  to  test  doses  is  manifested,  the  drug  should  not  be  given. 
Imferon  (iron  dextran  injection)  must  be  administered  by  deep  intramuscular  injection 
only.  Inject  only  in  the  upper  outer  quadrant  of  the  buttock,  not  in  the  arm  or  other 
exposed  area. 

CONTRAINDICATIONS:  Imferon  (iron  dextran  injection)  is  contraindicated  in  patients 
sensitive  to  iron  dextran  complex.  Since  its  use  is  intended  for  the  treatment  of  iron 
deficiency  anemia  only,  it  is  contraindicated  in  other  anemias. 

CARCINOGENICITY  POTENTIAL:  Using  relatively  massive  doses,  Imferon  (iron  dextran 
injection)  has  been  shown  to  produce  sarcoma  in  rats,  mice  and  rabbits  and  possibly  in 
hamsters,  but  not  in  guinea  pigs.  The  risk  of  carcinogenesis,  if  any  in  man,  following 
recommended  therapy  with  I mferon  (iron  dextran  injection)  appears  to  be  extremely  small. 

SUPPLIED:  2 cc.  ampuls,  boxes  of  10;  5 cc.  ampuls,  boxes  of  4;  10  cc.  multiple  dose  vials. 


in  iron  deficiency  anemia  for  rapid  and 
predictable  replacement  of  iron  reserves 

imferon* 


^tucky  Medical  Association  • March  1966 


187 


She  won’t  wear  theni. 


Elastic  Stockings  so  sheer  they  look 
like  support  hose.  Both  Ultreer  and 
support  hose  are  sheer,  shapely,  cool 
and  comfortable.  But  that's  where 
the  similarities  end.  New  Ultreer  fits 
firmly  and  evenly  over  the  entire  leg. 
Gives  true  therapeutic  compression 
necessary  to  relieve  varicose  veins  and 
other  leg  disorders.  They  provide 
the  therapy  you  prescribe.  The  fashion 
and  economy  she  demands. 

Ultreer  stockings  have  a new  low  price. 
So  low,  she  can  afford  two  pairs  of 
Ultreer  instead  of  one  pair  of  regular 
elastic  stockings.  There'll  be  no 
disagreements  there.  Ultreer  stockings 
are  as  comforting  to  her  purse  as 
they  are  to  her 
legs.  New  Ultreer 
are  the  elastic 
stockings  doctors 
and  women  can 
agree  on. 


I 


K<EnDALL| 


»AUER  & BtACK  OlVISrON 
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METAHYDRIN  (trichlormethiazide) 
is  prescribed  by  physicians  because  it 
not  only  approximates  the  diuretic 
efficacy  of  parenteral  meralluride 
injection  . . . but,  it  is  the  least  expensive 
of  all  “brand-name"  thiazides.  Therefore, 
when  you  prescribe  METAHYDRIN 
(trichlormethiazide)  your  patients  receive 
the  thiazide  diuretic  that  removes  a little 
more  salt  and  water  than  earlier 
thiazides,  with  relatively  less  loss  of 
potassium  . . , and,  it's  therapy  they  can 
more  easily  afford  . . . only  pennies  a day. 


METAHYDRIN’ 

(trichlormethiazi(je) 

oral  diuretic 

Dosage:  One  2 or  4 mg.  tablet 
once  or  twice  daily. 

Precautions:  As  with  all  effective 
diuretics,  vigorous  therapy  may  produce 
electrolyte  depletion.  Patients  with 
severely  reduced  renal  function  should 
be  observed  carefully  since  thiazides 
may  be  contraindicated.  Care  should 
be  taken  with  patients  predisposed  to 
diabetes  or  gout.  Patients  with  a 
tendency  to  potassium  deficiency,  as  in 
hepatic  cirrhosis  or  diarrheal  syndromes, 
or  those  under  therapy  with  digitalis, 
ACTH,  or  certain  adrenal  steroids,  also 
should  be  watched  carefully. 

Side  Effects:  Nausea,  flushing, 
constipation,  skin  rash,  muscle  cramps 
and  gastric  discomfort  have  occasionally 
been  noted;  rarely  thrombocytopenia 
and  bone  marrow  depression, 
photosensitivity,  cholestatic  jaundice, 
pancreatitis,  perimacular  edema,  gout 
and  diabetes  have  been  caused  by 
the  administration  of  thiazides. 
Contraindications:  Complete  renal 
shutdown;  rising  azotemia  or 
development  of  hyperkalemia  or 
acidosis  in  severe  renal  disease; 
demonstrated  hypersensitivity. 

How  Supplied:  Bottles  of  100  and 
1000  tablets. 


LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 


LAKESIDE 


PRODUCTS 
FOR  PATIENTS 
YOU  SEE 
EVERY  DAY 
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Accredited  psychiatric  hospital  for 
private  diagnosis  and  treatment 


Approved  by  the  Joint  Commission  of  Accreditation  of  Hospitals. 
Forty-acre  estate  to  assure  privacy  in  a restful  environment. 

Equipped  to  provide  all  modern  and  acceptable 

methods  of  treatment. 
Ample  classification  facilities  with  qualified  psychiatric  nursing. 

Full  recreational  therapy  facilities. 

Brochure  and  rate  schedule  available  on  request 


CHARLES  W.  MOCKBEE,  M.D. 
Acting  Medical  Director 

U.  K.  AKDOGU,  M.D. 
Associate  Medical  Director 

ELLIOTT  OTTE 
President 

ISABELLE  DAULTON,  R.N. 
Director  of  Nursing 

GRACE  SPINDLER,  R.N. 
Associate  Director  of  Nursing 

IRWIN  C.  STIRES 
Administrator 


THE 

COmerAo/i/ 


INC. 


(Founded  1874) 

5642  HAMILTON  AVENUE,  CINCINNATI  24,  OHIO  • Telephones:  541  0135,  541-0136 


BRING  IT  DOWN 
AND 

KEEP  IT  DOWN 


Metatensin  lowers  blood  pressure  and 
keeps  it  low— effectively  and 
economically.  It  combines  reserpine 
with  trichlormethiazide  which  affords 
more  potent  saluresis  with  less  loss  of 
potassium  than  from  earlier  thiazides. 
Reserpine  contributes  antihypertensive 
effect  by  relieving  anxiety  and  tension. 
Metatensin  is  well-tolerated  over  long 
periods;  with  its  effectiveness  and 
economy  it  assures  antihypertensive 
therapy  you  and  your  patients 
can  stay  with. 

METATENSir 

Each  scored  tablet  contains: 

METAHYDRIN®  (trichlormethiazide) 

2 mg.  or  4 mg.  and 
Reserpine  0.1  mg. 

Usual  adult  dose:  One  tablet  twice 
daily.  Precautions  and  side  effects: 

Patients  with  hepatic  cirrhosis  or 
diarrheal  syndromes,  or  under  therapy 
with  digitalis,  ACTH,  or  potassium-losing 
steroids,  should  be  observed  for  signs 
of  hypokalemia.  With  thiazides, 
electrolyte  depletion,  diabetes,  gout, 
granulopenia,  nausea,  pancreatitis, 
cholestatic  jaundice,  flushing,  mild 
muscle  cramps,  constipation, 
photosensitivity,  acute  myopia, 
perimacular  edema,  paresthesias, 
neonatal  bone  marrow  depression  in 
infants  of  mothers  who  received 
thiazides  during  pregnancy,  skin  rash 
or  purpura  with  or  without 
thrombocytopenia,  may  occur.  With 
reserpine,  untoward  effects  may  include 
depression,  peptic  ulcer  and  bronchial 
asthma.  Withdraw  medication  at  least 
7 days  prior  to  electroshock  therapy, 

2 weeks  prior  to  elective  surgery. 

Contraindications:  Complete  renal 
shutdown,  rising  azotemia  or  development 
of  hyperkalemia  or  acidosis  in  severe 
renal  disease. 

Supplied:  Metatensin  tablets,  2 mg., 

4 mg.— bottles  of  100  and  1000. 

LAKESIDE  LABORATORIES.  INC.,  Milwaukee,  Wisconsin  53201 


LAKESIDE 


PRODUCTS 
FOR  PATIENTS 
YOU  SEE 
EVERY  DAY 
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POST-GRADUATE 

SYMPOSIUM 

ON 


RHEUMATIC  DISEASES 

Rankin  Amphitheater  APRIL  28,  1966  Louisville  General  Hospital 


SPONSORED  BY  THE  KENTUCKY  ARTHRITIS  FOUNDATION 
AND  THE  UNIVERSITY  OF  LOUISVILLE  SCHOOL  OF  MEDICINE 


TOPIC:  THE  ACUTE  INFLAMMATORY  ARTHRITIDES 

This  symposium  has  heen  designed  to  review  and  describe  the  clinical  and  related 
pathogenic  aspects  of  certain  rheumatic  diseases,  the  onset  of  which  is  frequently  her- 
alded by  acutely  inflamed  joints.  Both  the  common  and  rare  “non-rheumatoid”  articu- 
lar disorders  will  be  considered. 

Emphasis  will  be  given  to  recent  advances  and  techniques  useful  in  diagnosing  and 
treating  this  group  of  diseases.  Lecture  presentations  by  a distinguished  guest  faculty 
will  be  supplemented  by  panel  discussions  with  audience  participation. 

GUEST  FACULTY: 

ALEXANDER  B.  GUTMAN,  M.D.:  Professor  of  Medicine,  Columbia  University  College  of  Physicians  and  Sur- 
geons; Director,  Department  of  Medicine,  Mount  Sinai  Hospital,  New  York  City. 

RALPH  A.  JESSAR,  M.D.:  Assistant  Professor  of  Medicine,  University  of  Pennsylvania  School  of  Medicine;  Chief 
of  Rheumatic  Diseases  Section  of  Graduate  Hospital,  University  of  Pennsylvania,  Philadelphia,  Pennsylvania. 

DANIEL  J.  McCarty,  JR.,  M.D.:  Associate  Professor  of  Medicine  and  Head,  Section  of  Rheumatology,  Hahne- 
mann Medical  College  and  Hospital,  Philadelphia;  Editor,  Arthritis  and  Rheumatism,  Journal  of  the  Ameri- 
can Rheumatism  Association. 

MAX  M.  MONTGOMERY,  M.D. : Professor  of  Medicine,  University  of  Illinois  College  of  Medicine;  Attending 
Physician  at  the  Research  and  Educational  Hospital,  Cook  County  Hospital  and  West  Side  Veterans  Adminis- 
tration Hospital,  Chicago,  Illinois. 

JOHN  H.  TALBOTT,  M.D. : Editor,  The  Journal  of  the  American  Medical  Association;  formerly  Professor 
of  Medicine,  University  of  Buffalo  School  of  Medicine;  Physician-in-Chief,  Buffalo  General  Hospital,  Buf- 
falo, New  York. 

L.  EMMERSON  WARD,  M.D. : Professor  of  Medicine,  Mayo  Foundation,  University  of  Minnesota  Graduate 
School;  Consultant,  Section  of  Medicine,  Mayo  Clinic,  Rochester,  Minnesota. 

JOSEPH  WARREN,  M.D.;  Associate  Professor  of  Medicine,  Director  of  Rehabilitation  Service,  University  of 
Kentucky  School  of  Medicine,  Lexington,  Kentucky. 

U.  OF  L.  FACULTY: 

David  H.  Neustadt,  M.D.  William  P.  Peak,  M.D.  Donn  L.  Smith,  M.D.  Beverly  T.  Towery,  M.D. 

Louisville,  Ky.  Louisville,  Kentucky  Louisville,  Ky.  Louisville,  Ky. 


NO  REGISTRATION  FEE — 


Approved  for  six  accredited  hours  by 
American  Academy  of  General  Practice 


FOR  FURTHER  INFORMATION  CONTACT  KENTUCKY  ARTHRITIS  FOUNDATION,  SPEED  BUILDING,  LOUISVILLE  583-2745 
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a rapid  lift  from  the  hell  of  depression 


often  relieves 
mental  pain 
in  2-5  days 


NORPRAMIN 


Dore  Illustration 
from 

Dante’s  Inferno 


Norpramin  is  a rapid-acting  specific  drug  for  the  treatment 
of  depression.  Depressive  signs  and  symptoms— sometimes 
described  as  “mental  pain’’— typically  begin  to  improve  in 
2-5  days.  Patients  are  more  hopeful,  less  empty  and  less 
weighed  down  by  their  troubles.  Norpramin  has  only  slight 
sedative  qualities,  nevertheless  anxiety  secondary  to  depres- 
sion is  frequently  relieved  as  depression  is  lifted.  If  anxiety 
or  tension  persists  it  can  be  controlled  by  adding  a tran- 
quilizer or  by  reducing  dosage.  Norpramin  is  not  a MAO 
inhibitor.  Side  effects  are  usually  mild. 


LAKESIDE  LABORATORIES.  INC.  Milwaukee,  Wisconsin  53201 


DOSAGE  AND  ADMINISTRATION 

Optimal  results  are  obtained  at  a 
dosage  of  about  150  mg./day— 
two  25  mg.  tablets  t.i.d.  After 
achievingoptimal  results,  a main- 
tenance dose  (50-100  mg./day) 
should  be  sought. 


IN  BRIEF: 


Indications:  In  depression  of  any  kind— neurotic 
and  psychotic  depressive  reactions;  manic-depres- 
sive or  involutional  psychotic  reactions. 

Contraindications  and  Precautions:  Glaucoma, 
urethral  or  ureteral  spasm,  recent  myocardial  in- 
farction, severe  coronary  heart  disease  and  epilepsy. 
Should  not  be  given  within  two  weeks  of  treatment 
with  a monoamine  oxidase  inhibitor.  Safety  in 
human  pregnancy  has  not  been  established. 

Adverse  Effects:  Side  effects,  usually  mild,  may 


include:  dry  mouth,  constipation,  dizziness,  palpi- 
tation, delayed  urination,  “bad  taste,”  sensory 
illusion,  tinnitus,  agitation  and  stimulation,  sweat- 
ing, drowsiness,  headache,  orthostatic  hypoten- 
sion, flushing,  nausea,  cramps,  weakness,  blurred 
vision  and  mydriasis,  rash,  allergy,  transient 
eosinophilia,  granulopenia,  altered  liver  function, 
ataxia  and  extrapyramidal  signs. 

Supplied:  Norpramin  (desipramine  hydrochloride) 
tablets  of  25  mg.,  in  bottles  of  50,  500  and  1000. 
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Founded  in  1904 

Highland  Hospital,  inc. 

ASHEVILLE,  NORTH  CAROLINA 
Affiliated  with  Duke  University 


Contact;  Medical  Director,  Highland  Hospital,  Asheville, 
N.C.  28801 


A non-profit,  psychiatric  institution,  offering  therapeutic 
milieu,  group  and  individual  psychotherapy,  and  standard 
somatic  treatments.  Limited  day-patient  and  out-patient  serv- 
ices. The  hospital  is  located  in  a 75-acre  park  amid  the 
scenic  beauties  of  the  Smoky  Mountain  Range  of  Western 
North  Carolina,  affording  exceptional  opportunity  for 
physical  and  emotional  rehabilitation. 


MEN'S 

SHOP 


...  in  the 

SOUTHERN  OPTICAL  BUILDING,  640 

S.  4th  St.,  between  Broadway  and  Chestnut . . . 
where  a man  is  king.  In  its 
masculine  surroundings,  you’ll  experience 
the  same  comfort  while  being  fitted 
for  glasses  as  you  do  when  being  fitted 
for  clothes. 


’ Op^ 


SOUTHERN  OPTICAL  BLOG.,  640  S,  4th^ 
(Midway  between  Broadway  t Chestnut! 
MEDICAL  ARTS  BLDG  . Eastern  Parkway 
ST.  MATTHEWS.  Wallace  Center 
MEDICAL  TOWERS  BLDG  . Floyd  & Gray 
CONTACT  LENSES.  640  S.  4th 


Contact  Lens  and  Artificial  Eye  Service  on  Opthamologist’s  Prescription  Only 
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Turn  a bundle  of  colic 


into  a bundle  of  joy 


Colic,  often  in  part  a reflection  of  family  tension,  adds 
sleepless  nights  to  patients’  and  parents’  distraught 
days.  Pediatric  Piptal  with  Phenobarbital  slows  down 
spasm,  diminishes  pain  and  crying,  improves  feeding  patterns 
. . . permits  sleep  and  rest ...  for  patient  and  family. 

Pleasant  tasting  Pediatric  Piptal  with  Phenobarbital  is 
miscible  in  milk,  formulas  and  fruit  juices,  and  may  also  be 
administered  by  dropper  directly  on  the  infant’s  tongue. 
Dosage  is  0.5  cc.  15  minutes  before  feeding;  in  severe  cases, 
1.0  cc.  four  times  daily.  High  doses  may  occasionally  cause 
constipation  with  tenesmus  and,  rarely,  flushing  without 
fever.  Contraindicated  in  bowel  obstruction  or  sensitivity  to 
phenobarbital  or  anticholinergics.  Available  in  30  cc.  dropper 
bottles,  droppers  calibrated  to  deliver  0.5  cc. 


PEDIATRIC  PIPTAL* 
WITH  PHENOBARBITAL 


each  cc.  contains:  6 mg.  phenobarbital  (warning;  may  be  habit  forming); 
4 mg.  Piptal®  (pipenzolate  bromide),  and  20%  alcohol  in  a pleasant- 
tasting  solution. 


LAKESIDE  LABORATORIES,  INC. 
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PLAN  TO  ATTEJID 
Twelfth  Annual  Sijniposium 
on  Cardiovascular  Diseases 
March  30  and  31,  I960 
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SCHOOL  OF 
MEDiCINE-1t33 


BROWN  HOTEL  — LOUISVILLE,  KENTUCKY 
GUEST  SPEAKERS 


WEDNESDAY,  MARCH  30,  1966 

"Diagnosis  of  Acquired  Valvular  Heart  Disease’’ 
Noble  O.  Fowler,  M.D.,  Professor  of  Medi- 
cine, University  of  Cincinnati  College  of  Medi- 
cine, Cincinnati,  Ohio 

"Cineangiocardiography  — Acquired  Heart 
Disease’’ 

F.  Mason  Sones,  Jr.,  M.D.,  Director  of  Cardi- 
ac Laboratory  and  Pediatric  Cardiology,  Cleve- 
land Clinic  Foundation,  Cleveland,  Ohio 

"Pathogenesis  of  Rheumatic  Carditis  and  its 
Significance’’ 

Bernard  M.  Wagner,  M.D.,  Professor  and 
Chairman,  Department  of  Pathology,  New 
York  Medical  College,  New  York,  New  York 

"Coronary  Cineangiography’’ 

F.  Mason  Sones,  M.D. 

"Current  Concepts  of  Arteriosclerosis’’ 
Bernard  M.  Wagner,  M.D. 

"N on-Rheumatic  Myocardiopathies’’ 

Noble  O.  Fowler,  M.D. 

Panel:  "The  Big  Heart” 

Ralph  M.  Denham,  M.D,  Assistant  Clinical 
Professor  of  Medicine,  University  of  Louisville 
School  of  Medicine,  Louisville,  Kentucky  — 
Moderator 


THURSDAY,  MARCH  3],  1966 

"The  Pitfalls  of  Surgery  for  Acquired  Heart 
Disease” 

Herbert  E.  Sloan,  Jr.,  M.D.,  Professor  of 
Surgery,  Department  of  Surgery  (Thoracic), 
University  of  Michigan  Medical  Center,  Ann 
Arbor,  Michigan 

THE  BERNARD  D.  ROSENBLUM  ME- 
MORIAL LECTURE 

"Subtle  Findings  in  Congestive  Heart  Failure” 
R.  Bruce  Logue,  M.D.,  Professor  of  Medicine, 
Emory  University  Medical  School,  Atlanta, 
Georgia 

"Cardiac  Arrhythmias  — Active” 

Henry  J.  L.  Marriott,  M.D.,  Director  of 
Clinical  Research,  The  Rogers  Heart  Founda- 
tion, St.  Petersburg,  Florida 

Luncheon  Speaker  — R.  Bruce  Logue,  M.D. 

"Susceptibility  to  Heart 
Attacks” 

"Cardiac  Arrhythmias  — Passive” 

Henry  J.  L.  Marriott,  M.D. 

"Triumphs  and  Failures  in  the  Treatment  of 
Congenital  Heart  Disease  or  It  is  Better  to 
Have  Your  Heart  Fixed  When  You’re  Young” 
Herbert  E.  Sloan,  Jr.,  M.D. 

Panel  - "Prognosis  of  Cardiac  Lesions  With  and 
Without  Surgery” 

F.  Albert  Olash,  M.D.,  Assistant  Clinical 
Professor  of  Medicine,  University  of  Louisville 
School  of  Medicine,  Louisville,  Kentucky  — 
Moderator 


REGISTRATION  FREE 

Sponsored  by  The  Heart  Association  of  Louisville  and  Jefferson  County,  The  Jeffer- 
son County  Academy  of  General  Practice  and  The  University  of  Louisville  School  of 
Medicine. 


This  program  is  acceptable  for  eleven  credit  hours  by  the  American 
Academy  of  General  Practiee. 
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when  even  southern  sun 

falls  to  warm  cold  hands  and  feet 


provide  rapid,  sustained  vasodilation  for  warmth  and  relief  of  pain, 
dizziness  and  faintness  in  patients  with  impaired  peripheral  circulation 


GERILIQUID  warms  cold  hands  and  feet  impaired  peripheral  circulation,  geriliquid 
through  the  thermogenic  action  of  glycine  increases  the  ability  to  walk  farther  with 
and  through  sustained  vasodilation  by  gly-  less  pain.  Patients  particularly  like  the  pal- 
cine  and  niacin.  In  addition,  in  patients  with  atable,  sherry  wine  base. 


IN  BRIEF:  Composition : Each  5 ml.  contains : niacin  75  mg.  and  aminoacetic  acid  (glycine)  750  mg.  in  a palatable  sherry  wine  base;  alcohol  5%. 
Side  Effects:  Occasional  lightheadedness  or  transient  itching  which  may  disappear  with  continued  use.  There  are  no  known  contraindications; 
however,  caution  is  advised  when  there  is  concomitant  administration  of  a coronary  vasodilator. 

Administration  and  Dosage ; One  or  two  teaspoonfuls  3 times  a day  before  meals.  If  flushing  is  objectionable,  dosage  may  be  lowered.  How- 
ever, tolerance  to  flushing  usually  develops  without  loss  of  efficacy  in  regard  to  vasodilation. 

Supplied:  Bottles  of  8 oz.  and  16  oz. 


LAKESIDE  LABORATORIES,  INC. 


Milwaukee,  Wisconsin  53201 
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Phenylketonuriat 

Russell  E.  Teague,  M.D.,  M.P.H. 

Commissioner  of  Health 
Commonwealth  of  Kentucky 


WITH  BETTER  control  of  infectious 
diseases,  metabolic  and  hereditary 
diseases  have  assumed  increasing 
importance  to  doctors  who  are  concerned 
with  the  care  of  children. 

Phenylketonuria,  or  PKU,  is  an  inborn 
error  of  metabolism  which  usually  leads  to 
severe  mental  retardation  if  untreated.  When 
this  disease  was  first  discovered,  it  was  thought 
to  occur  at  a ratio  of  1 to  20,000  people.  It 
is  now  thought  to  occur  at  a ratio  of  I to  7,000 
individuals. 

In  the  I950’s  a special  diet  became  avail- 
able for  infants  with  this  metabolic  defect.  It 
was  then  found  that  if  the  patients  are 
treated  early,  within  the  first  few  weeks  or 
months  of  life,  mental  retardation  can  usually 
be  prevented. 

In  1962  the  Maternal  and  Child  Health 
Division  of  the  State  Department  of  Health 
instituted  a statewide  urine  screening  program 
for  PKU.  This  test  is  done  when  the  baby  is 
four  to  six  weeks  old.  It  depends  upon  the 
cooperation  of  each  mother  in  submitting  the 
required  urine  samples  to  the  Chromotography 

f This  article  was  prepared  by:  Jo  Anne  Sexton,  M.D., 
Director,  Mental  Retardation  Program,  Division  of 
Maternal  and  Child  Health,  Kentucky  State  Depart- 
ment of  Health,  275  East  Main  Street,  Frankfort, 
Kentucky. 


Laboratory  at  Children’s  Hospital,  Louis- 
ville, Ky. 

New  knowledge  is  being  gained  every  year 
about  PKU  and  other  inborn  errors  of  me- 
tabolism. An  increasing  number  of  similar 
diseases  is  gradually  being  discovered.  Newer 
methods  of  detection  and  better  methods  for 
dietary  control  are  constantly  being  impro- 
vised. With  development  of  blood  testing 
methods  such  as  the  Guthrie  technique,  PKU 
can  now  be  detected  when  the  baby  is  two 
to  four  days.  This  allows  the  testing  of  infants 
while  they  are  still  in  the  newborn  nursery. 

Several  states  have  adopted  legislation  mak- 
ing the  Guthrie  testing  of  all  newborn  infants 
compulsory.  Instead  of  taking  such  a step,  it 
is  felt  that  Kentucky  should  adopt  a state- 
wide voluntary  PKU  screening  program  for 
newborn  infants.  All  hospitals  in  the  state  will 
be  asked  to  submit  blood  samples  on  babies 
born  in  each  hospital.  This  will  enable  earlier 
detection  of  PKU  in  affected  infants.  It  will 
further  allow  for  testing  of  a larger  percentage 
of  babies  in  Kentucky. 

It  is  estimated  that  seven  to  ten  new  cases 
of  PKU  per  year  will  be  detected  by  this 
new  method.  Prevention  of  mental  retardation 
in  these  children  will  be  well  worth  the  effort 
and  expenditure  for  the  screening  program. 
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"In  40  of  44  cases  of  irritable  or  spastic 
colon,  Cantil  [mepenzolate  bromide]  or 
Cantil  with  Phenobarbitai  reduced  or 
abolished  abdominal  pain,  diarrhea  and 
distention  and  promoted  restoration  of 
normal  bowel  function  . , . Cantil 
[mepenzolate  bromide]  proved  to  be 
singularly  free  of  anticholinergic 
side-effects  . . . Urinary  retention, 
noted  in  two  cases  was  eiiminated  in 
one  by  reducing  dosage.”' 


CANTIC 

(mepenzolate  bromide) 

helps  restore  normal  motility  and  tone 


IN  BRIEF: 


One  or  two  tablets  three  times  a day  and 
one  or  two  at  bedtime  usuaily  provide 
prompt  relief.  Cantil  with  Phenobarbitai 
may  be  prescribed  if  sedation  is  required. 

Dryness  of  the  mouth  or  blurring  of  vision 
may  occur  but  it  is  usually  mild  and 
transitory.  Urinary  retention  is  rare. 
Caution  should  be  observed  in  prostatic 
hypertrophy— withhold  in  glaucoma.  Cantil 
with  Phenobarbitai  is  contraindicated  in 
patients  sensitive  to  phenobarbitai. 

Supplied:  CANTIL  (mepenzolate  bromide) 
—25  mg.  per  scored  tablet.  Bottles  of  100 
and  250.  CANTIL  with  PHENOBARBITAL 
—containing  in  each  scored  tablet  16  mg. 
phenobarbitai  (warning:  may  be  habit 
forming)  and  25  mg.  mepenzolate  bromide. 
Bottles  of  100  and  250. 

1.  Riese,  J.A.:  Amer.  J.  Gastroent.  28:541  (Nov.)  1957 


LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 
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PRODUCTS 
FOR  PATIENTS 
YOU  SEE 
EVERY  DAY 
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now... introducing  a new  high-strength  dosage  fori 

SlfiNEM 


A 'MAXIMUM  SECURITY'  ANTIBIOTIC* 


THE  BROAD  RANGE  DEPENDABILITY  OF  TETRACYCLINE 

long  established  as  the  broad-spectrum  agent  of  first  choice  in  a wide 

variety  of  infections 

^ WITH  THE  ADDED  SECURITY  OF  MEDIUM-SPECTRUM  REINFORCEMENT 
triacetyloleandomycin  is  highly  active  against  the  common  ‘coccal’ 
pathogens,  including  certain  strains  of  staphylococci  resistant  to  penicillin 
and  tetracycline 

5fc  ESPECIALLY  VALUABLE  IN  U.R.I. 

provides  decisive  therapy  in  acute  respiratory  infections  and  other 
conditions  in  which  staphylococci,  streptococci  or  mixed  flora  are 
frequently  encountered 

:i<  NOW  AVAILABLE  IN  NEW  STRENGTH  FOR  NEW  CONVENIENCE  AND 
ECONOMY 

Signemycin  375  — high-potency  capsules  for  simpler  administration, 
greater  patient  economy 


(tetracycline  250  mg. 
triacetyloleandomycin  125  mg.) 


Indications:  Indicated  in  the  therapy  of  acute  severe  infec- 
tions caused  by  susceptible  organisms  and  primarily  by 
bacteria  more  sensitive  to  the  combination  than  to  either 
component  alone.  In  any  infection  in  which  the  patient  can 
be  expected  to  respond  to  a single  antibiotic,  the  combina- 
tion is  not  recommended.  Signemycin  should  not  be  used 
where  a bacteriologically  more  effective  or  less  toxic 
agent  is  available.  Triacetyloleandomycin,  a constituent  of 
Signemycin,  has  been  associated  with  deleterious  changes 
in  liver  function.  See  precautions  and  adverse  reactions. 
Contraindications:  Contraindicated  in  individuals  who  have 
shown  hypersensitivity  to  any  of  its  components.  Not  recom- 
mended for  prophylaxis  or  in  the  management  of  infectious 
processes  which  may  require  more  than  10  days  of  con- 
tinuous therapy.  If  clinical  judgement  dictates  therapy  for 
longer  periods,  serial  monitoring  of  liver  function  is  recom- 
mended. Not  recommended  for  subjects  who  have  shown 
abnormal  liver  function  tests,  or  hepatotoxic  reactions  to 
triacetyloleandomycin. 

Precautions  and  Adverse  Reactions:  Triacetyloleandomycin, 
administered  to  adults  in  daily  oral  doses  of  1.0  gm.  for  10 
or  more  days,  may  produce  hepatic  dysfunction  and  jaun- 
dice. Adults  requiring  3 gm.  of  Signemycin  initially  should 
have  liver  function  followed  carefully  and  the  dosage  should 
be  reduced  as  promptly  as  possible  to  the  usual  recom- 
mended range  of  1.0  to  2.0  gm.  per  day.  Present  clinical 
experience  indicates  that  the  observed  changes  in  liver 


function  are  reversible  after  discontinuation  of  the  drug. 

Use  with  caution  in  lower  than  usual  doses  in  cases  with 
renal  impairment  to  avoid  accumulation  of  tetracycline  and 
possible  liver  toxicity.  If  therapy  is  prolonged  under  such 
circumstances,  tetracycline  serum  levels  may  be  advisable. 
In  long  term  therapy  or  with  intensive  treatment  or  in  known 
or  suspected  renal  dysfunction,  periodic  laboratory  evalua- 
tion of  the  hematopoietic,  renal  and  hepatic  systems  should 
be  done.  Formation  of  an  apparently  harmless  calcium  com- 
plex with  tetracycline  in  any  bone  forming  tissue  may  occur. 
Use  of  tetracycline  during  tooth  development  (3rd  trin«ester 
of  pregnancy,  infancy  and  early  childhood)  may  cause  dis- 
coloration of  the  teeth.  Reversible  increased  intracranial 
pressure  due  to  an  unknown  mechanism  has  been  observed 
occasionally  in  infants  receiving  tetracycline.  Glossitis,  sto- 
matitis, proctitis,  nausea,  diarrhea,  vaginitis  and  definite 
allergic  reactions  occur  rarely.  Severe  anaphylactoid  reac- 
tions have  been  reported  as  due  to  triacetyloleandomycin. 
Photosensitivity  and  photoallergic  reactions  (due  to  the 
tetracycline)  occur  rarely.  Medication  should  be  discon- 
tinued when  evidence  of  significant  adverse  side  effects  or 
reaction  is  present.  Patients  should  be  carefully  observed 
for  evidence  of  overgrowth  of  nonsusceptible  organisms 
including  fungi,  which  occurs  occasionally,  and  which  in- 
dicates this  drug  should  be  discontinued  and  appropriate 
therapy  instituted.  Steps  should  be  taken  to  avoid  masking 
syphilis  when  treating  gonorrhea. 


J.  B.  ROERIG  AND  COMPANY 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-being® 
Now  York,  N.Y.  10017 


First  aid  for  a button  popper 
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Second  aid  for  a button  popper 
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. bamadkx 

'Klt-AMI-HI  r AMtNt  '• 

\U|>KUK«U*r» 

SEQUELS* 
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By  providing  combined  anorexigenic-tranquilizing  action, 
BAMADEX  SEQUELS  Capsules  help  your  nonshrinking 
patients  to  establish  new  patterns  of  eating  less.  The  am- 
phetamine component  suppresses  the  appetite,  while  the 
meprobamate  helps  allay  nervousness  and  tension.  And  for 
most  patients,  the  sustained  release  of  the  active  ingredients 
provides  convenient  one-capsule-a-day  dosage. 

Side  Effects  commonly  associated  with  either  compo- 
nent are  possible  but,  to  the  extent  these  are  dose-related, 
they  should  normally  be  mild  and  infrequent,  since  the 
total  dosage  of  each  component  on  the  usual  one-capsule- 
daily  regimen  is  quite  low.  Also,  the  sedating  effect  of 
meprobamate  and  the  stimulating  effect  of  d-amphetamine 
sulfate  tend,  to  some  extent,  to  cancel  each  other  out.  Ad- 
verse effects  not  peculiar  to  either  component  have  not 
been  reported.  Side  effects  associated  with  d-amphetamine 
sulfate  include;  insomnia,  excitability,  increased  motor 
activity,  confusion,  anxiety,  aggressiveness,  increased  li- 
bido, hallucinations,  rebound  fatigue,  depression,  dry 
mouth,  anorexia,  nausea,  vomiting,  diarrhea  and  increased 
cardiovascular  reactivity.  Effects  associated  with  meproba- 


mate include;  skin  rash,  nonthrombocytopenic  purpura 
with  petechiae,  ecchymoses,  peripheral  edema,  fever  and 
transient  leukopenia;  also,  very  rarely,  fainting  spells,  angi- 
oneurotic edema,  bronchial  spasm,  hypotensive  crisis, 
anuria,  stomatitis,  proctitis  and  anaphylaxis.  Other  serious 
effects  have  occurred  after  concomitant  administration  of 
meprobamate  and  other  drugs.  Massive  overdosage  may 
produce  grave  effects. 

Precautions:  BAMADEX  SEQUELS  should  be  given 
only  under  close  supervision  to  patients  hypersensitive  to 
sympathomimetic  drugs,  with  cardiovascular  or  coronary 
disease  or  who  are  severely  hypertensive;  to  emotionally 
unstable  persons  and  to  epileptics.  Patients  should  be 
cautioned  not  to  drink  alcoholic  beverages  while  on  the 
drug,  and  not  to  drive  vehicles  if  they  become  drowsy.  In 
all  patients  kept  on  the  drug  for  long  periods,  the  drug 
should  be  withdrawn  gradually  to  avoid  possible  serious 
reactions. 

Contraindications:  Hyperexcitability,  agitated  prepsy- 
chotic  states  and  a history  of  previous  reactions  to  mepro- 
bamate. 


Bamadex*  Sequels* 

d-amphetamine  sulfate  ( 1 5 mg. ) Sustained  Release  Capsules 
and  meprobamate  (300  mg.) 


LEDERLE  LABORATORIES  • A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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BONE  TUMORS;  Third  Edition:  by  Louis  Lichtenstein,  M.D.; 
Published  by  The  C.  V.  Mosby  Company,  St.  Louis,  1965; 
411  Pages;  Price,  $16.75. 

This  third  edition  has  not  been  changed  in  form 
from  the  last  edition  published  in  1959. 

However,  many  chapters  have  been  partially  or 
entirely  rewritten.  A new  chapter  on  benign  and 
malignant  chondroid  tumors  has  been  added.  Also, 
many  roentgenographic  and  photo-micrographic  il- 
lustrations have  been  added  and  replace  some  of 
the  old  ones  from  the  previous  edition. 

Both  the  roentgenograms  and  photo-micrograms 
are  of  excellent  quality.  The  author  thoroughly  cov- 
ers not  only  the  microscopic  findings  of  the  various 
bone  tumors,  but  also  the  clinical  features  (such  as 
age,  sex  incidence,  and  localization),  clinical  history, 
roentgenographic  appearance,  treatment,  and  prog- 
nosis. 

The  book  is  well  written  and  easy  to  read. 

The  price  is  very  reasonable  for  such  a compre- 
hensive book,  and  certainly  it  will  be  very  informa- 
tive to  the  pathologist,  orthopaedic  surgeon,  radio- 
logist, or  anyone  interested  in  or  dealing  with  bone 
tumors. 

Stanley  W.  Collis,  M.D. 


TRANSACTIONS  OF  THE  NEW  ORLEANS  ACADEMY  OF 
OPHTHALMOLOGY  — SYMPOSIUM  ON  CATARACTS: 
Published  by  the  C.V.  Mosby  Company,  St.  Louis,  1965; 
319  Pages;  Price,  $19.50. 

A symposium  is  one  of  the  best  known  methods 
of  imparting  knowledge  and  that  reported  in  this 
book,  as  are  those  published  in  earlier  Transactions 
of  the  New  Orleans  Academy  of  Ophthalmology,  is 
an  excellent  compilation.  It  should  be  studied  care- 
fully by  all  ophthalmologists  and  particularly  by 
ophthalmic  residents.  The  seven  contributors  are 
leading  teachers  and  investigators  as  well  as  skillful 
surgeons.  Each  has  presented  his  contribution  to  the 
symposium  clearly,  capably,  concisely  and  in  suf- 
ficient detail  to  give  the  meat  of  the  matter.  One 
can  find  points  for  minor  difference  of  opinion  in 
only  a few  instances. 

Twenty-one  chapters  cover  adequately  the  diagnosis 
and  classification  of  cataracts;  principles  and  tech- 
niques of  surgery;  the  causes,  prevention,  treatment 
and  pathology  of  complications  which  plague  all 
cataract  surgeons;  the  management  of  the  aphakic 
patient,  to  help  him  make  the  difficult,  delayed  and 
discouraging  adjustment  to  a vastly  different  kind  of 
visual  function  from  that  which  he  enjoyed  before 
cataracts  developed. 


One  chapter,  “High  Magnification  in  Surgery  of 
Cataracts”,  fascinatingly  describes  this  comparatively 
recent  method  of  doing  ocular  surgery  with  the  aid 
of  an  operating  microscope,  similar  to  that  which 
made  end-aural  surgery  in  otology  so  effective.  Im- 
proving design  of  microscopes  and  techniques  of 
microsurgery  are  steadily  overcoming  its  disadvan- 
tages. It  is  being  taught  in  more  and  more  training 
centers  and  the  next  generation  of  ophthalmic  sur- 
geons should  be  skilled  in  its  use. 

Considerable  space  is  given  to  the  round  table 
discussion,  always  popular  with  the  audience  in  any 
symposium.  Many  questions,  of  wide  variety,  were 
submitted  and  the  reader  will  glean  numerous  pearls 
of  wisdom  and  experience  from  a study  of  this  sec- 
tion. 

In  the  preface  of  this  book  is  the  statement: 
“Cataract  surgery  remains  the  most  dramatic  and 
most  successful  accomplishment  of  the  ophthalmic 
surgeon,  but  only  because  of  the  ceaseless  quest  to 
improve  this  fine  record.”  The  contributors  to  this 
symposium  have  pointed  the  way  to  still  further  im- 
provement. 

C.  Dwight  Townes,  M.D. 


THERAPEUTIC  RADIOLOGY,  RATIONALE,  TECHNIQUE,  RE- 
SULTS, Second  Edition:  by  William  T.  Moss,  M.D.; 

Published  by  the  C.V.  Mosby  Company,  St.  Louis,  1965; 

503  Pages;  Price,  $18.75. 

This  is  a well  conceived,  well  organized,  well 
written  book  which  should  lead  to  improved  patient 
care  in  the  field  of  radiotherapy. 

An  initial  chapter  properly  defines  the  specialty 
of  radiotherapy  and  succinctly  places  in  proper  per- 
spective its  relationships  with  pathology,  surgery,  in- 
ternal medicine  and  physics.  Proper  attention  is  given 
to  the  fundamental  radiobiological  concepts  in  radio- 
therapy. A chapter  has  been  added  on  combinations 
of  radiotherapy  and  surgery. 

Following  this  are  chapters  on  individual  organ 
systems,  each  of  which  begins  with  the  effect  of 
irradiation  on  the  normal  tissue  or  organ  involved 
and  proceeds  with  a discussion  of  the  rationale, 
technique  and  results  of  treatment  of  cancer  of  these 
individual  organs.  Proper  attention  is  given  to  com- 
plications. Knowledge  of  physics  is  assumed. 

This  is  not  an  encylopedia  of  oncology  or  radio- 
therapy, but  should  be  of  invaluable  aid  to  the  resi- 
dent training  in  this  field  and  a welcome  addition 
to  the  library  of  his  preceptors.  Pathologists,  sur- 
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geons,  otolaryngologists,  and  gynecologists  should 
also  find  it  of  value. 

Ralph  M.  Scott,  M.D. 

THE  DOCTOR  AS  A WITNESS:  by  John  W.  Tracy;  revised 
by  William  J.  Curran;  Published  by  The  W.  B.  Saunders 
Company,  Philadelphia  and  London,  1965;  196  pages; 
Price  $5.75. 

“The  interest  in  preparing  this  volume  arises  out 
of  a conviction  that  those  persons  who  work  in  a 
medico-legal  field  must  endeavor  to  achieve  better, 
more  sympathetic,  communication  between  the  pro- 
fessions of  medicine  and  law.”  “John  W.  Tracy  wrote 
a very  successful  first  edition  of  this  book.”  The 
second  edition  has  been  written,  revised,  and  re- 
edited  by  William  J.  Curran. 

Chapters  One  and  Two  should  be  read  by  every 
physician  in  order  to  familiarize  himself  as  to  his 
actual  responsibilities  and  duties  as  a witness  and 
in  his  preparation  for  trial  in  case  he  is  to  be  a 
witness.  Chapter  Three  follows  in  logical  sequence 
to  concisely  present  what  makes  a good  medical 
witness. 

There  are  some  questions  that  arise  in  the  re- 
viewer’s mind  as  to  the  privileges  and  obligations 
of  a doctor  witness.  These  probably  are  best  ex- 
plained by  your  lawyer  if  you  are  called  as  a medical 
witness. 

The  remainder  of  the  book  is  valuable  informa- 
tion for  the  doctor  who  appears  occasionally  in 
court  as  a witness  whether  it  be  medical  or  not. 
This  book  should  be  in  every  physician’s  library 
and  should  be  read  by  him  before  going  to  court. 

Cecil  W.  Shafer,  M.D. 

DIAGNOSIS  AND  THERAPY  OF  THE  GLAUCOMAS,  Second 
Edition;  by  Bernard  Becker,  M.D.,  and  Robert  Shaffer, 
M.D.;  Published  by  the  C.V.  Mosby  Company,  1965;  443 
Pages;  Price,  $18.50. 

This  second  edition  of  “Diagnosis  and  Therapy  of 
the  Glaucomas”  is  uniformly  excellent,  fascinating 
and  informative.  The  changes  over  the  past  four 
years  in  thoughts,  concepts,  and  frustrations  in  glau- 
coma management  have  been  updated.  It  can  be 
recommended  to  the  busy  ophthalmologist  as  a use- 
ful source  of  basic  and  clinical  information. 

In  simple,  straightforward  style,  the  authors  con- 
vey the  current  thinking  on  the  pathogenesis,  diag- 
nosis, and  management  of  the  glaucomas.  Methods 
of  gonioscopy,  tonometry,  tonography,  ophthalmos- 
copy and  perimetry  are  discussed  in  detail  and  their 
clinical  interpretations  and  applications  are  made 
clear  through  diagrams  and  tables. 

The  chapter  on  primary  open-angle  glaucoma  has 
been  enlarged  to  include  the  recent  work  on  the 
genetic  basis  of  glaucoma  as  revealed  by  the  topical 
corticosteroid  response. 

The  addition  of  goniophotographs  taken  from  the 
“Steroscopic  Manual  of  Gonioscopy”  will  be  of 
particular  help  to  clinicians  in  their  evaluation  of  the 
anterior  chamber  angle. 

This  book  is  a significant  contribution  to  the 
literature  and  will  be  welcomed  by  the  specialist  as 
well  as  the  beginning  ophthalmologist. 

Roderick  Macdonald,  Jr.  M.D. 


This  year... vacation  in 

KENTUCKY’S 

STATE 
AND 

NATIONAL 
PARKS 

Some  are  rich  in  history  (like  Fort 
Boonesborough),  some  in  tradition 
(like  My  Old  Kentucky  Home),  some  in 
scenery  (like  Cumberland  Gap),  some 
in  natural  marvels  (like  Mammoth 
Cave),  some  in  magnificent  accommo- 
dations (like  any  of  the  12  state  resort 
parks).  Whatever  your  sport  or  pas- 
time, you  can  spend  many  happy 
weeks  exploring  Kentucky’s  great 
chain  of  state  and  national  parks.  This 
year  . . . join  the  nation  in  a Kentucky 
vacation! 

Send  for  exciting  vacation  literature. 


Travel  Division,  Public  Information  Dept. 
Capitol  Annex  Building,  Frankfort,  Ky. 
Department  pdb-006 

Please  send  me  complete  information  on 
how  to  have  the  best  vacation  ever  at 
Kentucky’s  State  Resort  Parks. 

Name 

Address 

City  

State Zip 
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WHERE 

HAPPINESS  IS 

SKILLFULLY  ADMINISTERED 


In  Addition  To  Suitable  Medical  and 
Nursing  Care  for  Chronic, 
Convalescent  and  Geriatric  Patients  . . 


NEW  CASTLE  SANITARIUM 

TEIEPHONE  3621 
NEW  CASTLE,  KY, 


MEMBER: 

National  Geriatrics  Society 
American  Hospital  Association 
American  Nursing  Home  Association 
Licensed  and  Approved  by  State  of  Ky. 


Active  medical  staff  of  six  physicians.  Physicians  available  at  all  hours.  24  hour  efficient  and 
cheerful  nursing  care  WITH  SPECIAL  EMPHASIS  ON  MAKING  EACH  PATIENT  FEEL  LOVED, 
WANTED  AND  IMPORTANT. 

Special  diets  prepared  and  tray  service  to  all  rooms  at  no  extra  charge. 

Diversional  activities,  physio-therapy  treatments,  rehabilitation  program  and  emergency  facilities 
available. 

Adequate  shade  trees,  ramps,  also  dav  room  with  abundance  of  flowers,  television. 

PRIVATE,  SEMI-PRIVATE  AND  WARD  ACCOMMODATIONS  AVAILABLE.  Private  and  semi- 
private rooms  with  intercommunication,  beautifully  decorated  and  furnished,  beds  equipped  with  Tren- 
delenburg springs  and  innerspring  mattresses. 

Insulated  brick  and  block  structure,  heated  in  winter  by  “Selectemp”  Modulated  Steam  Heat  with 
filtered  air  for  maximum  comfort  and  safety  (each  room  having  thermostatic  even-heat  control  with  its 
own  circulating  air  unit). 

Protected  throughout  with  automatic  fire  detection  and  alarm  system. 

Cares  for  men  or  women,  nursing  or  boarding  care  cases,  bedridden  or  ambulatory.  Admits  some 
mildly  senile,  nervous  and  neurotic  patients  but  accepts  no  alcoholics  or  drug  addiction  cases. 


REASONABLE  RATES 

lltA  O.  WALLACE,  Administrator  MARGARET  KELLY,  R.  N.,  DIrocter  of  Nursot 


11:47  pm  11:53  pm  12:06  am 


The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say  things  go 

better,! 

^with 

Coke 
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TOPICAL  TYPICAL 

TREATMENT  RESULTS 


PRIMARY  PYODERMA  AFTER  TREATMENT  WITH 

■NEOSPORIN'  ANTIBIOTIC  OINTMENT 
AND  SALINE  COMPRESSES 


‘NEOSPORIN’. 


Polymyxin  B- Neomycin -Bacitracin 


ANTIBIOTIC  OINTMENT 


Each  gram  contains: 
‘Aerosporin’®  brand  Polymyxin  B 


Sulfate 5,000  Units 

Zinc  Bacitracin 400  Units 

Neomycin  Sulfate  (equivalent  to 
3.5  mg.  Neomycin  Base) 5 mg. 


Tubes  of  V2  oz.  and  1 02. 
clinically  effective 

comprehensive  bactericidal  action  against  most 
Gram-negative  and  Gram-positive  organisms,  in- 
cluding Pseudomonas 

rarely  sensitizes 

For  the  eradication  of  infectious  organisms  in  a 
wide  range  of  dermatologic  disorders:  impetigo, 


ecthyma,  pyodermas,  sycosis  vulgaris,  paronychia, 
traumatic  lesions,  eczema,  herpes  and  seborrheic 
dermatitis.  Prophylactically,  for  protection  against 
bacterial  contamination  in  burns,  skin  grafts,  inci- 
sions and  other  clean  lesions,  abrasions  and  minor 
cuts  and  wounds. 

Caution:  As  with  other  antibiotic  preparations,  pro- 
longed use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms  and/or  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 

Contraindication:  This  product  is  contraindicated 
in  those  individuals  who  have  shown  hypersensi- 
tivity to  any  of  its  components. 

Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 


chronic  fatigue— lethargy 


severe  anorexia— weight  loss 


ersistent  insomnia 


when 

emotionally 

based 

complaints  fit 
the  symptom 
profile  of 
depression 


Clinical  Considerations:  Contraindications  — Glaucoma,  urinary  retention,  bone  marrow  depression,  pregnancy,  drug-induced  CNS  depression.  Precautions  — The  same  ij 
those  for  the  two  components,  perphenazine  and  amitriptyline.  Use  carefully  in  patients  with  histories  of  convulsive  disorders  or  adverse  reactions  to  phenothiazines.  Etra:  if 
potentiates  effects  of  antidepressants,  CNS  depressants,  atropine,  phosphorous  insecticides,  and  heat.  The  antiemetic  effect  of  the  perphenazine  component  may  conijj 
existence  of  brain  tumor,  intestinal  obstruction,  or  toxicity  due  to  overdosage  of  other  drugs.  Consider  the  possibility  of  potentiation  in  combined  use  with  MAOI  drugs,  g! 
erally  allow  two  weeks  between  therapies.  Not  recommended  for  use  in  children.  Warning:  Patients  who  become  drowsy  with  Etrafon  should  be  cautioned  against  drivin  i( 
car  or  operating  machines  requiring  alert  attention.  Response  to  alcohol  may  be  potentiate.  Side  Effects  — Similar  to  those  reported  following  the  use  of  either  compor  li 
when  used  alone.  For  perphenazine  alone,  side  effects  caused  by  any  of  the  phenothiazines  may  occur.  These  include  extrapyramidal  symptoms,  autonomic  reactiii 
(including  hypertension),  blood  dyscrasias,  liver  damage,  endocrine  disturbances,  allergic  reactions,  peripheral  and  cerebral  edema,  reversed  epinephrine  effect,  grand  J 
convulsions,  polyphagia,  reactivation  of  psychotic  processes.  For  amitriptyline  alone,  drowsiness,  hypotension,  numbness  and  tingling  of  extremities,  transient  confusion  o| 
high  dosages),  activation  of  latent  schizophrenia  (although  perphenazine  in  Etrafon  may  prevent  this  reaction  in  some  cases).  Dose-related  anticholinergic  reactions  are  ])■ 
sible.  Rare  appearance  of  agranulocytosis,  jaundice,  and  peripheral  neuropathy,  all  possibly  of  drug  origin,  have  been  reported  in  patients  receiving  amitriptyline.  For  n e| 
complete  details,  consult  Schering  literature  available  from  your  Schering  Representative  or  Medical  Services  Department,  Schering  Corporation,  Union,  New  Jersey  07 
(1)  Lehmann,  H.  E.:  Psychosomatics  6:266,  1965.  (2)  Splitter;  S.  R.:  Psychosomatics  6:.S22,  1965.  (3)  Smith  e Incas,  J.:  Internat.  J.  Neuropsychiat.  i:220,  1965.  (4)  Coffee,  H 
J.  M.  A.  Georgia  5J:107,  1964.  (5)  Bowes,  H.  A.:  Psychosomatics  5:44,  1964.  (6)  Pennington,  V M.:  Combined  Psychopharmacological  Treatment  of  Depression,  Scienn 
Exhibit,  18th  A.M.A.  Clinical  Converition,  Miami  Beach,  Nov.  29-Dec.  2,  1964.  (7)  Dorfman,  W:  Psychosomatics  5:7, 1964.  (8)  Mattey,  W E.:  Current  Therap.  Res.  5:310,  1 


new 

Etrafon 

helps 

restore  the 
appetite  for 
life 


'Vhen  the  patient’s  symptom  pattern  and  the  absence  of  physical  findings  confirm  your  suspicion  of  a depressive  state,  Etrafon  will 
sually  reverse  the  mental  and  functional  slowdown— and  allay  the  anxiety  that  accompanies  depression,  “...it  is  rare  to  find  a depressed 
'atient  who  does  not  also  present  definite  symptoms  of  anxiety.”^ 


’rompt  symptomatic  response:  Somatic  and 
motional  target  symptoms  are  reported  to 
.espond  promptly.2-4  Insomnia,  often  the 
lost  important  complaint  in  depression,  is 
ften  first  to  be  relieved.2  (BowesS  found  that 
le  transient  drowsiness  sometimes  caused 
!Jy  Etrafon  was  generally  beneficial  to 
itatients.) 

^RAFON  offers  the  flexibility  and  convenience  of  2 
l^idilional  dosage  strengths:  (1)  For  more  severe  cases 
'idth  predominant  anxiety— Etrafon-Forte  (amitrip- 
Tline  HCl  25  mg.  and  perphenazine  4 mg.);  (2)  for 
[^lolescent  or  geriatric  patients— F.tkafon-A  (amitrip- 
)|/me  HCl  10  mg.  and  perphenazine  4 mg.).  s-sis 


More  certain  broad-spectrum  relief: 
Etrafon  is  a broad-spectrum  psychothera- 
peutic agent,  capable  of  symptomatic  relief 
not  achieved  with  either  drug  alone  in  mixed 
emotional  disorders.  Pennington^  states: 
“Since  neurotic  and  psychotic  anxiety  and 
depression  are  simultaneously  present  in 
varying  degrees,  these  two  types  of  phreno- 
tropic  drugs  in  combination  are  more  effec- 
tive than  either  alone.”  Dorfman?  and 
Coffee^  report  that  patients  unimproved  on 
amitriptyline  alone  have  responded  to  the 
combined  therapy. 


Low  incidence  of  side  effects:  Mattey8  re- 
ports that  with  Etrafon  “Side  effects  are 

relatively  few ” Another  investigator2 

states  that  side  effects  with  amitriptyline- 
perphenazine  combination  are  less  than  with 
each  component  alone.  In  Pennington’s 
study  of  428  patients,  side  reactions  were 
less  than  half  as  frequent  with  Etrafon  as 
with  perphenazine  alone,  toxicity  was  low, 
and  the  absence  of  extrapyramidal  symp- 
toms was  regarded  as  “. . . particularly  note- 
worthy.’’6 


NEW  ETRAFON 

brand  of  antidepressant-tranquilizer 
amitriptyline  hydrochloride  25  mg.  and  perphenazine  2 mg. 


The  human  spine  is  not  engineered  for 
prolonged  sitting  at  desks,  pianos,  type- 
writers and  drafting  boards.  The  stresses 
set  up  by  the  heavy,  forward-tilted  head 
and  trunk,  balanced  precariously  on  an 
insufficient  base,  result  in  strain  of  the 
dorsal  musculature,  particularly  at  the 
low  lumbar  level. 

The  unusual  muscle-relaxant  and  anal- 
gesic properties  of  ‘Soma’  make  it  espe- 
cially useful  in  the  treatment  of  low  back 
sprains  and  strains.  ‘Soma’  is  widely 
prescribed  □ to  relieve  pain  □ to  relax 
muscles  □ to  restore  mobility. 

Indications;  ‘Soma’  is  useful  for  management  of 
muscle  spasm,  pain,  and  stiffness  in  a variety  of 
inflammatory,  traumatic,  and  degenerative  muscu- 
loskeletal conditions.  It  also  may  act  to  normalize 
motor  activity  in  certain  neurologic  disturbances. 

Contraindications:  Allergic  or  idiosyncratic  reac- 
tions to  carisoprodol. 

Precautions;  ‘Soma’,  like  other  central  nervous 
system  depressants,  should  be  used  with  caution 
in  patients  with  known  propensity  for  taking  ex- 
cessive quantities  of  drugs  and  in  patients  with 
known  sensitivity  to  compounds  of  similar  chemi- 
cal structure,  e.g.,  meprobamate. 

Side  Effects:  The  only  side  effect  reported  with  any 
frequency  is  sleepiness,  usually  on  higher  than 
recommended  doses.  An  occasional  patient  may 
not  tolerate  carisoprodol  because  of  an  individual 
reaction,  such  as  a sensation  of  weakness.  Other 
rarely  observed  reactions  have  included  dizziness, 
ataxia,  tremor,  agitation,  irritability,  headache,  in- 
crease in  eosinophil  count,  flushing  of  face,  and 
gastrointestinal  symptoms. 

One  instance  each  of  pancytopenia  and  leuko- 
penia, occurring  when  carisoprodol  was  admin- 
istered with  other  drugs,  has  been  reported,  as  has 
an  instance  of  fixed  drug  eruption  with  carisoprodol 
and  subsequent  cross  reaction  to  meprobamate. 
Rare  allergic  reactions,  usually  mild,  have  included 
one  case  each  of  anaphylactoid  reaction  with  mild 
shock  and  angioneurotic  edema  with  respiratory 
difficulty,  both  reversed  with  appropriate  therapy. 

In  cases  of  allergic  or  hypersensitivity  reactions, 
carisoprodol  should  be  discontinued  and  appropri- 
ate therapy  initiated.  Suicidal  attempts  may  pro- 
duce coma  and/or  mild  shock  and  respiratory 
depression. 

Dosage:  Usual  adult  dose  is  one  350  mg.  tablet 
three  times  daily  and  at  bedtime. 

Supplied:  Two  Strengths:  350  mg.  white  tablets 
and  250  mg.  orange,  two-piece  capsules. 

Before  prescribing,  consult  package  circular. 

for  the  relief 
of  low  back 
sprains  and  strains 

SOMA 

(CARISOPRODOL) 

Wallace  Laboratories,  Cranbury,  N.J.  1 


Continuing  Educational  Opportunities 

From  The 

KMA  Postgraduate  Medical  Education  Office 


IN  KENTUCKY 

MARCH 

21 

KMA  Senior  Day,  University  of  Louis- 
ville School  of  Medicine,  Rankin  Amphi- 
theater 

24-26 

Fourth  Annual  Seminar  of  Department  of 
Pediatrics,  University  of  Kentucky  Medical 
Center 

28 

Governor’s  Conference  on  Occupational 
Health,  Brown  Hotel,  Louisville 

30-31 

Heart  Association  of  Louisville  and  Jeffer- 
son County  12th  Annual  Symposium  on 
Cardiovascular  Disease,  Brown  Hotel,  Lou- 
isville. 

31 

11th  Annual  Lexington  Clinic  Conference, 
Lexington;  8:30  a.m. 

APRIL 

4 

Louisville-Jefferson  County  Obstetrical  and 
Gynecological  Society  meeting.  Executive 
Inn,  Louisville 

5 

KMA  Thirteenth  Trustee  District  Meeting, 
Ashland 

5-8 

Kentucky  Dental  Association  Annual 
Meeting,  Louisville 

6 

Professor’s  Day  University  of  Kentucky 
Medical  Center,  8:30  a.m.-3:30  p.m. 

7 

KMA  Eighth  Trustee  District  Meeting, 
Covington 

8-10 

Ky.  Chapter,  American  College  of  Surgeons, 
Lexington 

12 

KMA  Senior  Day,  University  of  Kentucky 
Medical  Center,  Lexington 

13-14 

KENTUCKY  MEDICAL  ASSOCIATION 
Interim  Meeting,  Cumberland  Ealls 

14-16 

Kentucky  OB-GYN  Society  Annual  Meet- 
ing; Netherland  Hilton  Hotel,  Cincinnati 

18  KMA  Fifth  Trustee  District  Meeting,  Medi- 

cal Arts  Building,  Louisville 
21  Kentucky  Thoracic  Society  Annual  Meet- 

ing, in  conjunction  with  Kentucky  TB  & 
RD  Association  Meeting,  Rankin  Amphi- 
theater, Louisville  General  Hospital 

25-28  Kentucky  Hospital  Association  Annual 

Meeting,  Louisville 


28  Ky.  Chapter,  Arthritis  Foundation,  Sym- 

posium on  Rheumatic  Disease,  Co-spon- 
sored by  U.  of  L.  School  of  Medicine.  At 
Rankin  Amphitheater,  Louisville  General 
Hospital 

MAY 

2-6  Symposium  on  Cardiovascular  Disease, 

University  of  Kentucky  Medical  Center 

4 Professor’s  Day,  University  of  Kentucky 

Medical  Center,  8:30  a.m.-3:30  p.m. 

11-13  Kentucky  Academy  of  General  Practice, 

Annual  Scientific  Assembly,  Kentucky 
Hotel,  Louisville 

13- 14  Kentucky  Surgical  Society  Annual  Meet- 

ing, French  Lick  Sheraton  Hotel,  French 
Lick,  Indiana 

18-19  Kentucky  Pediatric  Society  and  Kentucky 

Chapter,  American  Academy  of  Pediatrics, 
joint  annual  meeting,  Owensboro 

IN  SURROUNDING  STATES 

MARCH 

16-17  Anesthesiology  Postgraduate  Course,  Cleve- 

land Clinic 

21-  “Laryngology  and  Bronchoesophagology” 

Apr.  2 Postgraduate  Course,  Department  of  Oto- 
laryngology of  the  Illinois  Eye  and  Ear 
Infirmary  and  U.  of  I.  College  of  Medi- 
cine. at  the  Infirmary 

23-24  Common,  Neurological  Problems,  Cleve- 

land Clinic 

23-25  American  Surgical  Association,  Boca  Ra- 
ton Hotel,  Boca  Raton,  Fla. 

30-3 1 Medical  Progress  and  its  relationship  to 
Dentistry,  Cleveland  Clinic 

APRIL 

4-8  Workshop  in  Teratology,  sponsored  by 

AMA,  Teratology  Society,  and  University 
of  Colorado;  at  Boulder,  Colo. 

6-7  Current  Management  of  Orthopedic  and 

Traumatic  Problems,  Cleveland  Clinic 

1 1 Workshop  in  Radioisotope  Scanning,  Emory 

University  Department  of  Radiology;  at 
Emory  University,  Atlanta 

14- 19  American  Dermatological  Association;  at 

Hot  Springs,  Va. 
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When  uncontrolled 
diarrhea  brings 
a call  for  help 


When  the  diarrhea  sufferer  has  run  the 
gamut  of  home  remedies  without  success, 
pleasant-tasting  CREMOMYCIN  can  answer 
the  call  for  help.  It  can  be  counted  on  to 
consolidate  fluid  stools,  soothe  intestinal 
inflammation,  inhibit  enteric  pathogens, 
and  detoxify  putrefactive  materials— usu- 
ally within  a few  hours. 


CREMOMYCIN  combines  the  bacteriostatic 
agents,  succinylsulfathiazole  and  neomy-i 
cin,  with  the  adsorbent  and  protective  de- 
mulcents, kaolin  and  pectin,  for  compre- 
hensive control  of  diarrhea. 


Indications:  Diarrhea.  Contraindications:  Kaolin 
Withhold  if  diverticulosis  is  present  or  suspected 
Precautions:  Sulfonamide:  Continued  use  require: 
supplementary  administration  of  thiamine  and  vita 
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your  for 
Cremomycin 
can  provide  relief 


where  today’s  theory  is  tomorrow’s  therapy 


promptly  relieves  diarrheal  distress 

Cremomycin 

ANTIDIARRHEAL  ^ 

Composition:  Each  30  cc.  contains  neomycin  sulfate 
300  mg.  (equivalent  to  210  mg.  of  neomycin  base), 
succinylsulfathiazole  3.0  Gm.,  colloidal  kaolin  3.0 
Gm.,  pectin  0.27  Gm. 

® MERCK  SHARP  & DOHME 


Division  of  Merck  & Co..  Inc.,  West  Point.  Pa. 


nin  K.  Neomycin:  Patient  should  be  observed  for 
lew  infections  due  to  bacteria  or  fungi.  Side  Effects: 
Sulfonamide:  Sensitivity  reactions  may  occur  (e.g., 
5kin  rashes,  anemia,  polyneuritis,  fever;  agranulo- 
:ytosis  with  a fatal  outcome  has  been  reported). 
Reduction  of  thiamine  output  in  the  feces  and  of 
/itamin  K synthesis  has  been  observed.  Neomycin: 
Nausea,  loose  stools  possible. 

Before  prescribing  or  administering,  read  product 
circular  with  package  or  available  on  request. 
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When 


is  indicated  in 
these  candidates 
for  Candida 


• • 


New 

low-cost 

tetracycline/ 

antifungal 

therapy 

Tetrex-F 

tetracycline 
phosphate  complex 
—nystatin 


I 


Because  new  Tetrex-F  (tetracycline 
phosphate  complex-nystatin)  is  the  most 
economical  therapy  of  its  kind  that  you 
can  prescribe,  it  is  a sound  choice  whenever 
tetracycline  therapy  is  indicated  in 
patients  predisposed  to  monilial  infections. 

Jf  ho  are  these  ''candidates  for  Candida**? 

1.  diabetic  patients 

2. nonpregnant  women  with  a history  of 
recent  or  recurrent  monilial  vaginitis 
d.  elderly  or  debilitated  patients 

4.  patients  with  a past  history  of  moniliasis 

5.  patients  on  long-term  tetracycline  or 
corticosteroid  therapy. 

For  these  patients,  Tetrex-F  (tetracycline 
phosphate  complex-nystatin)  provides 
efficient  tetracycline  therapy  against 
a broad  range  of  infections  plus  protection 
against  superinfection  associated  with  the 
overgrowth  of  6*.  albicans  in  the  G.I.  tract. 
Pi  ■iced  for  savings 

Tetrex-F  (tetracycline  phosphate  complex 
nystatin)  is  lowest  in  cost— priced  207o 
lower  than  most  tetracycline/antifungal 
products. 

BRISTOL  THERAPEUTIC  SUMMARY 

For  complete  information  consult  Official  Package  Circular. 

Indications:  Infections  of  respiratory,  gastrointestinal  and 
genitourinary  tracts  and  skin  and  soft  tissues  due  to  tetracycline- 
sensitive  organisms,  in  patients  with  increased  susceptibility  to 
monilial  infections. 

Contraindications:  The  drug  is  contraindicated  in  patients  hyper- 
sensitive to  its  components. 

Photodynamic  reactions  have  been  produced  by  tetra- 
cyclines. Natural  and  artificial  sunlight  should  be  avoided  during 
therapy.  Stop  treatment  if  skin  discomfort  occurs.  No  cases 
of  photosensitivity  have  been  reported  with  Tetrex  (tetracycline 
phosphate  complex).  With  renal  impairment,  systemic  accumulation 
and  hepatotoxicity  may  occur.  In  this  situation,  lower  doses 
should  be  used.  Tooth  staining  and  enamel  hypoplasia  may  be  induced 
during  tooth  development  (last  trimester  of  pregnancy, 
neonatal  period  and  childhood). 

Precautions:  Bacterial  superinfection  may  occur.  Infants  may 
develop  increased  intracranial  pressure  with  bulging  fontanels. 

In  gonorrheal  therapy,  serologic  tests  for  syphilis  should  be 
conducted  initially  and  monthly  for  3 months. 

Adverse  Reactions:  Glossitis,  stomatitis,  nausea,  diarrhea,  flatulence, 
proctitis,  vaginitis,  dermatitis,  and  allergic  reactions  may  occur. 

Usual  Adult  Dosage:  1 capsule  q.i.d.  Continue  therapy  for  10  days  in 
beta-hemolytic  streptococcal  infections.  Administer  one  hour 
before  or  2 hours  after  meals. 

Supply:  Capsules,  bottles  of  16.  Each  capsule  contains  tetracycline 
phosphate  complex  equivalent  to  250  mg.  tetracycline  HCl  activity  and 
250,000  units  of  nystatin.  Oral  Suspension,  60-ml.  bottle. 

Each  5 ml.  contains  tetracycline  equivalent  to  125  mg.  tetracycline 
hydrochloride  and  nystatin,  125,000  units. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 

Syracuse,  New  York 


BRISTOL 


BACTERIAL  ASSOCIATED 
COMPLICATIONS  DISCOMFORT 


in  U.R.I. 


BRING  THE  TREATMENT  TOGETHER 
IN  A SINGLE  PRESCRIPTION  . 

ACHROCIDIN 

^^“Tetracycline  HCI-Antihistamine-Analgesic  Compound 


Each  tablet  contains:  Caffeine 30  mg 

ACHROMYCIN®  Tetracycline  HCI  ..  . 125  mg  Salicylamide 150  mg 

Acetophenetidin  (Phenacetin) 120  mg  Chlorothen  Citrate 25  mg 

Effective  in  controlling  complicating  tetracycline-sensitive  bacterial  infection  and  providing  symptomatic 
relief  in  allergic  diseases  of  the  upper  respiratory  tract.  Possible  side  effects  include  drowsiness,  slight  gastric 
distress,  anorexia,  overgrowth  of  nonsusceptible  organisms,  tooth  discoloration  (if  given  during  tooth  forma- 
tion), photodynamic  reaction  to  sunlight  and  increased  intracranial  pressure  (in  young  infants).  Average  adult 
dosage:  2 tablets  four  times  daily,  given  at  least  one  hour  before,  or  two  hours  after  meals.  Patient  should  avoid 
direct  exposure  to  artificial  or  natural  sunlight;  and  should  not  drive  a car  or  operate  machinery  while  on  drug. 
Reduce  dosage  in  impaired  renal  function.  Stop  drug  immediately  at  the  first  sign  of  adverse  reaction. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.Y. 
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Butazolidin^alka 

henylbutazone  100  mg. 

ried  aluminum 

ydroxide  gel  100  mg. 

lagnesium  trisilicate  150  mg. 
omatropine 

lethylbromide  1.25  mg. 


Usually  works  within  3 to  4 days 
in  osteoarthritis 


he  trial  period  need  not  exceed  1 week.  In 
ontrast,  the  recommended  trial  period  for 
idomethacin  is  at  least  1 month. 

hat’s  why  it's  logical  to  start  therapy  with 
utazolidin  alka — you'll  know  quickly  whether 
r not  it  works.  And  usually,  it  will. 

large  number  of  investigators  have  re- 
orted  major  improvement  in  about  75%  of 
ases.  Some  patients  have  gone  into  remis- 
lon.  Relief  of  stiffness  and  pain  may  be  fol- 
)wed  quickly  by  improved  function  and  res- 
lution  of  other  signs  of  inflammation.  And 
utazolidin  alka  is  well  tolerated,  especially 
ince  it  contains  antacids  and  an  antispas- 
lodic  to  minimize  gastric  upset. 

ontraindications 

dema,  danger  of  cardiac  decompensation; 
istory  or  symptoms  of  peptic  ulcer;  renal, 
epatic  or  cardiac  damage;  history  of  drug 
llergy;  history  of  blood  dyscrasia.  The  drug 
lould  not  be  given  when  the  patient  is  se- 
[ile,  or  when  other  potent  drugs  are  given 
oncurrently.  Large  doses  are  contraindi- 
ated  in  patients  with  glaucoma. 

recautions 

btain  a detailed  history  and  a complete 
lysical  and  laboratory  examination,  includ- 


ing a blood  count.  The  patient  should  be 
closely  supervised  and  should  be  warned  to 
report  immediately  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood  dyscrasia); 
sudden  weight  gain  (water  retention);  skin 
reactions;  black  or  tarry  stools.  Make  regular 
blood  counts.  Use  greater  care  in  the  elderly. 

Warning 

If  coumarin-type  anticoagulants  are  given 
simultaneously,  watch  for  excessive  increase 
in  prothrombin  time.  Pyrazole  compounds 
may  potentiate  the  pharmacologic  action  of 
sulfonylurea,  sulfonamide-type  agents  and 
insulin.  Carefully  observe  patients  receiving 
such  therapy. 

Adverse  Reactions 

The  most  common  are  nausea,  edema  and 
drug  rash.  Hemodilution  may  cause  mod- 
erate fall  in  red  cell  count.  The  drug  may 
reactivate  a latent  peptic  ulcer.  Infrequently, 
agranulocytosis,  generalized  allergic  reac- 
tion, stomatitis,  salivary  gland  enlargement, 
vertigo  and  languor  may  occur.  Leukemia 
and  leukemoid  reactions  have  been  re- 
ported but  cannot  definitely  be  attributed  to 
the  drug.  Thrombocytopenic  purpura  and 
aplastic  anemia  may  occur.  Confusional 
states,  agitation,  headache,  blurred  vision, 
optic  neuritis  and  transient  hearing  loss 


have  been  reported,  as  have  hepatitis, 
jaundice,  and  several  cases  of  anuria  and 
hematuria.  With  long-term  use,  reversible 
thyroid  hyperplasia  may  occur  infrequently. 

Dosage 

The  initial  daily  dosage  in  adults  is  300-600 
mg.  daily  in  divided  doses.  In  most  in- 
stances, 400  mg.  daily  is  sufficient.  When 
improvement  occurs,  dosage  should  be  de- 
creased to  the  minimum  effective  level:  this 
should  not  exceed  400  mg.  daily,  and  is 
often  achieved  with  only  100-200  mg.  daily. 

Also  available;  Butazolidin®, 
brand  of  phenylbutazone 
Tablets  of  100  mg. 
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host  resistance? 

Consider  the 
“extra”  antibacterial 
activity 
of  llosone* 

Occasionally,  therapeutic  failure  is 
due  to  the  patient’s  inability  to 
mobilize  his  defenses  sufficiently  to 
overcome  infection.  Typical  of  this 
is  the  debilitated  patient,  the 
premature  infant,  or  the  diabetic. 

It  is  in  these  patients  that  the  high 
levels  of  antimicrobial  activity  of 
Ilosone  are  especially  useful.  Ilosone 
has  demonstrated  antibacterial  levels 
two  to  four  times  those  of  erythro- 
mycin base  or  stearate.  Furthermore, 
it  attains  them  earlier  and  maintains 
them  longer.  Even  the  presence  of 
food  does  not  appear  to  affect  the 
activity  of  Ilosone. 


Contraindications:  Ilosone  is  contraindicated  in 
patients  with  a known  history  of  sensitivity  to  this 
drug  and  in  those  with  preexisting  iiver  disease 
or  dysfunction. 

Side-Effects:  Even  though  Ilosone  is  the  most 
active  oral  form  of  erythromycin,  the  incidence  of 
side-effects  is  low.  Infrequent  cases  of  drug  idio- 
syncrasy, manifested  by  a form  of  intrahepafic 
cholestatic  jaundice,  have  been  reported.  There 
have  been  no  known  fatal  or  definite  residual  ef- 
fects. Gastro-infestinal  disturbances  not  associ- 
ated with  hepatic  effects  are  observed  in  a small 
proportion  of  patients  as  a result  of  a local  stimu- 
lating action  of  Ilosone  on  the  alimentary  tract.  Al- 
though allergic  manifestations  are  uncommon  with 
the  use  of  erythromycin, there  have  been  occasion- 
al reports  of  urticaria,  skin  eruptions,  and,  on  rare 
occasions,  anaphylaxis. 


Dosage:  Children  under  25  pounds— 5 mg.  per 
pound  of  body  weight  every  six  hours.  Children 
25  to  50  pounds— ^25  mg.  every  six  hours.  Adults 
and  children  over  50  pounds— 250  mg.  every  six 
hours.  For  severe  infections,  these  dosages  may 
be  doubled. 

Available  in  Pulvules®,  suspension,  drops,  and 
chewable  tablets.  Ilosone  Chewabie  tablets  should 
be  chewed  or  crushed  and  swallowed  with  water. 

Ilosone 

Erythromycin  Estolate 

Additional  information  available  to  physicians 
upon  request.  Eli  Lilly  and  Company, 

Indianapolis,  Indiana. 
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Bleeding  during  surgical  operations  is 
usually  due  to  thrombocytopenia,  a de- 
ficiency of  plasma  clotting  factors  or 
fibrinolysis.  This  defect  may  be  diag- 
nosed by  bleeding  time,  clotting  time, 
prothrombin  time,  clot  retraction  and 
whole  clot  lysis. 

Bleeding  is  a normal  accompaniment 
of  surgical  procedures.  Often  this  bleed- 
ing becomes  abnormal  due  to  a defect 
in  the  hemostatic  mechanism.  Since  at  the 
present  time  it  is  impossible  to  routinely 
screen  all  surgical  patients  with  extensive  clot- 
ting profiles,  the  recognition  of  these  defects 
when  they  occur  is  extremely  important.  Un- 
fortunately clotting  defects  often  happen  when 
the  clotting  laboratories  are  not  in  operation.  It 
thus  becomes  imperative  that  the  clinician  in 
the  operating  room  understands  the  mecha- 
nisms of  hemostastis,  the  defects  that  can  occur, 
and  the  therapy  indicated. 

Hemostatic  Mechanism 

Hemostasis  involves  an  interdependence  of 
the  blood  platelets,  the  coagulation  mechanism 
and  the  blood  vessels.  The  least  understood 
and  the  least  studied  factor  in  hemostasis  is 
that  involving  the  blood  vessels.  Since  at  the 
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present  time  the  contributions  of  the  vascular 
factor  and  platelets  to  hemostasis  cannot  be 
clearly  separated  they  will  be  considered  to- 
gether. 

Following  puncture  or  cutting  of  blood  ves- 
sels, platelets  accumulate  at  the  site  of  in- 
jury with  extreme  rapidity  and  adhesion  of 
the  platelets  to  the  damaged  area  begins  at 
once.  The  platelets  adhere  not  to  the  injured 
cells  but  rather  to  the  intercellular  junctions 
and  to  areas  denuded  of  endothelial  cells.  This 
aggregation  of  platelets  at  the  site  of  injury 
forms  a temporary  plug  which  in  small  arteries 
and  veins  is  capable  of  effectively  arresting 
bleeding.  Simultaneous  with  the  formation  of 
the  platelet  plug,  vasoconstriction  of  muscle 
containing  vessels  also  takes  place.  This  is  a 
reflex  response  and  is  inadequate  to  produce 
hemostasis. 

Platelet  plugs  are  at  first  fragile  and  per- 
meable to  the  blood,  with  fragments  constantly 
being  dislodged  by  the  stream  of  flowing 
blood.  New  platelets  are  continually  added 
and  the  plug  gradually  develops  greater  re- 
sistance and  tensile  strength.  The  conversion 
of  the  friable  plug  into  an  effective  hemo- 
static structure  depends  largely  upon  platelet 
retraction,  a process  accomplished  by  action 
of  platelet  contractile  protein,  triggered  by 
thrombin  and  other  platelet  agglutinating  fac- 
tors. This  process  of  platelet  aggregation  and 
fusion  has  been  termed  viscous  metamorphosis. 
At  the  point  when  platelet  fusion  occurs,  a sec- 
ond type  of  vasoconstriction  takes  place,  af- 
fecting not  only  the  injured  vessel  but  neigh- 
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boring  ones  as  well.  This  may  be  due  to  re- 
lease of  serotonin  from  the  platelets. 

Although  the  platelet  plug  can  arrest  bleed- 
ing, hemostasis  is  not  secure  until  a fibrin  clot 
is  produced  for  re-enforcement.  It  is  the  con- 
version of  the  platelet  plug  into  a permanent 
seal  by  the  formation  of  fibrin  that  requires 
the  plasma  clotting  factors.  The  formation  of 
fibrin  is  accomplished  in  three  steps.  These 
are  the  three  stages  of  coagulation,  as  dis- 
tinguished from  hemostasis.  The  stages  of 
clotting  are: 

Stage  I:  The  formation  of  prothrombinase 
Stage  II:  The  conversion  of  prothrombin 
to  thrombin  in  the  presence  of  calcium  and 
prothrombinase,  and 

Stage  III:  The  conversion  of  fibrinogen  to 
fibrin  in  the  presence  of  thrombin.  This 
fibrin  clot  is  the  end  product  of  hemostasis. 
The  exact  mechanisms  and  pathways  in- 
volved in  hemostasis  have  not  been  completely 
resolved.  The  hemostatic  flow  chart  in  Figure 
1 is  highly  diagramatic  and  represents  an 
amalgamation  of  different  coagulation  theories 
that  have  proved  practical  in  teaching  the 
mechanism  of  hemostasis,  the  defects  that  can 
occur  and  the  therapy  indicated. 

The  central  core  shows  the  actual  progres- 
sion of  hemostasis  from  trauma  to  blood  ves- 
sels, through  vasoconstriction,  the  formation  of 
the  platelet  plug,  viscous  metamorphosis,  the 
formation  of  the  fibrin  clot,  the  retraction  of 
this  clot,  and  in  pathologic  states  the  dissolv- 
ing of  the  clot  by  fibrinolysis.  The  formation 
of  extrinsic  prothrombinase,  which  occurs  in 
seconds,  is  shown  on  the  left  and  that  of  intrin- 
sic prothrombinase,  which  requires  minutes,  is 
shown  on  the  right.  Factors  V and  X are  com- 


mon to  both  intrinsic  and  extrinsic  clotting. 
Factor  VII  is  necessary  only  in  the  extrinsic 
process.  Factors  VIII,  IX,  X,  XI  and  XII, 
along  with  platelets,  are  necessary  for  the 
intrinsic  process. 

Such  an  involved  scheme  of  clotting  is  not 
easily  retained  by  anesthesiologists  with  a 
limited  background  in  hemostasis.  The  various 
plasma  factors  and  their  actions  can  be  con- 
fusing and  even  more  so  lately  with  the 
change  from  eponymic  to  numerical  designa- 
tions. Because  of  this  we  have  been  teaching 
hemostatic  defects  in  the  light  of  the  central 
progression  of  the  formation  of  the  clot.  To 
review,  this  consists  of  platelet  agglutination, 
viscous  metamorphosis,  the  formation  of  the 
fibrin  clot,  clot  retraction  and  in  pathologic 
states  fibrinolysis. 

Diagnostic  Tests 

The  diagnosis  of  hemostatic  defects  when 
considered  in  the  present  context  can  be  made 
by: 

1 ) Bleeding  time:  for  diagnosis  of  defects 
of  the  vascular  mechanism  or  platelets. 

2)  Clotting  time:  for  a defect  of  formation 
of  fibrin  clot.  This  may  be  due  to  thrombo- 
cytopenia or  a defect  of  plasma  clotting  fac- 
ors  V,  VIII,  IX,  X,  XI  and  XII. 

3)  Prothrombin  time:  this  test  does  not 
measure  prothrombin  as  such  but  the  over- 
all interaction  of  the  plasma  clotting  fac- 
tors. 

4)  Thrombin  time:  this  is  a measure  of 
the  conversion  of  fibrinogen  to  fibrin  and 
is  prolonged  if  fibrinogen  is  low. 

5)  Clot  retraction:  this  is  caused  only  by 
platelets  and  any  defect  in  clot  retraction 
is  a measure  of  platelet  abnormalities 
whether  qualitative  or  quantitative. 

6)  Whole  clot  lysis:  this  test  will  show  the 
presence  of  circulating  fibrinolysins. 

Abnormal  results  are  obtained  when: 

a)  The  bleeding  time  is  over  4 minutes 

b)  The  clotting  time  is  over  10  minutes 
in  glass  tubes 

c)  The  prothrombin  time  is  over  20  sec- 
onds 

d)  The  thrombin  time  is  prolonged  over 
a normal  control 

e)  Clot  retraction  has  not  begun  in  30 
minutes 

f)  Whole  clot  lysis  has  begun  in  30 
minutes  and  is  marked  within  60 
minutes 
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If  the  clot  completely  dissolves  in  one 
hour  fibrinolysis  is  severe  and  often  fatal. 

When  these  clotting  tests  are  integrated  into 
the  central  core  concept,  it  is  possible  to  make 
a clinical  diagnosis  that  is  sufficient  for  the 
therapy  available  at  the  present  time.  These 
tests  have  been  correlated  with  the  more  com- 
plete results  obtained  from  our  hospital 
clotting  laboratory  and  have  been  found  to  be 
adequate  for  diagnosis  under  clinical  condi- 
tions. 

To  recapitulate:  a prolonged  clotting  time 
may  be  due  to  a deficiency  of  platelets, 
plasma  factors  or  fibrinogen. 

A prolonged  bleeding  time  indicates  a de- 
fect of  the  vascular  mechanism  or  platelets. 

A defect  of  clot  retraction  indicates  a de- 
ficiency of  platelets. 

Thus  platelet  deficiency  can  be  diagnosed 
by  a prolonged  clotting  time,  a prolonged 
bleeding  time  and  decreased  clot  retraction. 

A prolonged  prothrombin  time  is  indica- 
tive of  depressed  plasma  factors  or  unrecog- 
nized use  by  the  patient  of  courmarin  drugs. 
Thus  a prolonged  clotting  and  prothrombin 
time  with  normal  clot  retraction  is  indicative 
of  a defect  of  the  plasma  clotting  factors. 

A prolonged  thrombin  time  in  conjunction 
with  a prolonged  clotting  time  is  indicative 
of  hypofibrinogenemia. 

The  last  stage  of  the  central  core,  the  de- 
velopment of  fibrinolysis,  is  indicative  of 
circulating  plasmin  activity.  Fibrinolysis  may 
be  accompanied  by  a prolonged  clotting  time 
or  weak  clot. 

Abnormal  bleeding  can  be  expected,  al- 
though it  may  not  occur,  in  a variety  of  pre- 
operative conditions.  These  include  patients 
with  hemophilia,  thrombocytopenia,  a history 
of  bleeding  during  previous  operations,  liver 
disease,  chemotherapeutic  agents,  and  blood 
dyscrasias.  Most  commonly  the  patient  who 
bleeds  excessively  at  surgery  has  no  recog- 
nizable defects  by  present  criteria.  It  is  pre- 
sumed that  the  abnormalities  are  produced 
at  the  time  of  surgery  and  that  these  effects  are 
compounded  by  the  use  of  blood  lacking 
normal  clotting  factors. 

Hemostatic  Defects 

Voorhees  and  Elliott*  found  that  the  factors 
which  contribute  to  abnormal  surgical  bleed- 
ing in  the  thrombocytopenic  purpura  patient 
are  complex.  They  discovered  that  the  amount 
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of  raw  surface  surgically  produced  was  the 
greatest  single  factor  determining  abnormal 
bleeding.  Specifically,  in  patients  with  idio- 
pathic thrombocytopenic  purpura  bleeding  oc- 
curred 50''^  of  the  time.  86' r of  those  with 
an  abnormal  venous  clotting  time  and  59% 
with  a prolonged  bleeding  time  bled.  In  gen- 
eral, the  lower  the  platelet  count,  the  higher 
the  incidence  of  bleeding. 

Abnormal  bleeding  also  occurs  in  patients 
with  polycythemia  vera,  myelofibrosis,  multi- 
ple myeloma,  leukemia  and  lymphosarcoma. 

Severe  bleeding  occurs  with  incompatible 
blood  transfusion.  This  is  due  to  a depression 
of  platelets,  fibrinogen,  and  factors  V and  VII, 
subsequent  to  intravascular  coagulation.  This 
is  followed  by  fibrinolysis,  in  an  effort  to  halt 
and  reverse  the  clotting  process. - 

Bleeding  during  extracorporeal  circulation 
has  decreased  with  experience  and  improved 
by-pass  machines.  Platelets  drop  rapidly  dur- 
ing the  first  few  moments  of  by-pass  and 
then  decline  slowly  during  the  remainder  of 
the  perfusion.  Platelet  deficiency  alone  is  in- 
frequently the  cause  of  postoperative  bleeding. 
There  may  also  be  a deficiency  of  clotting 
factors  and  increased  fibrinolysis.  Usually 
more  than  one  simple  deficiency  is  present 
when  postoperative  bleeding  occurs  after  ex- 
tracorporeal circulation.  Gollub  found  only 
27%  of  35  bleeding  cardiac  patients  had  a 
single  defect.**  Gilbert*  found  a 12%  inci- 
dence of  bleeding  with  extracorporeal  circula- 
tion but  7 of  the  12  patients  had  identifiable 
bleeding  points  not  clotting  defects.  Only  one 
had  a definite  coagulation  defect.  Four  patients 
had  no  surgical  or  coagulation  problems  dem- 
onstrated. 

Karlson”’  evaluated  201  routine  surgical 
patients  and  found  13  with  abnormal  bleed- 
ing. Seven  of  these  had  normal  preoperative 
values,  four  had  slightly  abnormal  values  and 
only  two  had  severe  clotting  disturbances. 

Hemorrhagic  diathesis  is  a major  complica- 
tion in  uremic  patients.  The  cause  of  bleeding 
in  uremia  is  not  well  understood.  It  has  been 
postulated  as  being  due  to  thrombocytopenia, 
an  increased  thrombin  inhibitor  and  prolonged 
prothrombin  time.  Fibrinolysis  does  not  seem 
to  be  a factor. 

Fibrinolysis  occurs  as  plasminogen  activator 
activates  plasminogen  and  forms  a proteolytic 
enzyme  capable  of  breaking  down  various 
plasma  proteins.  Hence,  if  allowed  to  proceed 
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unchecked,  multiple  coagulation  defects  can 
occur.  Increased  plasminogen  activator  activi- 
ty occurs  during  anoxia,  pulmonary  resection, 
portocaval  shunt,  stress,  massive  transfusion 
and  in  operations  for  cancer  of  prostate,  uterus, 
and  pancreas.  Studies  at  Memorial  Hospital 
have  showed  a correlation  between  the  degree 
of  surgical  trauma  and  the  development  of 
fibrinolytic  activity.®  However,  this  may  be  a 
transient  phenomenon  and  does  not  necessarily 
lead  to  excessive  wound  bleeding. 

Patients  who  are  operated  upon  after 
chemotherapy  do  not  bleed  unless  thrombocy- 
topenia has  occurred. 

Therapy 

With  a knowledge  of  the  defects  occurring 
in  the  formation  of  the  clot  and  the  diagnostic 
tests  which  localize  the  lesion,  we  can  now 
consider  the  therapy. 

Platelet  defects  require  fresh  platelets  which 
can  usually  only  be  obtained  from  fresh 
blood  less  than  four  hours  old.  Special  platelet 
concentrates  can  be  obtained  if  sufficient  no- 
tice is  given  the  blood  bank. 

If  plasma  clotting  defects  occur,  two  choices 
are  available.  Fresh  whole  blood  or  fresh 
frozen  plasma.  Bank  blood  that  is  used  within 
the  first  week  after  it  is  drawn  is  nearly  as 
good  as  fresh  blood,  except  for  the  missing 
platelets.  Fresh  frozen  plasma  will  supply  all 
of  the  plasma  clotting  factors,  including  the 
labile  factors  V and  VIII,  which  are  missing 
from  bank  blood  over  seven  days  old.  All 
the  other  plasma  factors  are  stable  in  bank 
blood  under  normal  conditions.  Anti-hemophil- 
ic plasma  is  an  acceptable  substitute  for  fresh 
frozen  plasma  and  has  the  advantage  in  an 
emergency  of  not  having  to  be  blood  type 
specific  as  is  necessary  with  fresh  frozen 
plasma. 

Fresh  whole  blood  is  the  ideal  therapeutic 
agent.  However,  it  is  only  indicated  in  con- 
ditions of  thrombocytopenia  and  thrombocy- 
topathia  in  the  bleeding  surgical  patient. 
A sufficient  amount  of  whole  blood  should 
be  given  to  raise  the  platelet  count  of  the 
recipient  to  at  least  100,000/cc. 

The  remaining  factors  necessary  for  coagu- 
lation can  be  supplied  by  fresh  frozen  plasma. 
In  the  initial  infusion,  a sufficient  amount  of 
plasma  should  be  given  to  raise  the  deficient 
clotting  factors  to  50%  of  normal.  In  the 


average  adult  this  is  at  least  500cc  of  fresh 
frozen  plasma. 

Vitamin  Kj  is  seldom  indicated  in  the  op- 
erating room.  If  a patient  has  liver  disease 
and  a prolonged  prothrombin  time  due  to  a 
deficiency  of  factors  II,  VII,  IX  and  X the 
therapy  should  be  started  preoperatively.  Fifty 
to  lOOmgm.  of  Vitamin  Ki  requires  at  least 
four  hours  to  produce  an  effect  and  the  more 
slowly  produced  coagulation  factors  (VII,  XI, 
and  X)  may  not  return  to  normal  for  48  hours. 
The  treatment  of  defects  of  the  Vitamin  K 
dependent  factors  is  not  Vitamin  K but  fresh 
frozen  plasma. 

Other  hemostatic  agents  such  as  Adrenosem, 
Surgicel  and  Premarin  have  not  been  effica- 
cious in  the  control  of  abnormal  bleeding  in 
our  experience.  The  beneficial  results  reported 
in  the  literature  have  been  inadequately  con- 
trolled and  are  not  at  the  present  time  con- 
vincing. 

Fibrinolysis  has  been  in  our  experience  the 
most  serious  hemostatic  defect.  Before  specific 
therapy  became  available,  the  mortahty  in  this 
condition  was  high.  In  fact,  the  only  therapy 
available  was  to  complete  the  operation  as 
rapidly  as  possible.  This  usually  resulted  in 
disappearance  of  clot  lysis. 

Our  drug  of  choice  in  the  therapy  of 
fibrinolysis  is  epsilon  amino  caproic  acid 
(EACA).  The  mechanism  of  action  of  EACA 
is  on  the  activation  of  plasminogen  to  plasmin 
(fibrinolysin).  It  probably  acts  as  a competi- 
tive inhibitor  of  plasminogen  aetivator. 
EACA  is  usually  given  as  a 5 gram  dose  intra- 
venously. If  fibrinolysis  is  stiU  oceurring  a sec- 
ond 5 gram  may  be  indieated,  but  20  grams 
should  not  be  exceeded.  In  our  experience  10 
grams  is  usually  sufficient.  The  use  of  EACA 
for  oozing  without  definite  evidence  of  fibrin- 
olysis may  be  dangerous.  Myoeardial  infarction 
and  cerebral  thrombosis  have  been  reported 
and  there  has  been  one  case  of  each  in  our 
series  of  200  patients  who  received  EACA. 

It  has  not  been  our  experience  that  fibrino- 
gen is  required  in  non-obstetric  conditions. 
Over  a period  of  12  years,  in  2000  patients 
who  received  five  or  more  units  of  blood,  we 
have  given  fibrinogen  twice.  We  have  not 
been  able  to  demonstrate  abnormally  low 
fibrinogen  levels  in  patients  with  abnormal 
bleeding. 
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Management  of  Patient  with  Abnormal  Bleeding 

Most  patients  with  abnormal  bleeding  re- 
ceive large  amounts  of  blood.  Therefore,  in 
cases  in  which  extensive  blood  loss  is  expected 
a prothrombin  time  is  determined  preopera- 
tively  and  a clotting  time  is  determined  im- 
mediately prior  to  anesthesia.  Normal  clotting 
times  should  be  determined  for  each  hospital. 
In  glass  tubes  in  our  hospital  it  is  5 minutes 
and  52  seconds  plus  or  minus  2 minutes  and 
9 seconds.  This  gives  us  a range  of  roughly 
3 to  8 minutes  as  a normal  clotting  time.  We 
assume  a time  above  10  minutes  to  be  def- 
initely abnormal.  The  clot  is  then  observed 
for  30  minutes  to  determine  the  presence  of 
clot  retraction  or  fibrinolysis.  After  every  five 
units  of  bank  blood,  clotting  time,  clot  retrac- 
tion and  fibrinolysis  are  evaluated.  After  10 
units  of  blood,  500cc  of  fresh  frozen  plasma 
is  given  for  every  5 units  of  bank  blood  as 
preventive  therapy.  If  fibrinolysis  occurs  5 
grams  of  EACA  in  150cc  of  normal  saline  is 
given  over  a 30  minute  period  and  then  the 
patient  is  re-evaluated  for  lysis.  If  clot  retrac- 
tion is  inadequate  then  fresh  whole  blood  is 
given.  A platelet  count  may  be  done  after 
inadequate  clot  retraction  is  found  but  in  the 
operating  room  the  fresh  blood  is  given  on 
the  basis  of  clot  retraction  alone.  Postopera- 
tively  the  clotting  time,  prothrombin  time, 
clot  retraction  and  the  presence  of  fibrinolysis 


is  again  re-evaluated  and  the  suitable  therapy 
instituted. 

This  routine  has  proven  to  be  efficient  in 
our  hospital.  We  have  had  no  deaths  from 
clotting  disorders  in  patients  receiving  less  than 
20  units  of  bank  blood  and  only  one  death 
in  40  patients  receiving  more  than  20  units 
of  blood.  The  efficiency  of  this  routine  has 
led  us  to  insist  that  a postoperative  bleeding 
patient  be  returned  to  surgery  if  the  clotting 
tests  are  normal.  In  all  cases  re-operated  in 
the  last  two  years  a definite  bleeding  point 
has  been  found. 


Summary 

The  use  of  the  concept  of  the  central  core 
of  the  clotting  diagram  has  enabled  us  to  pre- 
sent a schema  of  hemostasis  that  is  applicable 
for  both  teaching  and  therapy.  Using  this  ap- 
proach we  have  been  able  to  control  abnorm- 
al bleeding  in  the  operating  room  and  reduce 
the  mortality  associated  with  it. 
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Please  mail  your  scientific  articles  to  The  Journal 
of  the  Kentucky  Medical  Association,  3532  Janet 
Ave.,  Louisville,  Kentucky  40205. 


cky  Medical  Association  • March  1966 


223 


Management  of  Endometriosist 

Clayton  T.  Beecham,  M.D.* * 

Danville,  Pa. 


Endometriosis  occurs  in  about  jive  per 
cent  of  women  of  reproductive  age.  Its 
symptoms  and  treatment  of  both  mod- 
erate and  severe  cases  are  discussed. 


Endometriosis  is  a unique  gyneco- 
logic process.  Like  pregnancy,  it  is  pre- 
sumably a benign  proliferating  process 
capable  of  invading  normal  tissue.  About  5% 
of  women  in  the  reproduction  years  have 
endometriosis.  The  diagnosis  is  not  difficult 
and  the  medical  management  is  easy  in  the 
average  case. 

Displaced  or  aberrant  endometrium  behaves 
somewhat  like  its  counterpart  in  the  endome- 
trial cavity.  The  response  to  cyclic  hormone 
stimulation  is  variable  but  usually  resembles 
the  proliferative  phase. 

Pain  is  a result  of  irritation  in  the  involved 
areas  through  bleeding  and  growth  of  the 
process.  Endometriosis  is  regarded  by  many 
as  a cause  of  infertility.  Whether  it  is  the 
cause  or  the  result  of  being  infertile  remains 
equivocal.  Limited  tubal  and  ovarian  mobility, 
so  common  in  endometriosis,  logically  would 
seem  to  favor  sterility.  And  yet  we  have  all 
seen  conception  take  place  where  internal 
genitalia  were  so  immobile  with  massive  en- 
dometriosis that  organ  identification  was  im- 
possible. 

The  symptoms  and  clinical  manifestations 
of  the  disease  do  not  present  a unified  pattern. 

Symptoms 

Commonly,  pain  before  and  during  the 
menstrual  period  is  the  pattern.  From  one  to 
fourteen  days  before  the  periods,  lower  ab- 
dominal discomfort  (vague  pulling  or  draw- 
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ing  sensations  mixed  with  sharp,  steady  ach- 
ing) appears.  Acquired  or  increasing  dysmen- 
orrhea is  the  symptom  most  often  attributed 
to  endometriosis.  Variations  in  the  pain  pat- 
tern are  to  be  expected.  At  times  discomfort 
is  only  during  a period  while  again  it  may 
extend  through  the  full  cycle. 

Dyspareunia  and  rectal  tensions  are  regu- 
larly encountered  while  postcoital  bleeding,  hy- 
permenorrhea,  hematuria  or  rectal  bleeding 
are  not  frequently  met. 

The  anatomical  areas  involved  largely  de- 
termine the  symptoms  that  develop.  The 
uterosacral  ligaments,  particularly  where  they 
attach  to  the  posterior  surface  of  the  cervix, 
and  the  ovaries,  are  the  most  common  sites 
for  minimal  disease.  As  the  process  extends 
and  proliferates,  the  paracervical  areas,  the 
posterior  surface  of  the  cervix  and  the  cul- 
de-sac  create  a confluence.  Not  only  is  the 
space  between  the  rectum  and  the  cervix  ob- 
literated, but  a painful,  nodular,  fixed  mass 
is  formed.  We  understand  how  a lesion  that 
proliferates  and  fixes  to  this  extent  produces 
pain.  On  the  other  hand,  the  very  same  amount 
of  endometriosis  in  this  highly  sensitive  area 
can  be  present  without  producing  symptoms. 

Pelvic  Examination  and  Findings 

The  generalized  pain  and  tenderness  to 
palpation  often  make  an  exact  assessment  of 
involvement  difficult.  The  classical  bimanual 
examination  has  serious  limitations  because  of 
vaginal  wall  thickness.  However,  rectovaginal- 
abdominal  palpation  makes  possible  a three- 
dimensional  appraisal  and  greatest  accuracy  of 
examination.  There  are  three  other  entities  to 
consider  in  making  a differential  diagnosis: 

1 . Pelvic  congestion  syndrome.  Here  the 
uterosacral  ligaments  are  thick,  tender,  and 
rather  tense.  The  corpus  uteri  is  often  in 
the  cul-de-sac,  slightly  enlarged  and  tender 
to  touch.  To  distinguish  from  endome- 
triosis, note  the  absence  of  nodularity  and 
the  lack  of  genuine  rigidity  in  the  involved 
areas. 
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2.  Pelvic  inflammatory  disease.  Endome- 
triosis and  p.i.d.  are  more  difficult  to  tell 
apart.  In  general,  inflammatory  disease 
has  a smoothness  of  the  involved  areas 
and  is  perhaps  less  painful  in  addition  to 
providing  a history  of  recent  lower  genital 
tract  infection. 

3.  Carcinoma  of  the  ovary  with  cul-de-sac 
involvement.  Here  there  is  little  of  the 
tenderness  and  frank  pain  on  palpation 
and  rarely  the  history  of  pain,  so  common 
in  endometriosis.  Ovarian  endometriosis 
without  neighboring  pathology,  causing 
asymptomatic  cystic  formation,  cannot  be 
diagnosed  accurately  by  pelvic  examination 
alone.  The  presence  of  such  a mass  makes 
laparotomy  mandatory. 

Medical  Treatment 

Paradoxical  as  it  may  seem,  all  patients 
with  endometriosis  do  not  require  treatment. 
The  purpose  of  treatment  is  to  relieve  dis- 
comfort and  to  preserve  fertility.  Since  pain 
is  the  most  common  symptom  of  endome- 
triosis, we  are  fortunate  to  have  a variety  of 
pain-relieving  drugs  to  prescribe. 

Mild  and  moderately  severe  cases  of  en- 
dometriosis can  be  treated  physiologically  by 
inhibiting  ovulation.  The  sharp  drop  in  pro- 
gesterone secretion  at  the  end  of  the  ovulatory 
cycle  favors  the  spread  and  growth  of  en- 
dometriosis; inhibiting  ovulation,  thereby  pre- 
venting progesterone  withdrawal,  favors  re- 
gression of  the  disease.  Ovulation  can  be  pre- 
vented by  pregnancy  or,  when  this  is  im- 
possible or  undesirable,  by  using  any  of  the 
estrogen-progestogen  combinations  commonly 
used  as  oral  contraceptives. 

Treating  Severe  Endometriosis 

Severe  endometriosis  requires  a stronger 
regimen  to  prevent  ovulation.  Stilbestrol  has 
proved  to  be  the  least  expensive  and  the  most 
efficacious  preparation  despite  the  glamor  at- 
tached to  newer  preparations.  In  severe  cases, 
when  pregnancy  is  not  feasible,  amenorrhea 
lasting  ten  months  is  a workable  substitute. 
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During  this  long  period  of  amenorrhea,  en- 
dometrial implants  fade  away  in  a process  of 
decidual  necrosis. 

In  order  to  minimize  the  gastrointestinal 
disturbance  associated  with  the  use  of  stil- 
bestrol, I recommend  the  enteric  coated  tab- 
lets, taken  at  bedtime  in  the  following  doses: 

0.5  mg.  daily  for  5 days 

1 .0  mg.  daily  for  the  next  5 days 

2.0  mg.  daily  for  the  next  5 days 

4.0  mg.  daily  for  the  next  5 days 

10.0  mg.  daily  for  the  next  10  days 

25.0  mg.  daily  for  the  next  21  days 

The  dose  is  increased  to  50  mg.  a day  and 
maintained  for  one  month.  When  or  if 
breakthrough  bleeding  occurs  another  25  mg. 
of  stilbestrol  is  added  to  the  daily  dosage.  Even 
though  bleeding  does  not  occur,  an  increase 
of  25  mg.  each  month  should  be  added  to  the 
total  stilbestrol  dose  schedule.  Stilbestrol  doses 
of  250  mg.  to  500  mg.  are  not  only  easily 
tolerated  but  they  are  enjoyed  by  the  patient. 
Comfort  and  freedom  from  pain  are  so 
greatly  appreciated  that  patients  have  no  ob- 
jection to  taking  a handful  of  pills  once  a 
day.  Sometimes  a copious,  clear  mucoid  dis- 
charge becomes  a problem  during  treatment, 
but  this  can  be  counteracted  with  acetic  acid 
douches. 

In  severe  cases  of  endometriosis,  12  to  16 
weeks  of  induced  amenorrhea  may  pass  before 
the  last  palpable  remnants  of  endometriosis 
disappear.  However,  the  program  should  be 
continued  the  full  ten  months,  then  stopped 
abruptly.  There  will  be  slight  withdrawal 
bleeding  two  to  three  weeks  after  discontin- 
uance of  the  drug  and  four  weeks  later  a 
normal  menstrual  period. 

Endometriosis  is  unpredictable.  The  period 
of  regression  following  a prolonged  period  of 
amenorrhea  varies  with  each  patient.  Fortu- 
nately, if  it  becomes  active  again,  a second 
course  of  stilbestrol  may  be  employed  without 
harmful  effects.  I have  used  this  regimen 
three  times  in  one  woman;  following  the  last 
course  of  treatment  neither  symptoms  nor 
palpable  evidence  of  endometriosis  has  re- 
turned. 
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administration 


children  with  diarrhea  prompt  symptomatic  control  is  usually 
gently  indicated  to  relieve  cramping  and  to  prevent  dehydration. 
Lomotil  halts  precipitous  progress  through  the  intestines  and 
ntrols  diarrhea  with  notable  promptness,  safety  and  effectiveness. 
Experimental  evidence^  has  shown  that  Lomotil  is  more  efficient 
this  regard  than  morphine  without  the  latter’s  manifest  disad- 
ntages.  In  roentgenographic  study-  Lomotil  slowed  gastrointesti- 
1 propulsion  within  two  hours. 

At  the  same  time,  by  diminishing  overstimulation  of  the  intestines, 
imotil  relieves  the  abdominal  cramps  and  discomfort  so  distress- 
; to  youngsters. 

Lomotil  gets  children  off  toast  and  tea  and  back  to  normal  diets 
d normal  activity  with  gratifying  celerity. 


ith 


LOMOTIL 


liquid/ tablets 


Each  tablet  and  each  5 cc.  of  liquid  contains: 


diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  may  be  habit  forming) 
atropine  sulfate 0.025  mg. 


;age:  For  full  therapeutic  effect— Rx  full 
af>eutic  dosage.  The  recommended  ini- 
dai/y  dosages,  given  in  divided  doses, 
il  diarrhea  is  controlled,  are: 

Idren: 

to  6 months— 3 mg. 

{Vz  tsp*  t.i.d.) 

0 12  months— 4 mg. 

(Vi  tsp.  q.i.d.) 

1 to  2 years— 5 mg. 

(Vz  tsp.  5 times  daily) 

2 to  5 years— 6 mg. 

(1  tsp.  t.i.d.) 

5 to  8 years— 8 mg. 

(1  tsp.  q.i.d.) 
to  12  years— 10  mg. 

(1  tsp.  5 times  daily) 
Us:  20  mg.  (2  tsp.  5 times  daily  or  2 
ets  4 times  daily) 
sed  on  4 cc.  per  teaspoonful. 
intenance  dosage  may  be  as  low  as  one 
th  the  therapeutic  dose, 
cautions:  Lomotil,  brand  of  diphenoxy- 
hydrochloride  with  atropine  sulfate, 

1 exempt  narcotic  preparation  of  very 
addictive  potential.  Recommended 


dosages  should  not  be  exceeded.  Lomotil 
should  be  used  with  caution  in  patients 
with  impaired  liver  function  and  in  pa- 
tients taking  addicting  drugs  or  barbitu- 
rates. The  subtherapeutic  amount  of 
atropine  is  added  to  discourage  deliberate 
overdosage. 

Side  Effects:  Side  effects  are  relatively  un- 
common but  among  those  reported  are 
gastrointestinal  irritation,  sedation,  dizzi- 
ness, cutaneous  manifestations,  restlessness 
and  insomnia. 

1.  Janssen,  P.  A.  J.,  and  Jageneau,  A.  H.:  A 
New  Series  of  Potent  Analgesics:  Dextro 
2:2-Diphenyl-3-Methyl-4-Morpholinobutyryl- 
pyrrolidine  and  Related  Amides.  Part  1: 
Chemical  Structure  and  Pharmacological 
Activity,  J.  Pharm.  Pharmacol.  9:381-400 
(June)  1957. 

2.  Demeulenaere,  L.;  Action  du  R 1132  sur 
le  transit  gastro-intestinal,  Acta  Gastroent. 
Belg.  27:674-680  (Sept.-Oct.)  1958. 
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Prevention  of  Serious  Injuries: 
Mouthguards  for  Athletes! 

Theodore  E.  Logan,  D.M.D.* * 

Louisville,  Ky. 


A review  is  presented  of  the  types  of 
mouthguards  which  have  been  fabricated 
for  participants  in  contact  sports,  with 
suggestions  for  other  uses.  Their  im- 
portance in  the  role  of  protection  against 
minor  and  serious  infuries  to  the  teeth 
and  supporting  structures  is  emphasized. 

Contact  sports  have  been  a source 
of  enjoyment  to  both  participant  and 
spectator  for  centuries.  As  new  games 
and  contests  have  been  initiated,  new  types 
of  protective  equipment  have  been  developed 
to  minimize  the  injuries  which  might  be  in- 
curred. 

At  present  when  one  thinks  of  contact 
sports,  probably  the  one  which  first  comes  to 
mind  is  football.  In  the  last  decade,  football 
may  have  become  our  national  pastime.  It  is 
now  played,  watched  and  enjoyed  by  millions 
of  people  every  year.  Since  the  advent  of  this 
sport,  much  work  has  been  done  by  coaches, 
trainers,  the  medical  profession,  and  research- 
ers to  develop  protective  equipment.  The 
wearing  apparel  of  the  modern  day  gladiator 
is  a far  cry  from  what  his  grandfather  or  even 
his  father  wore  onto  the  gridiron.  The  intro- 
duction of  plastics  has  done  much  to  change 
the  gear.  For  example,  the  present  helmet  and 
shoulder  pads  provide  much  more  protection 
and  comfort  than  those  of  an  earlier  vintage. 

The  healthy,  well  conditioned,  superbly 
trained  body  is  probably  the  best  insurance 
against  injury.  This  is  provided  by  many  hours 
of  weight  lifting,  isometrics,  calisthenics,  train- 
ing tables,  wind  sprints,  early  curfews,  spring 
training,  proper  diet  and  fall  practice.  With 
everything  directed  toward  developing  this 
“hunk”  of  muscle  physically  and  preparing  it 

^Presented  at  the  Second  General  Scientific  Session  of 
the  Kentucky  Medical  Association  Annual  Meeting 
in  Louisville,  Kentucky,  September  21-23,  1965. 

*Professor  and  chairman,  department  of  prosthodon- 
tics.  University  of  Louisville  School  of  Dentistry. 


psychologically  to  annihilate  another  on  Sat- 
urday afternoons,  is  it  any  wonder  that  the 
masticatory  apparatus  received  little  attention 
until  recently? 

Scope  of  Problem 

Historically,  we  do  not  know  to  whom 
credit  should  be  given  for  having  perfected 
the  first  mouthguard.  However,  within  the 
past  ten  years  much  has  been  done  to  perfect 
a type  which  would  offer  suitable  protection 
to  the  teeth  and  supporting  structures  and  still 
enable  the  wearer  to  enjoy  proper  breathing 
without  fear  of  aspiration,  and  some  degree 
of  understandable  enunciation.  Myriad  types 
have  been  introduced,  experimentally  tried, 
and  discarded  for  one  reason  or  another.  Many 
“commercial”  types  (not  custom  made)  are 
entirely  too  bulky  and  do  not  offer  the  de- 
sired protection. 

“A  survey  made  by  the  Security  Life 
and  Accident  Company  shows  that  in- 
juries occur  to  one  out  of  five  participants 
in  sports.  Of  these  injuries,  86.3  per  cent 
occur  in  football.  Thirty-seven  per  cent 
of  football  injuries  are  incurred  by  first 
year  players,  32.5  per  cent  by  second  year 
players,  22.3  per  cent  by  third  year  play- 
ers, and  only  8.2  per  cent  by  the  more 
experienced  fourth  year  players. 

“In  the  1954-1955  ‘Handbook  of  the 
National  Federation  of  High  School  Ath- 
letic Associations’  football  injuries  are  list- 
ed as  follows:  face  and  dental,  53.9  per 
cent;  knee,  19.6  per  cent;  shoulder,  13.7 
per  cent;  head,  9.7  per  cent;  and  pelvic 
3.7  per  cent. 

“Schools  spend  on  an  average  $90  to 
$120  annually  to  outfit  each  football 
player  with  protective  clothing,  which  af- 
fords him  protection  only  for  those  regions 
in  which  48  per  cent  of  the  injuries  occur. 

A comfortable,  well-fitting  mouthpiece 
costs  less  than  a pair  of  football  shoes. 
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In  a report  of  survey  of  coaches  by  the  Mis- 
souri Dental  Association  it  was  revealed  that 
only  19  per  cent  of  the  boys  wore  protectors 
fitted  by  dentists.  Most  of  the  dental  partici- 
pation consisted  of  making  impressions  for 
the  fabrication  of  custom  made  guards.  How- 
ever some  dentists  helped  in  the  fitting  of 
stock  protectors.  Fourteen  per  cent  of  the 
coaches  were  unfavorable  to  protectors,  for 
varying  reasons.-  One  comment  which  was  re- 
ceived was  that  it  made  the  players  soft  and 
they  didn’t  hit  as  hard.  It  also  cushions  the 
shock  to  the  occlusal  surfaces  of  the  teeth 
and  they  don’t  hit  as  hard. 

In  speaking  of  injuries,  we  do  not  neces- 
sarily have  reference  to  only  mechanical  in- 
jury to  the  teeth  and  other  oral  tissues.  Ac- 
cording to  a recent  study  at  the  University  of 
Kentucky  Medical  Center,  mouthguards  also 
reduce  pressure  waves  to  the  brain  and  bone 
deformation,  thereby  reducing  greatly  the 
number  of  concussions. 

The  following  is  from  a study  at  Notre 
Dame,  the  School  that  Life  Magazine  made 
famous  by  its  picture  of  the  toothless  wonders: 
“The  success  of  this  mouthguard 
(custom-made  modified  vinyl  elastomer 
guard)  in  reducing  injuries  led  to  its  use 
by  the  Notre  Dame  team  during  the  en- 
tire 1963  football  season.  Following  is  a 
summary  of  the  teeth,  head  and  neck  in- 
juries reported: 

“/n/wry  to  the  dentition — All  four 
minor  teeth  injuries  that  occurred  during 
the  1963  season  involved  boys  who  were 
not  wearing  mouthguards. 

"'Head  Injury — There  were  ten  con- 
cussions, and  in  only  one  instance  was 
the  player  wearing  a mouthguard.  He 
was  Bob  Lehmann,  captain  of  the  1963 
team  and  an  enthusiastic  advocate  of 
mouthguards,  with  a history  of  many 
previous  concussions. 

"Neck  Injury — Neck  injuries  had  in- 
creased since  the  use  of  the  face  bar  had 
become  mandatory.  During  the  1962 
season  at  Notre  Dame,  six  or  seven 
players  had  chronic  neck  problems,  and 
four  of  them  wore  cervical  collars.  Cer- 
vical traction  was  routine  therapy  for 
these  players.  Not  a single  player  who 
faithfully  wore  his  mouthguard  during 
the  1963  season  found  it  necessary  to 
wear  a cervical  collar.”'^ 


FIGURE  I.  stock. 

Dentistry  has  become  especially  interested 
in  mouth  protectors  as  a result  of  the  January 
1962  ruling  of  the  National  Alliance  Football 
Rules  Committee:  “Each  player  shall  wear 
an  intra-oral  mouth  and  tooth  protector  which 
includes  both  an  occlusal  and  labial  portion.  It 
is  recommended  that  the  protector  be:  (I) 
constructed  and  fitted  to  the  individual  by 
impressing  his  teeth  into  the  mouth  and  tooth 
protector  itself;  or  (2)  constructed  from  a 
model  made  from  an  impression  of  the  in- 
dividuals teeth.” 

Types  of  Protectors 

The  mouth  protectors  may  be  classified  as 
follows:  (1)  Stock  variety  (those  not  custom 
made),  (2)  mouth  formed  protectors  (manu- 
factured kit  with  tough  shell  and  resilient  lin- 
er) and  (3)  custom  made  protectors  fabricated 
by  dentists  (See  Figures  1,  2 & 3).  Accord- 
ing to  several  polls  which  have  been  taken 
the  custom  made  protector  is  superior  in  many 
respects  such  as  retention,  comfort,  ease  of 
speech  and  breathing,  tear  resistance,  and 
protection  for  teeth,  gums,  and  lips.  Of  the 
many  types  of  custom  made  protectors,  those 
constructed  of  resilient  acrylic  resin  and  sili- 
cone vinyl  seem  superior  in  the  above  men- 
tioned respects. 

The  method  of  construction  for  the  vinyl 
type  custom  made  protector  may  be  outlined 
as  follows: 
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PIGURE  2,  Mouth-formed. 


(1)  Examine  the  mouth  carefully  and  do 
dental  prophylaxis  as  necessary,  to 
prepare  the  mouth  for  impression 
procedure. 

(2)  Make  impression  of  maxillary  or 
mandibular  arch  depending  upon 
which  the  mouth  protector  is  to  be 
worn  (generally  the  maxillary  arch). 

(3)  Pour  cast,  separate  and  outline  with 
pencil  the  areas  which  the  mouth 
guard  is  to  cover. 

(4)  Heat  vinyl  in  boiling  water  until 
softened.  Remove  from  water  and 
center  over  cast. 

(5)  Place  the  top  portion  (plastic  ring 
with  rubber  dam)  over  the  softened 
vinyl  and  cast,  making  air  tight  con- 
tact with  the  base  of  the  suction  ap- 
paratus. 

(6)  Pull  vacuum  to  adapt  softened  vinyl 
to  cast  and  when  adapted  chill  in 
cold  water. 

(7)  Release  vacuum  and  remove  mouth 
protector  from  cast. 

(8)  Trim  with  scissors  to  the  previously 
determined  penciled  outline. 

(9)  Try  in  mouth.  Remove  and  polish 
trimmed  peripheries  with  open  flame. 

(10)  Instruct  athlete  in  care  and  use  of 
protector. 


It  is  dentistry’s  responsibility  to  develop 
better  mouthguards  with  due  consideration  of 
all  the  traumatic  forces  which  can  be  trans- 
mitted through  the  teeth  and  condyles.  It  is 
the  coaches’  responsibility  to  see  that  the  best 
type  protection  is  provided.  It  is  the  player’s  re- 
sponsibility to  wear  the  mouth  protector  and 
care  for  it,  and  enforcement  of  this  rule  is  up 
to  the  game  officials.  All  types  of  mouthguards 
offer  some  degree  of  protection,  however,  the 
custom  made  type  is  superior  in  all  respects. 
Regardless  of  the  type  protector  which  is  to  be 
used,  dentists  should  fit  them.  The  coach,  the 
player  or  team  manager  cannot  and  should  not 
be  expected  to  assume  this  responsibility. 

The  future  for  mouth  protectors  looks  bright 
and  seems  to  hold  much  promise.  Already 
many  uses  have  been  discovered  in  addition 
to  their  role  as  protection  against  injury.  Re- 
search has  proven  their  worth  in  caries  con- 
trol used  in  conjunction  with  a fluoride  gel 
plus  antibiotics  placed  inside  the  mouthguard 
and  worn  for  only  a few  minutes  each  day. 
Mouth  protectors  are  advantageous  for  use  in 
general  anesthesia  procedures  such  as  oro- 
tracheal and  nasotracheal  intubation.  They 
will  prevent  trauma  to  the  maxillary  anterior 
teeth  and  are  especially  indicated  when  pros- 
thesis and  restorations  such  as  fixed  bridges 
and  porcelain  jacket  crowns  are  present  on 
the  upper  anterior  teeth. 

(Continued  on  Page  262) 


FIGURE  3.  Custom-made. 
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Appendectomies:  A Five-Year 
Epidemiologic  Review! 

Gerald  L.  Points,  II,  M.D.,*  Hubert  C.  Jones,  M.D.** 
AND  Michael  J.  McNamara,  M.D.*** 

Lexington  and  Berea,  Ky. 


An  epidemiologic  study  of  400  appen- 
dectomies done  at  a rural  hospital  is  pre- 
sented. The  findings  are  compared  with 
the  results  of  other  studies  and  the  simi- 
larities and  variations  are  discussed. 

IN  RECENT  YEARS  a number  of  studies 
from  the  United  States  and  elsewhere  have 
documented  the  declining  rate  of  appen- 
dectomies. These  reports  have  described  a 
real  decrease  in  both  the  incidence  of  and 
mortality  from  acute  appendicitis,  not  only 
nationally  but  also  in  various  geographic  sec- 
tors.^’’' 

The  purpose  of  this  communication  is  to 
describe  the  experience  in  a small  rural  hos- 
pital with  respect  to  this  disease  and  compare 
this  with  previous  studies. 

Method 

The  method  employed  in  this  study  was  to 
review  pathology  reports,  surgical  reports 
and  the  medical  record  file  at  Berea  College 
Hospital  covering  a five  year  period  from 
July  1,  1959,  to  June  30,  1964.  The  total 
number  of  major  surgical  procedures,  primary 
and  incidental  appendectomies,  and  the  pa- 
thologist’s diagnosis  on  the  appendiceal  tissue 
removed  was  recorded  for  each  person. 


\From  Berea  College  Hospital  and  the  department 
of  community  medicine  at  the  University  of  Ken- 
tucky College  of  Medicine.  This  study  was  done  in 
partial  fulfillment  of  the  Senior  Student  Clerkship 
in  Community  Medicine  (Doctor  Points)  supported 
by  the  Commonwealth  Fund  of  New  York. 

* Doctor  Points,  a 1965  graduate  of  the  University 
of  Kentucky  College  of  Medicine,  is  presently  on 
duty  with  the  U.S.  Public  Health  Service  at  Balti- 
more, Md. 

** Doctor  Jones,  a general  surgeon,  is  chief  of  sur- 
gery at  Berea  College  Hospital. 

*** Assistant  professor,  department  of  community 
medicine,  University  of  Kentucky  College  of  Medi- 
cine, Lexington,  Ky. 
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During  the  period  studied  95%  of  the  ap- 
pendectomies were  done  by  the  same  surgeon 
and  95%  of  the  tissue  diagnoses  were  made 
by  the  same  pathologist. 

The  patients  of  this  hospital  consist  of 
residents  of  Madison  and  surrounding  counties 
and  the  students  of  Berea  College.  The  col- 
lege is  coeducational,  with  an  enrollment  of 
about  1 800.  The  number  of  males  and  females 
is  approximately  equal.  Most  of  the  students 
come  from  the  southern  Appalachian  region 
of  the  U.S. 

Results 

During  the  period  reviewed  400  appendec- 
tomies had  been  done  at  the  College  Hospital. 
Two  hundred  and  seventeen  of  these  opera- 
tions were  primary  procediHes  and  183  were 
incidental  appendectomies  at  the  time  of  other 
procedures,  e.g.  tubal  ligations,  hysterectomies, 
etc. 

Primary  appendectomies  made  up  17.7%  of 
all  major  surgical  procedures.  The  number  of 
major  surgical  procedures  did  not  vary  sig- 
nificantly from  year  to  year.  Although  the 
percentages  of  appendectomies  varied  some- 
what, there  was  no  definite  trend.  (Table  I). 
There  were  no  deaths. 

TABLE  I 

PROPORTION  OF  MAJOR  OPERATION  DUE  TO 
PRIMARY  APPENDECTOMIES 

YEAR  1959  1960  1961  1962  1 963  1 964  TOTAL 

(7-1  fo  (1-1  fo 

12-31)  6-30) 


No.  of  Major  Operations  145  207  260  245  237  131  1225 

No.  of  Appendectomies  27  42  41  50  31  26  217 

Percent  18,6  20.3  15.8  20.4  13.1  19.8  17.7 

Most  of  the  appendectomies  for  acute  ap- 
pendicitis were  in  the  16  to  20  age  group. 
The  average  age  of  patients  who  had  primary 
appendectomies  was  23.3  years.  (Figure  1 ) 
The  age  with  the  highest  incidence  of  acute 
appendicitis,  14  cases,  was  age  14.  Ap- 
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AGE  DISTRIBUTION  OF  ACUTE  APPENDICITIS 


pendectomies  for  acute  appendicitis  are  rela- 
tively uncommon  below  the  age  of  6 and 
after  the  age  of  25.  The  rates  for  males  are 
consistently  higher  for  each  year  except  1961, 
when  the  number  of  appendectomies  done 
was  about  equal  for  each  sex.  (Table  II). 


TABLE  II 

TOTAL  NUMBER  OF  APPENDECTOMIES  AND 
PATHOLOGICAL  FINDINGS  BY  SEX  AND  YEAR 


Year 

Male/Female 

Ratio 

With 

Path. 

Male 

With 

Path. 

Female 

Without 

Path. 

Male 

Without 

Path. 

Female 

Total 

1959 

(7-1  to 
12-31) 

1 .7 

16 

9 

1 

1 

27 

1960 

1 .7 

24 

14 

0 

4 

42 

1961 

0.9 

17 

19 

0 

5 

41 

1962 

3.0 

33 

11 

0 

6 

50 

1963 

1 .8 

16 

9 

4 

2 

31 

1964 

(1-1  to 
6-301 

1.3 

13 

10 

1 

2 

26 

TOTAL 

1 .7 

119 

72 

6 

20 

217 

Of  the  217  operations  for  acute  appendicitis, 
26  appendices  were  reported  normal  by  the 
pathologist  or  12%  of  the  appendices  removed 
over  a five  year  period.  There  were  20  normal 
appendices  in  92  operations  on  females,  giving 
a diagnostic  error  of  21.8%.  In  125  operations 
on  male  patients,  only  6 appendices  were  re- 
ported normal,  for  an  error  of  only  4.8%  (Ta- 
ble II).  This  difference  between  the  results 
obtained  in  male  and  female  patients  is  sta- 
tistically significant  when  the  Chi  square  test 
is  applied  (Table  III). 

Incidental  Appendectomies 

Figure  2 shows  the  age  distribution  of  ap- 
pendectomies incidental  to  other  major  surgi- 
cal procedures.  The  age  group  with  the  highest 
incidence,  34-38,  is  greater  than  that  for  acute 
appendicitis.  Only  six  of  these  operations  were 


AGE  DISTRIBUTION  OF  INCIDENTAL  APPENDECTOMIES 


AGE  GROUP 


on  male  patients.  Of  these  183  incidental  and 
thus  presumably  “normal”  appendices,  44 
showed  pathological  changes  varying  from 
healed  appendicitis  to  fibrosis.  In  addition,  six 
others  harbored  pinworms  in  the  appendiceal 
lumen,  apparently  without  symptoms.  Two  of 
the  appendices  with  pathological  changes  also 
harbored  pinworms.  Therefore,  24%  of  ap- 
pendices removed  prophylactically  showed 
evidence  of  pathology.  (Table  IV). 


Discussion 

This  study,  covering  a five  year  span,  did 
not  reveal  any  decreasing  trend  in  acute 
appendicitis.  This  finding  is  at  variance  with 
many  studies  over  longer  periods  that  have 
unquestionably  demonstrated  the  decreasing  in- 
cidence of  this  disease  both  nationally  and 
locally.'-^ 

The  fact  that  no  decrease  was  observed  may 
indeed  be  related  to  the  short  study  period 
and  longer  observations  may  show  a down- 
ward trend.  Nevertheless,  Behrend’  in  a four 
year  study  was  able  to  demonstrate  a near 
50%  drop  in  the  incidence  of  appendicitis  from 
1955,  when  this  condition  accounted  for  8%  of 
surgical  admissions,  to  1959,  when  a little 

TABLE  III 

PATHOLOGIC  DIAGNOSIS  OF  THE  APPENDIX  FOLLOWING 
OPERATION  FOR  ACUTE  APPENDICITIS  IN 


MALE 

AND  FEMALE 

Appendices 

Appendices 

Acute 

Sex 

with 

With  No 

Total 

Pathology 

Pathology 

Appendectomies 

Male 

119 

6 

125 

Female 

72 

20 

92 

TOTAL 

191 

26 

217 

X=  = 14.50 

P < .001 
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TABLE  IV 

NUMBER  OF  INCIDENTAL  APPENDECTOMIES 
WITH  PATHOLOGICAL  CHANGES 


Year 

Number 

of 

Appendec- 

tomies 

Number 

With 

Pathology 

Percent 

Pathological 

Number  with 
Pinworms 
Without 
Pathology 

1959 

(7-1  to 
12-311 

21 

4 

19.0 

1 

1960 

34 

7 

20  6 

1 

1961 

38* 

13 

34.2 

0 

1962 

32 

3 

9 4 

2 

1963 

35 

9 

25.7 

2 

1964 

(1-1  to 
6-301 

23 

8 

34.8 

0 

TOTAL 

183 

44 

24.0 

6 

* 2 appendices  with  pathological  change  harbored  pinworm 

over  4%  of  surgical  admissions  were  due  to 
appendicitis.  Furthermore,  the  percentage  of 
appendectomies  observed  in  this  investigation 
is  unusually  high,  ranging  from  13%  to  20%. 
Most  studies  report  a range  from  2%  to  3%  at 
present.  The  high  rate  of  appendicitis  may  be 
related  to  the  predominately  young  population 
which  this  rural  hospital  serves.  But,  the  con- 
tinued high  rate  is  suspicious.  Whether  this  is 
due  to  the  short  observation  period  or  is  a 
reflection  of  an  uniquely  susceptible  popula- 
tion is  an  intriguing  question.  The  students  at 
Berea  are  representative  of  the  lower  income 
population  of  Southern  Appalachia.  Familial 
and  genetic  determinants  of  appendicitis  have 
not  been  thoroughly  studied.  Such  studies 
might  be  rewarding  in  explaining  a high  in- 
cidence of  appendicitis  in  a particular  popula- 
tion. 

The  difficulty  in  diagnosis  of  pathologic 
changes,  both  acute  and  chronic,  in  the  female 
pelvis  is  well  known.  This  study  illustrates  this 
by  revealing  that  over  20%  of  the  diagnoses  of 
acute  appendicitis  were  in  error  when  dealing 
with  women,  and  only  4.8%  were  wrong  in  the 
men.  These  findings  agree  with  those  of 
Thieme^  who  reports  a 20.6%  error  and  states 
that  the  range  in  error  is  from  4%  to  40%. 
He  does  not  differentiate  the  rate  of  error  in 
male  and  female  patients.  In  a study  of  ap- 
pendicitis in  the  National  Health  Service  Hos- 
pitals in  England,  Lee  points  out  an  excess  of 
appendicitis  in  the  female  aged  14  to  26  and 
believes  this  due  to  diagnostic  error.  Similar 
observations  have  been  made  by  American  in- 
vestigators' who  also  point  out  that,  if  only 
pathologically  proven  appendicitis  is  counted, 
the  male  predominates  in  all  age  groups.  The 
Berea  Hospital  experience  does  not  contradict 
these  findings.  The  male/female  ratio  of  ap- 
pendectomies was  greater  than  one  in  all  years 


with  the  exception  of  1961.  This  minor  varia- 
tion could  be  accounted  for  by  the  small  sam- 
ple. (Table  II) 

With  rare  exception  an  infectious  disease 
may  be  apparent  or  inapparent,  acute  or  chron- 
ic. The  ratio  of  apparent  to  inapparent  in  ap- 
pendicitis is  unknown  but  it  was  surprising  to 
discover  that  almost  24%  of  the  appendices  re- 
moved prophylactically  had  pathological 
changes.  Table  II  shows  that  more  appendec- 
tomies were  done  on  males  than  on  females. 
This  high  ratio  could  be  explained  on  the  basis 
that  the  disease  in  the  female  tends  to  be  milder 
or  inapparent.  But  the  number  of  incidental 
appendectomies  on  male  patients  is  not  suffici- 
ent for  a valid  comparison. 

Some  investigators  offer  the  widespread  use 
of  antibotics  and  better  nutritional  standards 
as  possible  reasons  for  the  decrease  in  appen- 
dicitis, but  the  precise  manner  in  which  such 
influences  might  operate  remains  obscure.  If 
they  are  responsible,  it  may  be  that  the  de- 
crease is  associated  with  a relative  increase  in 
less  virulent  infection,  producing  more  inappar- 
ent disease. 

A continued  surveillance  of  appendicitis  in 
this  rural  community  might  eventually  demon- 
strate a downward  trend.  Also,  as  one  investi- 
gator observed,-^  a downward  trend  may  be 
associated  with  a shift  in  age  to  include  more 
of  the  older  population.  The  results  of  similar 
studies  in  other  rural  Kentucky  hospitals  might 
be  valuable  in  interpreting  the  long  range  trend 
of  this  disease. 

Summary 

The  pertinent  findings  in  this  descriptive  epi- 
demiologic study  were: 

( 1 ) An  absence  of  a downward  trend  in  the 
number  of  appendectomies  despite  an  observed 
decrease  nationally. 

(2)  Over  a 20%  error  in  the  diagnosis  of 
acute  appendicitis  in  the  female  as  compared 
to  4.8%  in  the  male. 

(3)  Forty-four  or  24%  of  “normal”  appen- 
dices removed  prophylactically  showed  patho- 
logical change. 

The  implications  of  these  findings  were  dis- 
cussed. 
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Olfactory  Hallucinations— Clinical  Evaluation 

Nina  Kateryniuk,  M.D.f 


Introduction 

Although  vague  olfactory  hallucinations 
such  as  smelling  “gas”  or  “bad  odors”  or  “elec- 
tricity” are  not  uncommon  among  schizo- 
phrenic patients,  the  case  reported  below  presented  a 
rather  complex,  rare,  and  isolated  hallucinatory  ex- 
perience in  that  it  was  limited  to  olfactory  and,  to  a 
lesser  degree,  gustatory  senses. 

Case  Report 

A 46  year-old  white,  married  male,  father  of  four 
children,  was  admitted  to  the  psychiatry  ward  at 
Louisville  General  Hospital  on  a voluntary  basis. 
He  had  been  unemployed  for  three  weeks  prior  to 
admission.  His  last  occupation  was  that  of  a janitor. 

Chief  Complaint:  “I  need  help  for  my  nerves.  I 
have  smells  that  I can’t  understand.” 

Present  Illness:  The  patient  dates  the  onset  of  the 
presenting  symptoms  back  to  approximately  1956 
when  he  rather  suddenly  began  experiencing  non- 
specific odors  which  he  could  best  describe  only 
as  “the  air  around  me  smelled  funny — not  like  any 
particular  smell  I ever  smelled  before.”  This  con- 
tinued several  months,  the  patient  initially  feeling 
somewhat  disturbed  but  not  overly  concerned.  How- 
ever, after  about  five  months  he  noted  that  the 
odors  occurred  only  when  he  was  around  women. 
He  could  now  describe  the  odor  best  as  “the  odor 
that  comes  after  a woman.”  The  odors  were  not 
very  disturbing  and  when  he  “picked  them  up”  he 
began  to  feel  “trembly  inside”  and  would  “occa- 
sionaly  get  an  erection  and  discharge.”  He  could  get 
some  relief  from  the  odor  by  “blowing  it  away”, 
but  this  soon  began  to  fail  and  there  was  nothing 
he  could  do  for  help.  Accompanying  some  of  these 
symptoms  was  a dull,  aching  pain  in  the  right  lower 
portion  of  his  abdomen.  This  he  described  as  pain 
from  “sperm  backing  up  in  my  tubes.”  On  occasions 
he  relates  this  being  almost  unbearable,  but  denies 
he  was  ever  able  to  find  any  relief  from  the  pain. 
The  symptoms  persisted  and  remained  essentially 
unchanged  since  they  began.  The  frequency,  dura- 
tion and  severity  of  symptoms  varies  considerably 
but  usually  he  can  count  on  “picking  up  the  scent” 
two  or  three  times  per  day  if  he  has  much  contact 
with  women.  Usually  he  has  to  be  in  the  same 
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room  with  the  women  and  on  every  occasion  there 
has  been  more  than  one  woman  present.  He  is  unable 
to  determine  which  woman  is  “putting  out  the  odor.” 
The  patient  states  that  women  have  told  him  they 
can  “feel  him  across  the  room  and  he  gets  them 
all  shook  up.”  He  definitely  feels  he  has  some 
mysterious  feature  which  attracts  women  to  him 
and  makes  them  “desire”  him. 

He  has  also  experienced  odors  from  men  in  the 
last  three  or  four  years,  although  they  are  not  as 
frequent  and  do  not  affect  him  so  severely.  This 
odor  is  described  as  the  odor  a man  has  after 
intercourse.  Again  these  are  usually  apparent  only 
when  more  than  one  man  is  present  in  a room 
and  the  patient  is  unable  to  tell  where  the  scent 
is  coming  from.  He  is  able  to  control  these  some- 
what satisfactorily  by  “blowing  the  scent  away” 
when  he  feels  it  is  coming  on.  However,  if  he  is 
not  able  to  blow  this  away  he  experiences  a “terri- 
ble taste”  which  he  can  get  rid  of  by  washing  his 
mouth  out  with  water.  One  particularly  unpleasant 
experience  he  relates  occurred  while  he  was  per- 
forming his  duties  as  a janitor  and  one  of  his 
bosses  was  sitting  nearby.  He  “picked  up  the  odor” 
and  then  began  to  feel  “like  I had  a penis  in  my 
mouth  and  was  choking  to  death.” 

He  feels  it  is  necessary  for  a man  to  have  an 
erection  before  he  can  “pick  up  the  scent”  from 
him.  He  has  been  asked  on  several  occasions  if  he 
is  trying  to  get  “rich”  by  different  men.  This  he 
interprets  as  a desire  on  their  part  for  homosexual 
activities  with  him,  “getting  rich”  on  his  service 
fees. 

His  problems  became  so  overwhelming  four  years 
ago  that  he  went  to  Florida,  quitting  his  job  in 
his  hometown  and  becoming  a janitor  there.  He 
found  no  relief  since  there  were  so  many  widows 
who  desired  him. 

Three  weeks  prior  to  admission  he  came  to  Louis- 
ville hoping  to  find  some  help.  However,  he  has 
gotten  “all  shook  up”  and  made  three  trips  back 
to  Florida.  Each  time  he  was  trying  to  “get  away 
from  those  smells.”  Needless  to  say,  this  didn’t  help 
since  he  could  even  “pick  up  the  scent”  as  he 
drove  through  a town. 

Family  History:  His  mother  died  at  40  years  of 
age  of  a brain  hemorrhage.  She  was  described  as 
very  nervous  and  sick  all  her  life.  His  father,  a 
farmer,  is  72  years  old,  living  and  well.  His  step- 
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mother  is  55  years  old,  living  and  well.  Patient 
has  three  siblings  and  one  half-sibling,  all  of  whom 
are  in  good  health. 

There  is  no  known  history  of  any  serious  in- 
fectious disease,  venereal  disease,  cancer,  metabolic 
disorders  or  mental  disea.ses  in  the  patient’s  immedi- 
ate family. 

Family  life  at  home  with  his  parents  is  described 
as  pleasant  with  little  friction.  The  family  is  re- 
garded as  rather  close.  The  patient  felt  no  particularly 
strong  attraction  toward  either  parent,  feeling,  how- 
ever, somewhat  sorry  for  his  mother  since  her  health 
was  bad.  She  died  when  he  was  19.  The  children 
often  had  to  do  much  of  the  work  normally  done 
by  a farm  mother. 

Previous  History:  As  an  infant,  the  patient  was 
obese  and  did  not  walk  until  he  was  18  to  24 
months  old.  He  had  most  of  the  usual  childhood 
diseases,  except  for  measles  which  he  had  without 
sequelae  in  the  service  in  1942.  In  1946  he  was 
diagnosed  as  having  “ulcer  in  lower  portion  of 
stomach”  and  was  treated  with  and  still  uses  Maalox. 
In  1962,  he  spent  30  days  in  a V.A  hospital  for 
stomach  discomfort  and  nervousness.  At  this  time 
no  mention  was  made  of  odors. 

The  patient  spent  22  months  in  active  combat 
during  World  War  II  beginning  at  Normandy  Beach 
and  moving  to  the  Elbe  River.  He  suffered  “shell 
shock”  two  times  and  was  taken  off  the  line  one 
time  during  heavy  combat. 

Marital  History:  He  was  first  married  when  28 
years  old  to  an  18  year-old  girl  he  had  known  for 
12-14  years.  Marriage  produced  one  son  now  17 
years  old  and  living  with  an  aunt.  The  patient 
denies  premarital  relations  with  wife  and  felt  there 
was  strong  love  between  them,  with  complete  family 
agreement  and  no  religious  conflicts.  Initially  they 
were  very  happy,  but  after  one  year  his  wife  was 
unfaithful  to  him.  He  relates  she  had  acquired  a 
“bad  name”  before  he  married  her,  but  he  was 
unaware  of  this.  He  divorced  her  after  two  years 
of  marriage,  receiving  custody  of  their  child.  For 
18  years  following  the  divorce  he  had  numerous 
encounters  with  prostitutes.  In  1956  after  a one- 
year  courtship  he  married  his  present  wife,  whom  he 
had  met  through  family  friends.  He  denies  any  pre- 
marital sexual  relations.  His  present  wife  (32  years 
old)  was  a divorcee  with  one  child.  They  have  four 
children  of  their  own.  At  present  he  is  very  happy 
but  describes  his  wife  as  “cold  natured.” 

The  patient  experienced  the  onset  of  puberty  at 
12-13  years  of  age.  His  knowledge  of  sex  was 
acquired  through  his  peer  group.  His  first  heterosexual 
experience  was  at  19  years  of  age  with  a prostitute. 
He  occasionally  indulged  in  masturbation.  He  denies 
any  homosexual  experiences. 

Education:  The  patient  started  school  at  age  six. 
He  failed  the  fourth  grade  because  of  illness.  He 
skipped  the  fifth  grade  and  quit  after  the  ninth 
grade.  The  patient  said  he  liked  school  and  got 
along  well  with  his  teachers  but  was  somewhat  shy 
and  retiring.  He  describes  himself  as  an  average 
student,  but  better  than  average  in  arithmetic.  He 
could  not  list  any  particular  ambition;  he  only  knew 
he  didn’t  want  to  farm. 


He  tried  to  get  some  further  education  through 
a correspondence  course,  but  gave  up  when  the 
material  became  too  complicated  for  him. 

Religion:  The  patient’s  parents  were  religious  and 
attended  church  regularly.  He  regards  himself  in 
need  of  more  religion  and  wants  to  get  back  in 
church  activities.  Religion  has  never  presented  any 
real  conflicts  in  his  life. 

Vocation:  Patient  has  had  numerous  jobs  through- 
out life.  The  best  job  he  had  was  as  a sprayer  and 
metal  finisher.  However,  he  missed  a lot  of  work 
because  of  “nervousness”  and  “I  can’t  stand  cold 
weather.”  He  feels  that  they  might  have  let  him 
go  because  of  his  chronic  absenteeism  if  he  hadn’t 
quit.  He  was  never  dismissed  from  any  job.  Each 
time  he  left  place  of  employment  was  because  of 
low  pay  or  he  was  laid  off. 

Recreation:  He  formerly  liked  to  hunt  and  fish. 
He  now  has  little  interest  in  either. 

Living  Conditions:  Recently  he  was  making  $1.25 
per  hour  as  a janitor.  His  wife  works  part-time. 
He  describes  finances  as  close,  but  there  is  no  real 
difficulty. 

Review  of  Systems:  The  patient  sleeps  poorly 
and  has  a poor  appetite.  He  is  5’9”  tall  and  weighs 
107  pounds.  He  lost  ten  pounds  in  the  last  year. 
He  smokes  one  pack  of  cigarettes  per  day.  He 
denies  the  use  of  alcoholic  beverages. 

Physical  Examination:  The  patient  is  a well  de- 
veloped, undernourished  male.  There  were  no  gross 
abnormal  findings  on  physical  and  neurological  ex- 
mination. 

Laboratory  Data:  Routine  tests  were  not  remark- 
able. Spinal  fluid  examination  showed  no  abnormal 
findings. 

Formal  Mental  Examination:  The  patient  had  a 
cooperative  attitude.  He  was  calm  and  adapted  well 
to  examination,  attempting  to  answer  all  questions 
to  the  best  of  his  ability.  There  were  no  extraneous 
motor  movements. 

His  description  of  symptoms  was  presented  in  a 
coherent,  logical  sequence.  His  sole  concern  was 
with  illness,  this  seeming  at  present  to  control  his 
entire  life.  The  patient  was  productive  with  a good 
flow  of  thoughts  and  very  attentive  to  questioning. 

There  was  little  display  of  affect.  However,  it 
was  noted  that  he  often  smiled  somewhat  inappro- 
priately and  seeming  to  realize  this,  would  make 
an  attempt  to  change  his  expression.  Verbally  he 
seemed  to  show  appropriate  affect  for  his  family, 
people  in  general,  and  his  work. 

There  were  indications  of  a persecutory  trend,  the 
patient  feeling  that  odors  were  sent  out  by  individuals, 
and  therefore  that  other  people  were  responsible  for 
his  illness.  He  felt  people  were  often  talking  about 
him  and  often  believed  people  were  paying  an  ex- 
cessive amount  of  attention  to  him.  He  continued 
to  experience  olfactory  hallucinations  and  elaborated 
on  them  as  above. 

The  patient  was  well  oriented  in  all  spheres.  He 
seemed  to  be  functioning  in  a normal  range  of 
intelligence. 

Course  in  Hospital:  The  patient  appeared  pre- 
occupied and  behaved  in  a withdrawn  manner.  His 
facial  features  often  expressed  tension  and  suffering. 
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He  was  cooperative  and  polite  but  seemed  suspicious 
and  was  reluctant  to  talk  to  other  patients.  His 
appetite  was  poor.  He  claimed  that  he  was  not 
able  to  sleep;  however,  his  sleep  record  indicated 
that  he  rested  well  at  night.  He  was  treated  with 
tranquilizers  and  ECT  with  gradual  improvement. 
Upon  his  discharge  the  patient  was  free  from 
olfactory  hallucinations  and  delusions,  participated 
in  ward  activities  and  denied  having  any  complaints. 

Discussion 

Clinical  Consideration:  The  incidence  of  olfactory 
hallucinations  is  reported  in  a great  variety  of 
psychiatric  disorders.  They  include  pathological  pro- 
cesses of  organic  as  well  as  so  called  psychogenic 
origin.  Among  the  organic  causes  the  following  are 
considered:  1,  tumors  or  lesions  of  temporal  lobes; 
2,  epilepsy;  3,  cerebral  lues;  and  4,  vascular  in- 
sufficiency or  other  factors  disturbing  the  total 
hemodynamics  of  the  cerebral  circulation.  In  the 
psychogenic  group,  severe  psychoneurosis  of  com- 
pulsive type  and  schizophrenia  most  commonly  pro- 
duce the  symptom.  It  is  quite  difficult  at  times  to 
differentiate  between  an  organic  and  a psychogenic 
basis  for  these  symptoms.  A patient  often  cannot 
be  specific  about  the  smell,  describing  it  as  “un- 
pleasant, peculiar,  funny,  etc.”  In  organic  disorders, 
however,  patients  are  more  likely  to  have  other 
symptoms  related  to  the  central  nervous  system  such 
as  dizziness,  confusion,  headaches  and  personality 
changes. 

The  olfactory  hallucinations  found  in  patients  with 
psychoneurosis  of  the  compulsive  type  may  be  ex- 
plained in  both  psychological  and  physiological 
terms,  depending  upon  the  orientation  of  the  in- 
vestigator. It  is  assumed  by  some  to  result  from  an 
affective  state  with  involvement  of  the  orbital  re- 
gions of  the  frontal  lobe.  Others  attempt  to  interpret 
it  as  a recall  of  a formal  affective  state  of  disgust 
or  a rejection  of  an  unpleasant  situation.  It  is  a 
fact  that  the  olfactory  hallucinations  reported  in 


this  type  of  neurosis  are  as  a rule  unpleasant  and 
disturbing.  In  psychoanalytical  concepts  there  are 
referrals  to  psychosexual  conflicts,  guilt,  anxiety  and 
regression.  There  is  still  a great  deal  of  controversy 
about  the  incidence  of  olfactory  hallucinations  in 
schizophrenia.  Many  psychiatrists  have  observed  that 
they  coexist  with  other  types  of  hallucinations  and 
are  rarely  present  as  isolated  phenomenona.  The 
common  opinion  is  that  auditory  and  visual  ex- 
periences occur  more  frequently  than  gustatory  or 
tactile  hallucinations.  Others  have  stated  that  ol- 
factory hallucinations  are  as  common  as  auditory. 

Therapeutic  Consideration:  As  evident  from  the 
above  discussion,  the  treatment  will  depend  on  clini- 
cal diagnosis.  In  the  case  reported  above,  the  final 
diagnosis  of  schizophrenic  reaction,  paranoid  type, 
was  made  and  the  patient  was  treated  symptomatical- 
ly with  tranquilizers  and  ECT.  He  was  discharged 
free  from  symptoms;  however,  the  follow-up  in  the 
outpatient  clinic  indicated  that  the  improvement  was 
transient.  The  patient  was  advised  to  return  for 
hospitalization;  however,  he  decided  to  seek  admis- 
sion to  the  Veterans  Administration  Hospital. 

Perhaps  it  would  be  well  to  summarize  by  a 
quotation  from  G.  M.  Davidson:  “The  complexity 
of  the  relationships  is  great  when  we  recall  that 
various  olfactory  tracts  and  connections  with  the 
hypothalamus  and  thalamus  correlate  general  somatic, 
visceral  sensory,  gustatory,  optic  and  tactual  sys- 
tems. The  elucidation  of  the  problem  is  obviously 
a matter  for  the  future.” 
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changing  Concepts  in  the  Hea  Ith  Field  t 

Austin  Smith,  M.D.* * 


IMPORTANT  changes  that  affect  the  health  field 
are  taking  place  in  our  country — many  of  them 
far  outside  the  professional  environment  in  which 
we  as  physicians  are  most  at  home. 

What  are  these  forces  that  are  causing  changes 
in  the  health  field? 

How  do  they  affect  the  medical  profession? 

We  will  find  them  all  around  us,  among  our 

friends  and  neighbors,  in  our  town  councils,  at  the 
State  House  in  Frankfort,  and,  perhaps  most  of 
all,  in  Washington  among  our  elected  Representa- 
tives and  in  the  sprawling  government  departments 
that  regulate  so  many  of  our  affairs. 

The  ebb  and  flow  of  these  forces  can  directly 

affect  you  both  in  your  professional  practice  and 

as  citizens  in  your  nonprofessional  life.  And  it  seems 
to  me  that  lately  they  have  been  flowing  more  than 
ebbing,  and  that  things  in  too  many  instances  have 
been  worse,  not  better. 

Public  Interest 

There  is  one  basic  concept  that  no  physician  can 
afford  to  overlook,  trite  as  it  may  sound  at  first 
mention.  Nor  can  this  basic  truth  be  forgotten  by 
the  pharmaceutical  industry.  This  is  the  part  that 
the  general  public  is  becoming  more  and  more 
interested  in  individual  and  public  health.  Men  and 
women  everywhere  have  come  to  believe  that  their 
health  and  the  health  of  all  our  people  is  a matter 
of  the  public’s  interest.  Furthermore,  they  are  no 
longer  willing  to  leave  the  problem  of  their  own, 
their  family’s  or  their  community’s  health  to  “the 
experts.’’  They  are  having  their  own  say  about  it, 
and  we  “experts,” — medical  doctors,  pharmacuetical 
manufacturers,  leaders  of  pharmacy,  hospital  admini- 
strators, the  whole  health  team — must  try  to  make 
sure  the  public  has  the  facts  on  which  to  make 
good  judgments. 

We  have  also  been  witnessing  another  crucial 
change — the  development  of  new  attitudes  among 
those  in  government.  Our  elected  Representatives, 
high  officials  of  the  executive  departments  and  the 
staff  associates  of  both  now  recognize  that  express- 
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ing  interest  in  matters  of  health  is  in  the  public 
interest  and  that  it’s  mighty  good  politics  too. 

It  is  not  often  that  acknowledged  public  interest 
and  unmistakable  political  interest  so  neatly  coincide 
in  a kind  of  “Cause  celebre”  in  which  all  can  enlist. 

For  the  elected  official,  a good  cause  can  be  the 
key  that  opens  the  door  to  public  office,  or  keeps 
it  open. 

For  the  appointed  executive  of  a government  de- 
partment, the  good  cause  can  be  the  key  to  an 
empire  of  his  own.  What  bureaucrat  wouldn’t  toy 
with  grabbing  this  kind  of  key  to  a “golden  door”? 

The  new  and  expansive  federal  role  in  the  health 
field  is  dramatically  evident  in  dollars  and  cents. 
The  government’s  new  telephone-book-size  budget 
provides  for  health  services  and  health  research  pro- 
grams of  the  Department  of  Health,  Education  and 
Welfare  alone  the  staggering  sum  of  two  billion, 
five  hundred  ninety-one  million  dollars  (fiscal  year 
1966). 

Ten  short  years  ago,  the  Health,  Education  and 
Welfare  Department’s  budget  for  health  service  and 
health  research  was  only  four  hundred  and  forty- 
five  million  dollars  (fiscal  year  1956). 

Another  symptom  of  our  times  is  the  way  in 
which  the  split  of  the  medical  care  dollar  is  chang- 
ing. 

Both  medical  practitioners  and  ethical  pharmaceu- 
tical manufacturers  can  be  proud  of  their  success 
in  holding  down  costs. 

In  1963  18  cents  of  the  health  care  dollar  went 
for  drugs  and  sundries.  Actually,  only  1 1 cents  of 
this  was  for  prescription  drugs,  4 cents  being  spent 
for  proprietary  remedies,  and  3 cents  for  sundries. 
In  1943  drug  and  sundries  accounted  for  24  cents 
out  of  every  health  dollar. 

Patient  expenditures  for  prescription  and  over-the- 
counter  remedies  promoted  to  physicians  from  all 
dispensing  outlets  amounted  to  about  $12.99  per 
year  at  the  manufacturer’s  selling  price,  or  about 
$20.00  per  capita  at  retail  prices. 

Wholesale  drug  prices  were  down  again  in  Janu- 
ary of  this  year  from  December  of  last  year,  as  a 
result  of  which  they  are  down  1.8  per  cent  from  a 
year  ago.  In  fact,  the  Wholesale  Price  Index  for 
drugs  in  January  was  94.5  (January,  1961,  being 
used  as  100). 

This  is  dramatic  evidence,  I believe,  of  the  drug 
industry’s  effort  to  provide  people  in  the  U.S.A. 
with  drugs  at  reasonable  prices. 
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Well,  how  did  the  doctors  do?  In  1963,  physicians 
received  25  cents  of  every  health  care  dollar.  Twenty 
years  earlier,  they  received  26  cents. 

The  practicing  physician’s  assets  are  his  knowledge 
and  his  time.  Frankly,  I marvel  that  his  magnificent 
contribution  to  the  health  and  welfare  of  the  people 
costs  four  per  cent  less  today,  proportionately,  than 
it  did  20  years  ago.  Of  course  I admit  that  the  total 
expenditures  for  physicians’  care  and  drugs  are  more 
today  than  over  preceding  years,  but  so  are  the  total 
expenditures  for  other  things  such  as  rent,  cars,  food, 
clothing  and  entertainment.  But  when  one  looks 
honestly  at  the  expanding  population,  the  increase 
in  available  dollars,  the  improved  quality  of  goods 
and  service,  one  would  expect  greater  total  expendi- 
tures. Thus  it’s  the  per  cent  of  the  available  dollar 
spent  that  is  important  in  the  assessment  of  what 
the  true  cost  is  for  the  individual. 

Let  me  turn  from  socio-economic  problems  to  a 
few  thoughts  about  trends  in  the  practice  of  medi- 
cine itself. 

Trends  in  Medical  Practice 

I know  that  no  one  will  misunderstand  if  I ob- 
serve that  medical  science  has  overcome,  as  major 
public  health  problems,  many  of  the  diseases  that 
used  to  cost  countless  lives  and  cause  much  suffering 
in  the  grade  school  and  high  school  populations 
and  among  the  young  adults  who  make  up  the 
heart  of  the  country’s  labor  force.  Their  health 
problems  are  increasingly  under  control  with  wide- 
spread availability  of  highly  effective  biologicals, 
anti-bacterials  and  other  therapeutic  agents,  along 
with  the  other  scientific  contributions  which  are 
change  in  emphasis  on  medical  challenges,  medical 
part  of  medical  care. 

Today,  as  a result  of  expanding  knowledge  and 
science  is  more  concerned  with  safeguarding  the 
fetus,  the  newborn  and  the  oldster.  So,  we  become 
interested,  for  example,  in  prevention  of  prenatal 
injury,  and  prevention  of  disease  in  the  very  young 
and  in  the  old. 

I know  that  you  in  medicine,  like  we  in  the 
pharmaceutical  sciences,  are  determined  to  meet  and 
surmount  the  challenges  on  these  promising  frontiers 
of  research  and  medical  practice. 

The  federal  government,  I suggest,  should  regard 
itself  as  a source  of  appropriate  regulation  and  of 
helpful  interest  in  advancing  the  public  health  and 
welfare.  But  it  should  also  keep  in  mind  the  effect 
of  today’s  regulatory  or  legislative  actions  on  our 
people’s  future.  Government  and  people  alike  should 
ask  themselves  ‘How  will  our  record  appear  in  the 
years  ahead?  Will  we  look  back  with  shame  or 
with  pride’? 

An  emphatic  warning  here:  Neither  government 
nor  people  should  look  to  the  systems  of  other 
nations  for  solutions  to  our  problems.  No  system 
of  government  has  worked  as  well  with  a population 
like  ours  as  has  our  own.  We  should  take  pride 
in  the  American  system  and  strive  to  preserve  it. 
The  changes  that  are  indicated  should  be  made  with 
evolution,  not  revolution,  in  mind.  We  should  try  to 
add  to  the  welfare  of  the  body  as  a whole,  not  try 


to  redesign  it.  Few  other  societies  in  today’s  world 
are  like  ours,  and  their  methods  will  not  necessarily 
solve  our  problems. 

So  the  doctor,  the  scientist,  the  nurse,  all  the 
professionals  in  the  health  team,  must  think  in  terms 
of  working  together  to  attack  and  conquer  disease. 
But  they  must  do  so  within  the  changing  framework 
established  by  our  society.  Sometimes  the  views  of 
society  can  be  a great  stimulus  to  progress.  At 
other  times,  they  can  be  a barrier.  We  must  use 
our  resources  to  insure  they  are  the  former. 

One  clear  view  our  society  already  holds  is  that 
protection  of  the  health  is  a social  obligation. 
American  society  no  longer  regards  acceptance  of 
health  care  financed  with  public  funds  as  a “hand- 
out.” This  creates  a heavy  social  responsibility  for 
all  of  us  if  the  national  interest  is  to  be  advanced 
along  with  the  public  health. 

As  I view  it,  the  drug  industry  does  not  have  a 
social  responsibility  of  giving  away  its  products  or 
of  making  them  available  without  profit  if  it  is  to 
stay  in  business  and  discover  and  produce.  And 
yet  its  members  do  this  daily  when  physicians  in- 
form them  of  special  needs,  when  government  agen- 
cies or  other  bodies  seek  certain  drugs,  and  when 
there  are  requests  for  service  items,  that  is,  items 
that  cost  so  much  to  produce  and  are  used  so 
rarely  that  they  cannot  be  priced  even  at  cost. 

In  addition,  the  industry  gives  away  each  year 
millions  of  dollars  in  goods,  as  well  as  money,  for 
other  charitable  purposes.  But  this  is  not  a com- 
pulsory policy  for  the  industry.  The  industry  does 
this  because  under  a private  enterprise  system  con- 
cept it  has  been  able  to  discover,  to  promote,  to 
sell,  and  to  make  a profit  for  its  investors,  for 
expansion  when  new  factories  are  needed  and  for 
giving  as  the  purse  strings  permit. 

On  the  other  hand,  it  is  the  industry’s  responsi- 
bility, as  I view  it,  to  survive  and  to  discover  new 
drugs.  This  is  a responsibility  to  society.  It  can 
only  do  this  when  there  is  incentive  for  those  who 
are  willing  to  risk  money  for  investment,  time  for 
management,  and  skills  for  research  and  production. 

Some  may  say  drug  prices  are  too  high  and  com- 
pany profits  are  too  great.  As  I have  said  re- 
peatedly, I do  not  know  what  is  too  high  or  too 
much  for  any  article.  1 can  determine,  however,  if 
I think  I am  getting  my  money’s  worth. 

For  drugs,  in  general,  I think  I am,  particularly 
when  I contemplate  that  advancing  medical  science 
has  saved  seven  times  as  many  lives  since  1944  as 
were  snuffed  out  in  this  country  during  three  wars. 
World  War  I,  World  War  II,  and  the  Korean  War. 

As  for  profit,  there  is  nothing  secret  about  the 
motivation.  A professional  man  hopes  to  make  suf- 
ficient money  for  business  and  personal  needs  and 
for  some  comforts  and  luxuries  for  his  family.  So 
does  the  non-professionally  trained  person.  So  does 
business,  but  instead  of  comfort  and  luxuries  it  is 
seeking  encouragement  from  investors,  it  is  looking 
for  new  products  to  justify  its  continued  existence, 
and  it  is  trying  to  cope  increasingly  with  competi- 
tion from  other  countries.  There  is  nothing  wrong 
with  profits  or  bank  accounts.  These  are  not  dirty 
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words.  On  the  contrary,  they  are  part  of  the  vo- 
cabulary that  made  possible  this  government.  They 
make  possible  the  two  billion  plus  budget  for  H.E.W. 
and  they  are  what  our  competitors  from  foreign 
shores  have  had  in  mind,  now  have  in  mind,  and 
will  continue  to  have  in  mind.  So  why  shouldn’t  we 
remember  these  incentives  that  have  guided  man 
since  his  days  in  the  caves.  I don’t  care,  per- 
sonally, how  much  profit  a man  makes  in  a com- 
peitive  market.  I am  much  more  interested  in  what 
he  does  with  it,  just  as  I am  interested  in  what 
the  professional  man  or  the  successful  newspaper, 
or  anyone  else  does  to  provide  leadership  and  offer 
contributions.  This  cannot  be  done  with  wishful 
thinking  alone. 

Some  people  say  there  are  too  many  drugs  and 
there  is  too  much  molecule  manipulation.  As  long 
as  the  free  flow  of  the  forces  of  competition  is  per- 
mitted, as  long  as  there  are  unpredictable  variations 
in  the  human  body  and  as  long  as  there  are  unmet 
medical  needs,  there  must  be  molecule  manipulation. 

Names  and  Patents 

The  Pharmaceutical  Manufacturers  Association  is 
not  opposed  to  the  use  of  generic  names  or  in 
favor  of  only  using  trade  names.  In  fact,  the  law 
requires,  and  has  for  many  years,  inclusion  of  the 
generic  (or  common  or  usual)  name  on  all  pre- 
scription drug  labels.  What  it  is  in  favor  of  is  free 
choice  for  the  physician  who  not  only  must  learn 
the  individual  needs  of  his  patients  but  also  the 
often  encountered  unique  properties  of  certain  drugs, 
drug  combinations  and  dosage  forms  that  he  learns 
through  experience  to  use  well. 

The  pharmaceutical  industry  does  not  want  any 
special  privileges  concerning  the  use  of  names  any 
more  than  it  seeks  special  privileges  in  other  areas, 
but  it  does  ask  to  be  treated  equally.  In  spirit, 
copyrights  are  used  the  same  way  except  they  give 
protection,  whereas  trade  names  are  intended  to 
promote  confidence  as  well  as  identification. 

Patents  have  been  shown  to  be  the  source  of 
great  contributions  to  an  industry  and  the  people  it 
serves. 

The  drug  industry  has  used  patents  repeatedly  as 
an  incentive  in  a way  that  has  brought  relief  from 
suffering  and  death,  has  added  to  the  economy  of 
this  country  and  has  provided  leadership  for  the 
U.S.  in  other  countries. 

Yet  there  are  some  in  this  country  who  are  will- 
ing to  see  the  patent  system  broken  as  far  as  the 
drug  industry  is  concerned  and  who,  in  fact,  abet 
this  by  encouraging  trespassing  on  the  rights  of 
others.  Some  refer  to  the  act  of  ignoring  patent 
rights  as  pirating,  and  others  say  it  is  a form  of 
stealing. 


How  discouraging  it  is,  then,  to  watch  certain 
agencies  in  our  own  government  participate  in  the 
encouragement  of  this  trespassing  on  the  rights  of 
others  when  they  buy  drug  products  from  other 
countries  that  are  made  in  violation  of  patent  rights. 
Surely  these  government  offices  would  protest  if 
someone  deliberately  helped  themselves  to  special 
equipment  built  specially  for  their  own  offices. 

One  of  the  newer  aspects  of  professional  and 
business  life  is  the  growing  interest — of  necessity — 
in  legislative  and  regulatory  matters.  Medicare,  Eld- 
ercare,  legislation  to  control  movement  of  barbitu- 
rates and  amphetamines,  and  many  other  subjects 
of  national  interest  are  now  part  of  our  everyday 
conversation.  And  they  have  to  be.  Otherwise  we 
are  shirking  our  responsibilities  as  allegedly  informed 
experts  and  as  good  citizens. 

If  an  industry  or  a profession  is  to  put  into 
practical  application  with  fullest  possible  benefits  its 
skill  or  art,  it  must  be  able  to  share  with  possible 
recipients  or  users  information  about  itself  and  what 
it  can  do.  However,  once  the  facts  are  obtained 
and  disseminated,  others  should  learn  their  signifi- 
cance. If  one  makes  a worthwhile  drug,  for  example, 
its  usefulness  is  determined  by  the  medically  compe- 
tent person  who  prescribes  it,  the  user  who  follows 
instructions,  and  the  government  when  it  adopts 
guidelines  for  safety  or  places  limitations  on  avail- 
ability and  use. 

Of  allied  importance  is  the  press,  which  may  in- 
fluence dramatically  the  thinking  and  action  of  the 
sick  person  and  of  the  government  legislator  or 
regulator.  Over  the  past  few  years,  those  who  are 
responsible  for  the  development  and  administration 
of  drugs  have  observed  repeatedly  the  effects  of 
misleading  headlines,  misuse  of  facts,  careless  writ- 
ing, and  unfounded  charges  and  insinuations  by  in- 
dividuals in  prominently  located  offices.  This  is  most 
unfortunate  when  there  already  is  fear  and  uncer- 
tainty among  the  sick  because  of  their  suffering. 

There  is  so  much  available  for  those  who  need 
health  services  and  health  products.  To  cause  them 
to  be  deprived  of  any  part  of  those  benefits  by 
engendering  confusion,  uncertainty  and  doubt  is  most 
regrettable. 

A long  time  ago.  Bacon  wrote:  “There  are  three 
parts  in  truth:  first,  the  inquiry,  which  is  the  woo- 
ing of  it;  secondly,  the  knowledge  of  it,  which  is 
the  presence  of  it;  and  thirdly,  the  belief,  which  is 
the  enjoyment  of  it.” 

Perhaps  in  the  health  field  there  is  a responsibility 
for  all  to  seek  the  truth  while  the  pharmaceutical 
industry  is  seeking  new  cures.  For  it  wiU  be  through 
revelation  of  the  truth  that  man  will  be  able  to 
best  benefit  from  scientific  knowledge.  Truth,  then, 
becomes  a social  responsibility  for  all  of  us. 
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Health  Cares  Weaken 


The  city  Board  of  Health  recently  as- 
nounced  that  the  School  of  Nursing  at 
the  Louisville  General  Hospital  will  be 
closed,  that  the  present  classes  will  continue 
to  receive  instruction  until  graduation  but  that 
no  new  students  will  be  accepted.  The  reasons 
offered  were  that  it  costs  the  city  $140,000.00 
annually  to  run  the  Nursing  School  and  far 
below  its  normal  capacity;  only  13  nurses 
graduated  there  last  year  and  few  remained 
to  render  nursing  service  in  the  hospital  for 
which  the  School  was  primarily  established. 

These  reasons  seem  logical  and  more  or 
less  compelling;  however,  serious  thought 
should  be  given  the  matter  before  closing  one 
of  the  oldest  and  best  nursing  schools  in  the 
state  at  a time  when  a shortage  of  trained 
nurses  has  reached  a local  and  national  crisis. 
This  school  was  established  in  1889.  It  has 
perhaps  educated  more  nurses  than  any  other 
school  in  Kentucky  and  because  of  its  close 
affiliation  with  the  University  Medical  School 
it  seems  reasonably  justified  in  its  claim  to 
offer  the  best  nursing  education  of  any  other 
institution  in  the  state.  Quite  justifiably  the 
alumnae  and  many  of  their  friends  and  local 
physicians  have  challenged  the  propriety  of 
the  City  Board  of  Health’s  decision. 

If  the  Nursing  School  at  the  General  Hos- 
pital closes  it  will  be  the  third  school  of  nurs- 
ing in  Louisville  to  cease  operation  during 
the  past  20  years,  and  during  this  period  no 
new  one  has  been  established.  A rather  for- 
lorn prospect  is  offered  of  establishing  a com- 
bined School  of  Nursing  in  which  the  General 
Hospital,  Children’s  Hospital,  Jewish  Hospital, 
and  the  Methodist  Evangelical  Hospital  will 
cooperate  in  training  nurses.  This  plan  has 
been  discussed  for  about  ten  years,  but  seems 
no  nearer  achievement  now  than  it  was  that 
long  ago. 


The  nursing  care  of  the  seriously  ill  patient 
has  deteriorated  remarkably  during  the  past 
two  decades,  simply  because  the  supply  of 
adequately  trained  nurses  has  in  no  respect 
kept  pace  with  the  rapid  increase  in  the 
number  of  hospital  patients.  Every  general 
hospital  in  the  state  as  well  as  specialized 
hospitals,  nursing  homes,  and  the  public  health 
service  has  suffered  increasingly  from  shortage 
of  trained  nurses  and  has  had  to  substitute 
care  for  the  patient  by  less  adequately  trained 
licensed  practical  nurses  and  aides.  The  new 
hospital  at  the  University  of  Kentucky  is  not 
yet  operating  at  full  capacity  because  they 
have  not  been  able  to  adequately  staff  the 
hospital  with  well  trained  nurses. 

It  is  stated  that  there  are  840  nursing  schools 
in  the  United  States  offering  the  R.N.  degree 
and  these  produce  about  80  per  cent  of  the 
trained  nurses  in  this  country.  The  American 
Nurses  Association  has  undertaken  to  raise  its 
sights  so  far  as  nursing  education  is  concerned 
and  has  expressed  a preference  for  a Bache- 
lor’s Degree  in  nursing  that  would  be  attain- 
able after  a four  year  college  course  in  which 
practical  nursing  is  a part  of  the  training. 
About  15  per  cent  of  today’s  nursing  students 
are  in  this  type  of  program.  A more  recent 
plan  has  been  the  offering  of  a two-year 
course  combined  with  Junior  College  training 
after  which  the  graduate  may  obtain  the  de- 
gree by  examination.  It  is  estimated  that  about 
five  per  cent  of  the  girls  in  training  are  par- 
ticipating in  this  type  of  course. 

A few  years  ago  when  the  shortage  of 
physicians  was  most  acute  there  arose  a great 
impetus  to  provide  shorter  and  less  complete 
courses  in  medicine  so  that  there  would  be  a 
greater  number,  although  less  adequately 
trained,  physicians  to  fill  less  desirable  loca- 
tions where  medical  care  was  so  urgently 


240 


March  1966  • The  Journal  of^ 


needed.  Fortunately  this  concept  received  no 
substantial  support  and  the  matter  of  medical 
education  has  been  maintained  on  an  un- 
compromising level  of  excellence.  It  is  correct- 
ly the  philosophy  that  an  ill  patient,  whether 
he  be  in  a neglected  rural  area  or  a populous 
urban  community,  needs  the  best  medical 
skill  that  our  present  knowledge  can  provide. 

It  would  appear  to  us  that  the  nursing 
situation  is  parallel.  We  need  no  compromise 
in  the  thoroughness  of  the  training  of  the 
nurse  who  is  to  care  for  the  seriously  ill,  but 
we  do  need  more  adequately  trained  nurses. 
The  proportion  of  80  or  85  per  cent  trained 
for  practical  bedside  nursing  and  15  per  cent 
better  prepared  for  teaching  and  the  execu- 
tive operation  of  the  profession  seems  approxi- 
mately correct. 

The  Nurse’s  Training  Act  of  1964  provided 
that  the  Federal  Government  set  apart  about 
$287,000,000.00  for  a program  of  construc- 
tion, grants,  teaching,  subsidies  and  scholar- 
ships to  strengthen  and  expand  the  education 
of  professional  nurses  with  a provision  for 
loans  to  nursing  students  who  cannot  other- 
wise finance  their  education.  This  program  is 
already  in  operation  in  some  states.  It  would 
be  more  widely  used  if  more  of  our  hospitals 
had  the  courage  and  vision  to  incorporate  ex- 
panded nursing  training  plans  in  the  enlarge- 
ment of  their  facilities,  or  in  establishing  new 
schools  of  nursing  to  meet  our  growing  crisis. 

It  will  be  said  that  the  present  schools  of 
nursing  generally  run  at  less  than  capacity 
and  why  should  new  schools  be  established 
or  old  ones  maintained  and  enlarged;  that 
suitable  applicants  for  nurses’  training  are  not 
available.  Nursing  is  a service  profession  that 
has  commanded  the  respect  and  admiration 
of  all  during  the  past  half  century.  It  is  not 
without  glamour  nor  the  rewards  of  gratitude, 
satisfaction  and  prestige  that  are  enjoyed  by 
the  members  of  other  learned  professions. 
Perhaps  a vigorous  campaign  of  recruitment 
for  student  nurses  would  be  as  effective  as 
has  a similar  campaign  for  the  recruitment  of 
medical  students  during  the  past  20  years. 
There  are  many  girls  in  high  school  who 
would  look  forward  to  such  a career  with 
anticipation  and  eagerness  if  they  were  but 
adequately  informed.  Of  course,  the  intelli- 
gent, attractive  and  alert  young  girl  who  is 
fitted  for  nurse’s  training  is  not  likely  to  de- 


vote her  entire  time  to  that  profession  for  very 
long,  but  it  would  be  better  to  have  her  in 
the  profession  for  what  time  she  can  give  to 
it  before  she  is  married  and  has  a family  and 
what  service  she  may  offer  to  her  profession 
in  the  years  beyond  this  period  than  to  be 
without  her  interest  and  service  at  all. 

There  is  one  other  factor  that  deserves 
consideration.  Mrs.  Pat  Dressier,  R.N.,  of 
Louisville,  wrote  in  the  Point  of  View  Column 
of  the  Louisville  Times,  February  5th; 

I would  like  to  pick  up  the  newspaper  just 
one  time  and  not  have  to  read  about  the 
poor  teachers  and  how  underpaid  they  are 
in  the  state  of  Kentucky. 

Don’t  misunderstand  me,  teachers’  salaries 
are  low,  but  what  about  the  registered 
nurses  of  this  state?  No  one,  not  even  the 
governor,  is  worrying  about  our  salaries. 
Fourteen  years  ago  in  California  I started 
general  duty  in  a hospital  for  the  same 
amount  of  money  I am  working  for  in  this 
state  today.  That  is  one  reason  there  is 
such  a shortage  of  nurses  today.  Many 
have  gone  into  other  work  for  better  salaries 
and  working  conditions. 

We  don’t  get  three  months  off  in  the  sum- 
mer time,  every  holiday  and  week-end  off. 
We  also  work  around  the  clock.  What 
would  happen  if  every  registered  nurse  in 
Kentucky  would  not  show  up  for  work  in  a 
24-hour  period?  We  wouldn’t  dare. 

This  same  facet  of  our  nurses’  shortage  is 
brought  out  in  a survey  and  an  editorial  by 
Doctor  Morris  Fishbein  in  the  January  28  issue 
of  Medical  World  News.  It  is  our  impression 
that  Mrs.  Dressier  has  a point — that  the  mem- 
bers of  her  profession  are  underpaid  in  com- 
parison with  the  cost  of  other  less  important 
services  of  today. 

One-hundred-forty-thousand  dollars  a year 
is  a disproportionate  cost  for  the  education  of 
1 3 graduate  nurses — but  there  should  be  a 
better  solution  than  to  close  the  school.  It 
could  be  up-graded  and  made  more  attractive 
to  prospective  students — the  physical  facili- 
ties, working  conditions  and  salaries  could  be 
improved  and  with  a vigorous  recruitment 
program  train  fifty  nurses  a year.  In  this  time 
of  increasing  responsibility  for  good  medical 
care  we  dare  not  go  backward — but  forward. 

Sam  a.  Overstreet,  M.D. 
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Springtime  in  the  Kentucky  mountains  will  be  an  attraction  for  the  entire  family  during  the  1966  KMA  Interim  Meeting  at 
Cumberland  Falls  State  Park,  April  13  and  14.  DuPont  Lodge,  above,  will  house  meetings  of  the  KMA  Board  of  Trustees,  and 
the  Board  of  the  Woman's  Auxiliary  to  KMA,  as  well  as  regular  sessions  of  the  meeting.  Adequate  housing  has  been  ar- 
ranged for  all.  The  Interim  Meeting  this  year  is  scheduled  to  coincide  with  the  meeting  of  the  KEA. 


Utilization  Review,  Prepayment  Plans,  Medicare  Operation  Among  Topics 
Of  Guest  Authorities  at  1966  KMA  Interim  Meeting  April  13-14 


Top  representatives  of  medicine,  labor,  the  federal 
government  and  related  interests  will  discuss  current 
socio-economic  problems  facing  the  medical  profes- 
sion in  1966  at  the  KMA  Interim  Meeting  April  13 
and  14  at  Cumberland  Falls,  Everett  H.  Baker,  M.D., 
KMA  president,  has  announced. 

Doctor  Baker,  who  released  the  complete  program, 
said  that  guest  speakers  will  cover  both  broad  and 
specific  aspects  of  the  operation  of  Public  Law  89-97, 
which  will  go  into  effect  July  1,  labor’s  view  on  vol- 
untary prepayment  plans,  and  the  objectives  of  the 
Appalachian  Regional  Commission  now  operating  in 
Eastern  Kentucky. 

“The  Role  of  Medicine  in  1966”  is  the  theme  of 
the  conference,  and  will  also  be  the  subject  of  a speech 
by  James  Z.  Appel,  M.D.,  American  Medical  Asso- 
ciation president  from  Lancaster,  Pa.*  Doctor  Appel 
will  speak  at  the  Thursday  luncheon. 

“Utilization  Review  Under  PL  89-97”,  a panel  dis- 
cussion, will  open  the  meeting  on  Wednesday  evening. 
Participating  will  be  representatives  of  the  American 
Medical  Association’s  Council  on  Medical  Services, 
the  Social  Security  Administration,  a former  presi- 
dent of  the  Kentucky  Hospital  Association,  and  exec- 
utive of  Blue  Cross  Blue  Shield  Plans  of  Kentucky. 

“Voluntary  Prepayment  Plans  as  Viewed  by  Labor” 
will  be  discussed  on  Thursday  morning  by  John  E. 
Sparks,  program  consultant  in  the  Social  Security  De- 


partment of  the  United 
Automobile  Workers  Un- 
ion. Mr.  Sparks  is  respon- 
sible for  the  guidance  and 
development  of  health 
benefits  and  insurance 
programs  for  UAW  mem- 
bers and  their  families. 

A graduate  of  the 
School  of  Social  Service 
Administration.  Chicago, 

Mr.  Sparks  spent  12  years 
in  charge  of  the  Health 
Services  Planning  Unit 
with  the  department  of 
National  Health  and  Welfare,  Ottawa,  Canada,  during 
which  time  he  helped  develop  the  Canadian  hospital 
insurance  program.  For  three  years  he  served  as  a 
deputy  minister  of  public  health  for  Ontario. 

Philip  R.  Lee,  M.D.,  assistant  secretary  for  Health 
and  Scientific  Affairs  in  the  U.S.  Department  of  ; 

Health  Education  and  Welfare,  will  then  discuss 
“Operational  High  Points  of  PL  89-97”.  Doctor  Lee 
formerly  served  as  director  of  Health  Services  for  the 

* Additional  hackf>round  information  on  Doctor  Appel 
was  published  in  the  December  1965  issue  of  The 
Journal,  page  1028.  || 
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Doctor  Slagle 


Program 

KMA  1966  Interim  Meeting 

DuPont  Lodge,  Cumberland  Falls 
April  13  and  14,  1966 

WEDNESDAY  EVENING  SESSION 

Everett  H.  Baker,  M.D.,  Louisville,  President, 
Kentucky  Medical  Association,  Presiding 


Doctor  Lee 


5:00*  Registration 

6:30  Dinner,  Main  Dining  Room 

Invocation — Henry  B.  Asman,  M.D.,  Louisville,  KMA  Secretary 
7:30  Call  to  Order,  Doctor  Baker 

7:40  Panel  Discussion:  “Utilization  Review  Under  PL  89-97" 

Doctor  Baker,  Moderator 

As  Seen  By: 

The  Social  Security  Administration:  Philip  R.  Lee,  M.D.,  Washington,  D.C. 

The  Hospital:  Mr.  Wade  Mountz,  Louisville 

Blue  Cross  and  Blue  Shield:  Mr.  Avil  McKinney,  Louisville 

Medicine:  George  W.  Slagle,  M.D.,  Battle  Creek,  Mich. 

Question  and  Answer  Session  —The  audience  is  requested  to  submit  written  questions 


THURSDAY  MORNING  SESSION 

Doctor  Baker  Presiding 

8:00  Registration 

9:10  Call  to  Order,  in  the  Lounge 

9:15  “Voluntary  Prepayment  Plans  as  Viewed  by  Labor”  — Mr.  John  E.  Sparks,  Detroit,  Mich, 

9:45  “Operational  High  Points-PL  89-97”  — Philip  R.  Lee,  M.D.,  Washington,  D.C, 

1 0:1  5 Coffee  Break 

10:30  “Objectives  of  the  Appalachian  Regional  Commission” — Mr.  Ralph  R.  Widner,  Washington,  D.  C. 

10:50  “Health  Objectives  of  the  Appalachian  Regional  Commission” — Robert  R.  Huntley,  M.D.,  Chapel  Hill,  N.C. 
11:10  Question  and  Answer  Session — The  audience  is  requested  to  submit  written  questions 

LUNCHEON  SESSION 

12:30  p.m. 

Robert  E.  Pennington,  M.D.,  London,  President-elect 
Kentucky  Medical  Association,  Presiding 


Invocation  — Reverend  R.  Haskel  Bolding,  Pastor,  First  Baptist  Church,  Corbin 
“The  Role  of  Medicine  in  1966” — James  Z.  Appel,  M.D.,  Lancaster,  Pa. 

*AU  times  listed  Eastern  Standard  Time 


Mr.  McKinney  Mr.  Widner  Doctor  Huntley  Mr.  Mountz  Mr.  Sparks 
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Agency  for  International  Development  (AID)  in  the 
Office  of  Technical  Cooperation  and  Research. 

Another  highlight  of  the  Thursday  program  will  be 
a discussion  of  the  activities  of  the  Appalachian  Re- 
gional Commission.  Robert  R.  Huntley,  M.D.,  Chapel 
Hill,  N.C.,  director  of  the  Commission’s  Health 
Advisory  Committee  staff,  will  present  the  medical 
objectives  of  the  Commission.  Ralph  R.  Widner, 
Washington,  D.C.,  will  give  a brief  talk  on  its  pur- 
poses. 

Mr.  Widner  has  been  executive  director  of  the 
Commission  since  June  1965.  He  was  formerly  assist- 
ant director  of  the  Pennsylvania  State  Planning  Board 
and  has  also  served  as  director  of  Public  Affairs  for 
the  Pennsylvania  Department  of  Forests  and  Waters. 

Kentuckians  appearing  on  the  meeting  program 
will  be  Avil  McKinney,  Louisville,  director  of  Pro- 
fessional and  Public  Relations  for  Blue  Cross-Blue 
Shield,  and  Wade  Mountz,  Louisville,  administrator 
of  Norton  Memorial  Infirmary  and  former  president 
of  the  Kentucky  Hospital  Association. 

In  discussing  the  program,  KMA  President  Baker 
remarked,  “We  believe  we  have  put  together  a timely, 
informative  conference  which  will  be  of  great  interest 
and  benefit  to  physicians  in  this  state.  This  year 
marks  the  beginning  of  a new  era  in  medicine,  and 
Kentucky  doctors  are  urged  to  examine  their  role  in 
its  development.  The  Interim  Meeting  provides  an 
excellent  opportunity  to  do  so.” 

DuPont  Lodge  at  Cumberland  Falls  will  provide 
facilities  for  the  conference,  as  well  as  the  meeting  of 
the  KMA  Board  of  Trustees  beginning  at  9;00  a.m. 
Wednesday,  April  13.  The  Woman’s  Auxiliary  to 
KMA  will  also  hold  its  Board  meeting  on  Wednesday. 


P3ea3G  Nlake  Your  Reservations 
Soon  for  Interim  Meeting 

You  are  urged  by  KMA  president  Everett  H.  Baker, 
M.D.,  Louisville,  to  make  your  room  or  cottage 
reservations  as  soon  as  possible  for  the  KMA 
Interim  Meeting  at  DuPont  lodge,  Cumberland  Falls, 
on  April  13  and  14. 

Free  lines  to  the  Central  Park  Bureau  in  Frank- 
fort may  be  used  for  residents  of  certain  areas  in 
making  reservations.  These  are;  Louisville — 583-9796; 
Lexington  — 252-4913;  and  Covington  and  the 

Cincinnati  area — 261-2643. 

If  you  telephone  the  Lodge  directly,  the  number 
is  528-4121  (Area  Code  606).  In  making  reserva- 
tions, Please  be  sure  to  indicate  that  you  are  at- 
tending the  KMA  Interim  Meeting,  Doctor  Baker 
said.  Otherwise  you  may  be  told  that  the  Lodge  is 
sold  out. 

After  rooms  and  cottages  at  DuPont  Lodge  have 
been  filled,  overflow  reservations  will  be  referred  to 
one  of  two  modern  and  convenient  motels  located 
near  the  park,  approximately  one-and-a-half  miles 
west  of  the  Cumberland  River.  The  two  are  the  Holi- 
doy  Motor  Lodge  and  the  Falls  Motel. 


New  Member  Orientation  Course 
Scheduled  for  April  13 

The  second  KMA  Orientation  Course  for  new 
members  will  be  held  April  13  at  DuPont  Lodge, 
Cumberland  Falls,  just  prior  to  the  opening  of  the 
1966  KMA  Interim  Meeting.  The  first  course  was 
held  at  the  Annual  Meeting  last  Fall. 

The  program,  approved  by  the  KMA  House  of 
Delegates,  is  designed  to  better  equip  the  new  KMA 
member  in  meeting  present-day  responsibilities  as  a 
citizen  and  a physician.  The  session  will  begin  with 
registration  at  12:30  p.m. 

Each  new  member  who  has  not  previously  attended 
the  Orientation  Course  will  be  sent  letters  of  invita- 
tion. New  members  are  required  to  attend  such  a 
meeting  and  are  given  two  years  from  the  date  of 
joining  the  Association  to  do  so.  Two  sessions  are 
planned  for  each  year,  one  at  the  Interim  Meeting  and 
one  at  the  Annual  Meeting. 

Dr.  Brockman  to  Give  Slide  Talk 
On  Vietnam  at  Interim  Meeting 

A special  highlight  of  the  KMA  Interim  Meeting 
this  year  will  be  a slide-illustrated  talk  on  South 
'Vietnam  by  George  F.  Brockman,  M.D.,  Greenville, 
who  recently  returned  from  a two-month  tour  as  a 
volunteer  physician  in  that  country  under  the  au- 
spices of  Project  Vietnam. 

The  American  Medical  Association  is  cooperating 
in  this  program,  which  sends  teams  of  American 
physicians  to  South  Vietnam  to  provide  medical  care 
to  Vietnamese  civilians  in  hospitals  operated  by  the 
Agency  for  International  Development  (AID). 

The  slide  presentation  will  be  made  to  KMA  mem- 
bers, their  wives  and  guests  following  the  opening 
panel  discussion  at  the  Interim  Meeting  on  Wednes- 
day evening,  April  13.  The  photographs  illustrate 
everyday  medical,  military,  and  civilian  life  in  a 
country  divided  by  war. 

Doctor  Brockman,  who  was  one  of  the  first  vol- 
unteers for  the  Project  Vietnam  program,  spent  Oc- 
tober and  November  of  1965  in  that  country.  He  is 
speaker  of  the  KMA  House  of  Delegates  and  was 
chairman  of  the  KMA  Building  Committee. 

Lexington  Clinic  Plans  Program 

J.  G.  Rushton,  M.D.,  consultant  in  neurology  at  the 
Mayo  Clinic,  will  be  the  featured  speaker  at  the 
Eleventh  Annual  Lexington  Clinic  Confer- 
ence planned  for  March  31  at  the  Clinic.  His  topic 
will  be  “Treatment  of  Convulsive  Disorders.” 

A series  of  presentations  on  convulsions  will  make 
up  the  morning  program,  which  begins  with  registra- 
tion at  8:30  a.m.  The  afternoon  session  will  offer  five 
talks  on  diversified  topics  such  as  “Conception  Con- 
trol” and  “Chemotherapy  in  Malignancy.”  Additional 
information  may  be  found  in  the  February  issue  of 
The  Journal. 
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one  mid-evening 


one  mid-morning 


New 300  mg  tabiet 
It’s  made  for  b.i.d. 


ForAdults-2tablets  provide  a full  24  hours  of  therapy... with  all  the  extra 
benefits  of  DECLOMYCIN... lower  mg  intake  per  day... proven  potency... 
1-2  days’  "extra”  activity  to  protect  against  relapse  or  secondary  infection. 

DECLOMYCIIV 

DEMETHYLCHLOKTETRACYCLINE 
SOOrng  FILM  COATED  TABLETS 


Effective  in  a wide  range  of  everyday  infections 
—respiratory,  urinary  tract  and  others— in  the 
young  and  aged— the  acutely  or  chronically  ill— 
when  the  offending  organisms  are  tetracycline- 
sensitive. 

Warning  — In  renal  impairment,  usual  doses 
may  lead  to  excessive  systemic  accumulation 
and  liver  toxicity.  Under  such  conditions,  lower 
than  usual  doses  are  indicated  and,  if  therapy 
is  prolonged,  serum  level  determinations  may 
be  advisable.  A photodynamic  reaction  to  nat- 
ural or  artificial  sunlight  has  been  observed. 
Small  amounts  of  drug  and  short  exposure 
may  produce  an  exaggerated  sunburn  reaction 
which  may  range  from  erythema  to  severe  skin 
manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients 


should  avoid  direct  exposure  to  sunlight  and 
discontinue  drug  at  the  first  evidence  of  dis- 
comfort. 

Precautions  and  Side  Effects  — Overgrowth  of 
nonsusceptible  organisms  may  occur.  Constant 
observation  is  essential.  If  new  infections 
appear,  appropriate  measures  should  be  taken. 
Use  of  demethylchlortetracycline  during  tooth 
development  (last  trimester  of  pregnancy, 
neonatal  period  and  early  childhood)  may 
cause  discoloration  of  the  teeth  (yellow-grey- 
brownish).  This  effect  occurs  mostly  during 
long-term  use  but  has  also  been  observed  in 
short  treatment  courses.  In  infants,  increased 
intracranial  pressure  with  bulging  fontanels 
has  been  observed.  All  signs  and  symptoms 
have  disappeared  rapidly  upon  cessation  of 


treatment.  Side  reactions  include  glossitis, 
stomatitis,  proctitis,  nausea,  diarrhea,  vaginitis 
and  dermatitis.  If  adverse  reaction  or  idiosyn- 
cracy  occurs,  discontinue  medication  and  insti- 
tute appropriate  therapy.  Anaphylactoid  reac- 
tions have  been  reported. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or 
300  mg  b.i.d.  should  be  given  1 hour  before  or 
2 hours  after  meals,  since  absorption  is 
impaired  by  the  concomitant  administration  of 
high  calcium  content  drugs,  foods  and  some 
dairy  products. 

Capsules:  150  mg  of  demethylchlortetracycline 
HCI. 

Tablets:  film  coated,  300  mg,  150  mg,  and 
75  mg  of  demethylchlortetracycline  HCI. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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Metropolitan  Life  Insurance  Co. 
Named  Ky.  Medicare  Carrier 

The  Metropoliian  Life  Insurance  Company  of  New 
^ ork  has  been  appointed  "carrier"  for  Kentucky  by 
the  Social  Security  Administration  to  administer  Part 
B.  Title  XVTIl  of  Public  Law  89-97,  according  to 
R.M.  Ball,  Washington,  Social  Security  administrator. 

The  special  ad  hoc  Committee  of  the  KMA  Board 
of  Trustees,  which  has  been  assigned  the  duty  of 
s.udying  Title  XVlIl  and  advising  the  Board  on  its 
implementa.ion  planned  a meeting  on  March  9 with 
approp'iate  officials  of  Metropolitan. 

i^ccording  to  Mr.  Ball’s  announcement,  32  Blue 
Shield  plan;  and  15  insurance  companies  have  been 
appointed  carriers  for  49  of  the  states.  The  carriers 
for  on;  state  and  three  possessions  have  not  been 
announced. 

The  Board  of  Trustees  of  KMA  early  in  December 
had  nominated  the  Kentucky  Blue  Shield  Plan  as  the 
carrier  for  Kentucky. 

Dr.  Denham  in  1 1 Committee  Posts 
In  Ky.  House  of  Representatives 

Mitchel  B.  Denham,  M.D.,  Maysville,  representa- 
tive from  District  70  (Bracken  and  Mason  Counties) 
is  one  of  the  busier  men  in  the 
Kentucky  Legislature’s  House  of 
Representatives  this  year. 

In  addition  to  being  speaker- 
pro-tem  of  the  House,  Doctor  Den- 
ham is  serving  in  various  capaci- 
ties on  the  following  11  commit- 
tees of  the  House:  Agriculture; 

Appropriations;  Drainage  and  Wa- 
ter Districts;  Insurance;  Kentucky  Doctor  Denham 
Statutes  No.  1;  Kentucky  Statutes  No.  3;  Legislative 
Affairs;  Public  Health;  Public  Utilities;  Ways  and 
Means;  and  Roads  and  Highways. 

Doctor  Denham  is  serving  as  trustee  from  the 
Ninth  Trustee  District  on  the  KMA  Board  of  Trustees 
and  has  long  been  active  in  local  civic  and  medical 
affairs. 

Nominating,  Awards  Committees 
To  Meet  at  Interim  Meeting 

The  KMA  Nominating  and  Awards  Committees 
will  meet  at  well-marked  tables  during  the  Thursday, 
April  14  luncheon  session  of  the  Interim  Meeting  at 
Cumberland  Falls,  so  that  members  may  visit  with 
each  committee  to  present  their  nominations  for  gen- 
eral officers  and  awards  recipients. 

Each  committee  will  present  slates  of  nominees 
during  the  KMA  Annual  Meeting  in  September.  The 
Nominating  Committee  is  composed  of  Harold  B.  Bar- 
ton, M.D.,  Corbin;  Ballard  W.  Cassady,  M.D.,  Pike- 
ville;  Irving  F.  Kanner,  M.D.,  Lexington;  W.  Vinson 
Pierce,  M.D.,  Covington;  and  William  T.  Rumage,  Jr., 
M.D.,  Louisville.  A chairman  will  be  chosen  at  the 
luncheon  meeting. 

The  Awards  Committee,  headed  by  William  H. 
Bizot,  M.D.,  Louisville,  also  includes  Richard  Grise, 
M.D.,  Bowling  Green;  James  M.  Keeton,  M.D.,  Ash- 


land; Joseph  Keith  Jr.,  M.D.,  Lexington;  and  Max  D. 
Klein,  M.D.,  Shelbyville.  The  committee  will  make 
nominations  for  recipients  of  the  Dis.inguished  Serv- 
ice, Outstanding  General  Practitioner,  and  R.  Haynes 
Barr  awards. 


Doctor  Howard  Doctor  Coleman 


Critical  Dimension  to  be  Topic  At 
Fifth  District,  JCMS  Meeting 

“The  Critical  Dimension”,  a study  of  the  past, 
present  and  future  of  medicine,  will  be  explored  April 
18  at  the  joint  meeting  of  the  Fifth  KMA  Trustee 
District  and  the  Jefferson  County  Medical  Society,  ac- 
cording to  Alfred  O.  Miller,  M.D.,  district  trustee, 
and  Hoyt  D.  Gardner,  M.D.,  JCMS  president. 

Ernest  B.  Howard,  M.D.,  executive  vice-president 
of  the  American  Medical  Association,  and  Erank  C. 
Coleman,  M.D.,  Tampa,  Ela.,  chairman  of  the  Board 
of  the  American  Medical  Political  Action  Committee, 
will  discuss  the  scientific,  economic,  legislative  and 
political  accomplishments  of  medicine  and  its  hopes 
for  the  future. 

Doctor  Howard,  who  has  made  several  speaking  ap- 
pearances in  Kentucky,  has  been  an  executive  officer 
of  the  AM  A since  1948.  In  that  position  he  headed 
the  AMA’s  task  force  in  resisting  medical  care  legisla- 
tion. He  is  a graduate  of  the  Boston  University 
School  of  Medicine. 

Doctor  Coleman,  a pathologist,  has  been  a mem- 
ber of  the  AMP  AC  Board  for  many  years.  He  is  a 
member  of  the  AMA  Council  on  Legislative  Activities 
and  of  the  Study  Committee  on  Pathology.  A native 
of  Mississippi,  he  is  a graduate  of  Tulane  University 
School  of  Medicine.  He  formerly  practiced  at  Des 
Moines,  la. 

Physicians  and  their  wives  from  all  over  Kentucky 
will  be  invited  to  attend  the  meeting,  which  will  also 
feature  remarks  by  representatives  of  KMA.  A social 
hour  will  begin  at  6:00  p.m.,  dinner  at  7:00,  and  the 
meeting  at  8:00  at  the  Executive  Inn  in  Louisville. 


REMEMBER  VOTER  REGISTRATION 

March  26  is  the  last  date  prospective  voters  in  Ken- 
tucky may  register  to  vote  in  the  May  primary  elections, 
which  will  be  held  on  the  24th  of  that  month.  If  you 
have  recently  moved  into  the  state,  or  have  moved 
from  one  city  to  another,  it  is  important  that  your 
registration  be  changed  accordingly  so  that  you  may 
exercise  your  right  to  vote.  This  year's  primary  in  Ken- 
tucky involves  one  U.S.  Senate  seat,  seven  U.S.  repre- 
sentatives, and  some  local  offices. 
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Thirteenth  Trustee  District 
To  Meet  April  5,  Ashland 

The  Thirteenth  KMA  Trustee  District  will  meet 
jointly  with  the  Boyd  County  Medical  Society  on 
April  5 at  Ashland,  according  to  Walter  L.  Cawood, 
M.D.,  Ashland,  district  trustee. 

A social  hour  will  begin  at  6:30,  with  dinner  at 
7:00,  followed  by  the  meeting.  Doctor  Cawood  an- 
nounced. Wives  will  be  invited  to  attend. 

Final  plans  for  speakers  have  not  been  made  at 
the  time  of  this  writing.  Individual  invitations  will  be 
sent  to  members  of  the  trustee  district. 


AMA  Sends  Dr.  Long  to  Vietnam 
To  Study  Health  Facilities 

Robert  C.  Long,  M.D.,  Louisville,  a member  of  the 
American  Medical  Association’s  Board  of  Trustees, 
recently  returned  from  a trip  to  South  Vietnam  to 
study  the  feasibility  of  expanding  medical  facilities 
in  that  country. 

Doctor  Long  headed  a four-man  team  representing 
the  AMA  Board,  who  conducted  the  investigation  at 
the  request  of  the  U.S.  Agency  for  International  De- 
velopment (AID).  The  inspection  was  instigated  by 
the  government  of  South  Vietnam,  who  asked  the 
U.S.  Government  to  make  the  study. 

Accompanying  Doctor  Long  on  the  tour  were 
Ernest  B.  Howard,  M.D.,  executive  vice-president  of 
the  AMA;  Walter  S.  Wiggins,  M.D.,  secretary  of  the 
AMA  Council  on  Medical  Education;  and  William 
A.  Sodeman,  M.D.,  a member  of  the  Council  and 
dean  of  Jefferson  Medical  College,  Philadelphia. 

The  Federal  government  asked  the  AMA  to  focus 
special  attention  on  the  medical  school  in  Saigon, 
and  to  consider  the  expansion  of  its  training  program 
with  a view  toward  supplying  the  country  with  addi- 
tional medical  personnel.  U.S.  assistance  would  in- 
clude supplying  medical  educators  trained  in  this 
country  and  medical  consultants  for  existing  facilities. 
Recommendations  from  the  study  team  will  go  to 
the  AMA  Board  of  Trustees,  who  will  consider 
them  and  pass  them  on  to  the  U.S.  government. 


Drs.  Baker,  Greathouse,  Speak 
At  Seventh  District  Meeting 

“The  Physician  in  1966”  was  the  topic  of  Everett 
H.  Baker,  M.D.,  KMA  president  from  Louisville,  the 
featured  speaker  at  the  Seventh  KMA  Trustee  Dis- 
trict Eebruary  23  at  Shelbyville,  according  to  Donald 
Chatham,  M.D.,  Shelbyville,  trustee  for  the  district. 

Richard  F.  Greathouse,  M.D.,  vice-speaker  of  the 
KMA  House  of  Delegates  and  secretary  of  the  Ken- 
tucky Educational  Medical  Political  Action  Commit- 
tee also  addressed  the  assembly  on  “KEMPAC’s 
Opportunities  in  1966.” 

The  meeting  was  held  at  Science  Hill  Restaurant. 
Wives  attending  the  dinner  meeting  were  treated  to  a 


tour  of  the  historic  building,  formerly  a girl’s  school, 
and  an  adjacent  antiques  gallery.  Doctor  Chatham 
said. 

Eighth  District  Meeting  Planned 
April  7 at  So.  Ft.  Mitchell 

Everett  H.  Baker,  M.D.,  Louisville,  and  Carl  Coop- 
er, M.D.,  Bedford,  will  be  the  principal  speakers  on 
the  program  of  the  Eighth  Trustee  District  Meeting 
April  7 at  South  Fort  Mitchell,  W.  Donald  Janney, 
M.D.,  Covington,  district  trustee,  has  announced. 

Doctor  Baker  will  discuss  the  role  of  the  physician 
in  1966,  and  Doctor  Cooper  will  address  the  group 
on  the  achievements  and  goals  of  the  Kentucky  Edu- 
cational Medical  Political  Action  Committee. 

Wives  of  members  will  be  invited  to  attend  the 
meeting,  which  will  be  held  at  the  Lookout  House, 
Doctor  Janney  said.  Members  will  be  sent  individual 
invitations. 

Governor’s  Occupational  Health 
Conference  to  be  March  28 

The  second  annual  Governor’s  Conference  on 
March  28  in  Louisville  will  have  its  theme  “The 
Supervisor’s  Role  in  Occupational  Health  and  Safety,” 
according  to  Gradie  R.  Rowntree,  M.D.,  Louisville, 
conference  chairman. 

In  conjunction  with  the  conference,  which  is  to  be 
held  at  the  Brown  Hotel,  the  Occupational  Health 
Section  of  the  Kentucky  Nursing  Association  will 
meet  March  26,  and  the  Kentucky  Industrial  Medical 
Association  on  March  27,  both  at  the  Brown. 

John  E.  Eckerle,  M.D.,  president  of  the  Industrial 
Medical  group  and  program  chairman  for  the  con- 
ference, said  that  pre-conference  consultants  on  such 
topics  as  medicine,  safety,  toxicology,  nursing  and 
labor  will  be  available  to  early  arrivals  at  7:00  p.m., 
Sunday,  March  27.  Films  on  other  subjects  will  also 
be  shown  at  that  time. 

Edward  T.  Breathitt,  Governor  of  Kentucky,  will 
address  the  group  at  10:00  a.m.  Monday.  Other 
speakers  will  present  such  topics  as  “Environmental 
Health  Hazards,”  “The  Industrial  Hygienist  on  the 
Health  and  Safety  Team,”  and  “Job  Disruption  Con- 
cept with  Focus  on  Accidents.”  Group  workshop 
subjects  will  include:  “Occupational  Health  in  the 
Community,”  and  “Motivating  People  in  Health  and 
Safety.” 

Last  year’s  conference,  the  first  of  its  kind  in  Ken- 
tucky, was  held  in  Lexington  and  attended  by  ap- 
proximately 250  people. 


YOUR  SECRETARY  NEEDS  YOUR  DUES 

“If  you  have  not  already  paid  your  county,  state, 
and  AMA  dues,  please  assist  your  county  society 
secretary  by  doing  so  as  soon  as  possible,”  requests 
KMA  president  Everett  H.  Baker,  M.D.  He  continued, 
“Like  you,  your  secretary  is  a busy  man,  and  would 
appreciate  your  helping  him  to  avoid  a last- 
minute  rush.”  Bylaws  provide  that  dues  remaining 
unpaid  by  April  1 be  considered  delinquent. 
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KDA  Plans  106th  Annual  Meeting 
For  April  3-6  in  Louisville 

William  K.  Keller,  M.D.,  professor  and  chairman 
of  the  department  of  psychiatry  at  the  University 
of  Louisville  School  of  Medicine,  will  be  a featured 
speaker  during  the  Kentucky  Dental  Association’s 
106th  Annual  Meeting  April  3-6  in  Louisville. 

Doctor  Keller  was  invited  to  participate  as  this 
year’s  exchange  speaker  from  the  Kentucky  Medical 
Association.  His  topic  has  not  yet  been  announced. 

The  theme  of  the  meeting,  which  will  be  con- 
ducted at  the  Brown  Hotel,  will  be  “Preventive 
Dentistry”,  according  to  A.  B.  Coxwell,  D.M.D., 
executive  secretary  of  KDA,  who  released  the  pro- 
gram information. 

Among  the  topics  to  be  presented  during  the  four 
half-day  sessions  will  be:  “The  Office  Application 
of  a Preventive  Dentistry  Program”,  “Epidemiologic 
Aspects  of  Periodontal  Disease”,  “Malocclusial  Re- 
lationships”, and  “Helpful  Hints  in  Preventive  Den- 
tistry”. 

UN  Correspondent  to  be  Speaker 
At  Hospital  Assn.  Session 

Miss  Pauline  Frederick,  United  Nations  corre- 
spondent for  NBC  radio  and  television,  will  speak  at 
the  April  26  President’s  Luncheon  held  by  the  Ken- 
tucky Hospital  Association  during  its  annual  meeting 
in  Louisville  April  25-28,  according  to  W.  Leon 
Hisle,  Berea,  KHA  president. 

Four  physicians  and  a number  of  other  speakers 
will  share  the  spotlight  with  Miss  Frederick  during 
the  four-day  session  at  the  Kentucky  Hotel,  and  will 
take  part  in  panel  discussions  on  various  topics. 

They  are:  Madison  B.  Brown,  M.D.,  associate  di- 
rector of  the  American  Hospital  Association;  Robert 
Q.  Marston,  M.D.,  a vice-chancellor  and  dean  at  the 
University  of  Mississippi;  William  H.  McBeath,  M.D., 
Frankfort,  director  of  the  Bureau  of  Medical  Services 
in  the  Kentucky  Department  of  Health;  and  Robert 
C.  Tate,  M.D.,  Louisville  surgeon. 

Fifteen  allied  organizations  will  meet  concurrently 
during  the  convention,  for  which  registration  is  ex- 
pected to  exceed  1,700. 

Ky.  Ob-Gyn  Society  Meeting  Set 
April  14-16  in  Cincinnati 

Five  distinguished  guest  speakers  will  discuss  prob- 
lems connected  with  obstetrics  and  gynecology  at 
the  19th  Annual  Meetings  of  the  Kentucky  Obstetrical 
and  Gynecological  Society  April  14-16  at  the  Nether- 
land  Hilton  Hotel  in  Cincinnati,  Society  President 
Elwood  L.  Woolsey,  M.D.,  Harlan,  has  announced. 

Appearing  on  April  14  morning  program  will  be 
Frederick  P.  Zuspan,  M.D.,  professor  and  chairman 
of  the  department  of  obstetrics  and  gynecology  at 
the  Medical  College  of  Georgia.  Richard  D.  Bryant, 
M.D.,  clinical  professor  of  obstetrics  at  the  Uni- 


versity of  Cincinnati,  will  take  part,  with  Doctor 
Zuspan,  in  a panel  discussion  during  the  same  ses- 
sion. 

Nichols  Vorys,  M.D.,  assistant  professor  in  the 
department  of  obstetrics  and  gynecology  at  the  Ohio 
State  University  College  of  Medicine,  will  be  the 
first  speaker  Friday  morning.  Raymond  C.  Mellinger, 
M.D.,  of  the  section  of  endocrinology  at  Henry 
Ford  Hospital,  Detroit,  will  present  two  papers  on 
Friday  morning. 

Also  participating  in  the  session  will  be  Alan 
Rubin,  M.D.,  director  of  the  Office  of  Health  Sur- 
vey of  the  department  of  obstetrics  and  gynecology 
at  the  University  of  Pennsylvania.  Other  speakers 
will  be  members  of  the  departments  of  obstetrics 
and  gynecology  at  the  University  of  Louisville  and 
the  University  of  Kentucky. 

Doctor  Woolsey  said  that  features  of  the  meeting 
will  include  the  election  and  installation  of  officers, 
and  the  presentation  of  prizes  for  the  two  best 
papers  submitted  by  obstetrical  and  gynecological 
residents. 

The  meeting  will  close  Saturday  morning  follow- 
ing an  open  meeting  of  the  Kentucky  Medical  As- 
sociation’s Committee  on  Maternal  Mortality.  Mem- 
bers of  the  Cincinnati  Obstetrical  and  Gynecological 
Society,  interested  physicians  from  the  area,  and 
residents,  interns  and  medical  students  are  invited. 

KAGP  May  Scientific  Assembly 
Features  Ten  Top  Lecturers 

The  Kentucky  Academy  of  General  Practice  will 
hold  its  annual  Scientific  Assembly  on  May  11,  12, 
and  13  at  the  Kentucky  Hotel  in  Louisville,  Carroll 

L.  Witten,  M.D.,  Louisville,  KAGP  president,  has 
announced. 

Featured  on  this  year’s  program  will  be  ten  out- 
standing guest  speakers,  four  of  whom  are  former 
Louisvillians,  Clarence  E.  Quaife,  M.D.,  Louisville, 
program  chairman,  said. 

The  four  are  Arthur  H.  Keeney,  M.D.,  Philadel- 
phia; Joseph  A.  Little,  M.D.,  Nashville;  Hugh  B. 
Lynn,  M.D.,  Rochester,  Minn.;  and  Richard  P. 
Schmidt,  M.D.,  Gainesville,  Fla.  Other  guests  will  be 
Thomas  L.  Marchioro,  M.D.,  Denver;  Richard  G. 
Martin,  M.D.,  Houston;  Richard  E.  Palmer,  M.D., 
Alexandria,  Va.;  Franklin  D.  Schwartz,  M.D.,  Chica- 
go; John  P.  Utz,  M.D.,  Richmond,  Va.;  and  William 
H.  Weidman,  M.D.,  Rochester,  Minn. 

Doctor  Martin’s  appearance  will  be  sponsored  with 
the  cooperation  of  the  Kentucky  Cancer  Society, 
and  Doctor  Utz  with  the  Kentucky  Thoracic  Society. 

Surgical  Society  Meeting  Set 

The  Kentucky  Surgical  Society  will  meet  May  14 
and  15  at  the  French  Lick  (Indiana)  Sheraton  Hotel, 
according  to  an  announcement  by  Rudolf  J.  Noer, 

M. D.,  Louisville,  Society  president.  Doctor  Noer  said 
that  Angus  McLachlin,  M.D.,  of  London,  Ontario, 
will  address  the  group  on  “Sequelae  of  Venus  Throm- 
bosis and  their  Management”.  Further  information 
will  be  published  in  the  April  issue  of  The  Journal. 
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to  help  relieve  pain 
in  common 
anorectal  disorders 


"non-came” 

Diotiiane 


Diothane— with  its  chemically  distinct  “non-caine”  anesthetic 
agent  diperodon  — provides  effective  temporary  topical  anes- 
thetic and  emollient  actions  for  soothing  relief  of  anorectal 
pain.  Anesthetic  activity  is  effective  and  relatively  prolonged; 
sensitization  is  infrequent.  Reports  to  Merrell  on  1 ,500  patients 
treated  pre-  and  postoperatively  with  Diothane  Ointment, 
indicate  only  22  developed  local  skin  reactions.  Reactions  to 
Diothane  have  been  burning  or  stinging  sensations  and  a few 
cases  of  allergic  manifestations.  An  additional  advantage: 
Diothane  Ointment  and  Suppositories  are  mildly  antiseptic. 
Prescribe  or  recommend  either  form . . . both  are  now  available. 


DIOTHAITE  OINTMENT 

COMPOSITION: 
diperodon  1.0%;  oxyquinoline 
benzoate  0.1%  in  a special  oint- 
ment base. 

INDICATIONS: 

Provides  temporary  palliation  of 
pain  that  may  result  from  hemor- 
rhoidectomy and  from  common 
anorectal  disorders  such  as  hemor- 
rlioids,  anal  fissures,  pruritus  ani. 


DIOTHANE  SUPPOSITORIES 

COMPOSITION: 

Each  suppository,  vreighing  ap- 
proximately 2.6  Gm.,  contains 
diperodon  1.0%;  urea  10.0%; 
oxyquinoline  benzoate  0.1%  in  a 
special  hydrophilic  suppository 
base.  A unique  shape  keeps  the 
suppository  in  intimate  contact 
with  mucous  membranes. 

INDICATIONS: 

Provide  for  temporary  palliation 
of  pain  caused  by  hemorrhoids 
and  pruritus  ani. 


THE  WM.  S.  MERRELL  COMPANY 
Division  of  Richardson-Merrell  Inc. 
Gncinnati,  Ohio  45215/Weston,  Ontario 


GROUP  DYNAMICS.  A joint  conference  on  medical  Educa- 
tion sponsored  by  KMA  in  cooperation  with  the  University 
of  Louisville  and  the  University  of  Kentucky  medical  schools 
was  held  January  21-23  at  Park  Mammoth  resort.  Thirty 
representatives  of  KMA  and  fifteen  from  each  school  at- 
tended the  meeting.  Pictured  above  is  a workshop  session 
discussing  some  of  the  problems  involved  in  medical 
education. 


Dr.  Eiseman  Serving  in  Vietnam 
As  Surgical  Consultant 

Ben  Eiseman,  M.D.,  professor  and  chairman  of  the 
department  of  surgery  at  the  University  of  Kentucky 
College  of  Medicine,  left  February  13  for  six  weeks 
in  Vietnam  to  serve  as  surgical  consultant  to  the 
Navy  and  to  the  Marines. 

Before  leaving.  Doctor  Eiseman  explained  that  he 
will  have  two  basic  duties:  that  of  consultant  to 
the  Marines  in  the  care  of  battle  casualties,  and 
the  organization  of  surgical  research  projects  im- 
portant in  studying  casualties  in  the  field. 

He  will  represent  the  Committee  on  Trauma  of 
the  National  Research  Council  in  organizing  the 
Surgical  Research  Unit.  Precedent  for  such  projects 
was  established  in  the  Surgical  Research  Units  in 
Korea,  World  War  II  in  Italy,  and  World  War  I. 


Second  Trustee  District  Holds 
Jan.  1 1 Meeting  at  Owensboro 

The  civic  responsibilities  of  the  physician  were 
discussed  by  Everett  H.  Baker,  M.D.,  Louisville,  KMA 
president,  who  spoke  at  the  meeting  of  the  Second 
KMA  Trustee  District  January  11  at  Owensboro. 

Sharing  the  program  with  Doctor  Baker  was  Lloyd 
G.  Yopp,  M.D.,  Louisville,  who  presented  a scientific 
paper  on  diabetes. 

W.  Gerald  Edds,  M.D.,  Calhoun,  trustee  for  the 
Second  District,  arranged  the  program  for  the  dinner 
meeting,  which  was  held  at  Gabe’s  Restaurant. 


KMA  Announces  New  Members 

According  to  the  membership  department  of  the 
Kentucky  Medical  Association,  records  show  the  inclu- 
sion of  six  new  members,  all  from  Louisville.  This 
list  was  current  as  of  February  1. 

The  six  are:  Arnold  M.  Belker,  M.D.,  Fitzhugh 
Mullins,  M.D.,  Michael  Peveler,  M.D.,  M.  Saint 
Pierre,  M.D.,  Bobbie  E.  Spencer,  M.D.,  and  Walter 
M.  Wolfe,  M.D. 


Doctor  Haggai 


Doctor  Ward 


Seniors  at  Ky’s  Two  Med  Schools 
To  Hear  Outstanding  Speakers 

Donovan  F.  Ward,  M.D.,  Dubuque,  la.,  immediate 
past  president  of  the  AMA,  and  Thomas  S.  Haggai, 
D.D.,  a popular  after  dinner  speaker  from  High 
Point,  N.C.,  will  be  the  featured  speakers  at  the 
respective  KMA  Senior  Day  programs  at  the  Uni- 
versity of  Kentucky  and  the  University  of  Louisville 
medical  schools,  Fred  C.  Rainey,  M.D.,  Elizabeth- 
town, Senior  Day  Committee  chairman,  has  an- 
nounced. 

Everett  H.  Baker,  M.D.,  Louisville,  KMA  presi- 
dent, and  other  representatives  of  KMA  will  speak 
on  the  University  of  Louisville  March  21  program 
and  the  University  of  Kentucky  program  April  12. 

Doctor  Haggai,  a Baptist  minister  who  averages  a 
speech  a day  before  business,  civic,  educational  and 
religious  groups,  will  speak  on  “As  a Man  Thinketh” 
to  the  University  of  Louisville  seniors.  He  is  nationally 
known  for  his  syndicated  radio  program,  “Values  for 
Living.”  This  twelfth  annual  program  is  sponsored 
by  KMA  in  cooperation  with  the  Jefferson  County 
Medical  Society  and  the  School  of  Medicine. 

Doctor  Ward,  whose  topic  is,  “Be  Wisely  Selfish,” 
will  address  the  Senior  Class  at  the  University  of 
Kentucky  at  the  Third  Annual  Senior  Day  program 
sponsored  by  KMA  in  cooperation  with  the  Fayette 
County  Medical  Society  and  the  College  of  Medicine. 
Doctor  Ward  has  served  as  an  AMA  vice  president 
and  for  nine  years  was  a delegate  to  AMA  from  the 
Iowa  Medical  Society. 

Seniors  at  both  schools  will  hear  talks  on  the  civic 
and  legislative  responsibilities  of  the  physician, 
“Where  You  Practice,”  “Human  Equation  in  Medi- 
cal Practice”  and  the  “Mechanics  of  Setting  Up 
Practice.”  Both  programs  will  conclude  with  a dinner 
for  the  seniors. 


Pediatricians  Plan  Joint  Meeting 

The  Kentucky  Pediatric  Society  and  the  Kentucky 
Chapter  of  the  American  Academy  of  Pediatrics 
will  hold  their  annual  joint  meeting  on  May  18  and 
19  in  Owensboro,  according  to  W.  D.  Bushong, 
M.D.,  Owensboro,  Society  president,  who  is  in  charge 
of  arrangements.  Additional  details  will  be  made 
available  in  later  issues  of  The  Journal. 
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The 'discomforts  of 

DIARRHEA 
MUCOUS  COLITIS 
DIVERTICULITIS 
SPASTIC  URETERITIS 
BLADDER  SPASM 

. . . are  relieved  by  direct  musculo  tropic  action  with 


Trocinate' 

BRAND  THIPHENAMIL  HCl 


Available  in  100  milligram  pink  sugar-coated  tablets. 


The  high  therapeutic  index  permits  dosage  sufficient  to  relieve 
spasm  promptly.  The  usual  initial  dose  is  4 tablets.  Maintenance  dosage 
is  usually  one  or  two  tablets  4 times  a day. 


Trocinate  BRAND  THIPHENAMIL  HCI 

BETA-DIETHYLAMINOETHYL  DIPHENYLTHIOACETATE  HYDROCHLORIDE 

. . . directly  relaxes  smooth  muscle  spasm 
. . . combats  hypermotility 
. . . non-mydriatic  — may  be  used  in  glaucoma 

Trocinate  (Thiphenamil  HCl)  has  been  found  in  three  clinical  studies,  (J.  Mo. 
Med.  Assoc.,  48:685-6;  Med.  Rec.  & Annals,  43:1104-6;  J.  Urol.,  73:487-93), 
to  be  effective  and  to  be  free  of  side-effects.  Fifteen  years  of  wide  clinical  usage  has 
affirmed  the  safety  and  effectiveness  of  Trocinate. 

WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA 
Manufacturers  of  ethical  pharmaceuticals  since  1856 
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Ky.  Chapter,  ACS,  to  Meet 
April  7-9  in  Lexington 

The  Kentucky  Chapter,  American  College  of  Sur- 
geons, will  hold  its  annual  scientific  meeting  in  co- 
operation with  the  University  of  Kentucky  depart- 
ment of  surgery  on  April  8 and  9 in  Lexington,  ac- 
cording to  Charles  M.  Edelen,  M.D.,  Louisville, 
president. 

Ben  Eiseman,  M.D.,  professor  and  chairman  of  the 
department  of  surgery  at  U.  of  K„  will  be  in  charge 
of  the  Friday,  April  8,  program  at  the  medical  center, 
Doctor  Edelen  said.  Faculty  members  from  the  de- 
partment will  present  papers  at  that  session.  The 
Saturday  session,  which  ends  at  noon,  will  be  pre- 
sented by  chapter  members  and  guest  speakers  at  the 
Imperial  House  in  Lexington. 

Doctor  Edelen  announced  that  three  distinguished 
guest  lecturers  will  be  featured  on  the  program.  They 
are  William  A.  Altemeier,  M.D.,  head  of  the  depart- 
ment of  surgery  at  the  University  of  Cincinnati; 
J.  William  Hillman,  M.D.,  chief  of  orthopedic  surgery 
at  Vanderbilt;  and  C.  B.  Mueller,  M.D.,  chairman  of 
surgery  at  the  State  University  of  New  York  Upstate 
Medical  Center  at  Syracuse. 

The  chapter’s  annual  business  session  will  be  held 
this  year  on  the  evening  of  April  7 at  8:00  p.m.  at 
the  Imperial  House.  This  meeting  has  been  held  pre- 
viously at  the  end  of  the  scientific  program.  Doctor 
Edelen  said. 


McCracken  County  Society  Hosts 
KMA  First  Trustee  District 

Everett  H.  Baker,  M.D.,  KMA  president  from 
Louisville,  was  the  main  speaker  at  the  meeting  of 
the  First  Trustee  District  at  the  Paducah  Country 
Club  on  January  27,  held  in  conjunction  with  the 
meeting  of  the  McCracken  County  Medical  Society. 

“Responsibilities  of  the  Physician  on  the  Local 
Scene”  was  Doctor  Baker’s  topic.  Sharing  the  program 
with  Doctor  Baker  was  John  C.  Quertermous,  M.D., 
Murray,  legislative  key  man  for  the  district  and  KMA 
delegate  to  the  American  Medical  Association. 

Joseph  R.  Miller,  M.D.,  Benton,  First  District  trus- 
tee, and  Walter  Johnson,  M.D.,  Paducah,  president  of 
the  McCracken  County  Society,  cooperated  in  ar- 
ranging the  program,  which  included  a talk  by  John 
Oehlschlaeger,  Paducah,  president  of  the  Kentucky 
Pharmaceutical  Association. 


Medical  Assistants  to  Meet 

The  Kentucky  State  Association  of  Medical  As- 
sistants has  announced  that  its  annual  meeting  will 
be  held  this  year  at  Stouffer’s  Louisville  Inn  on 
May  14  and  15.  Medicare  and  mental  health  will 
be  among  the  topics  to  be  covered  on  the  program, 
which  will  include  speakers  representing  the  Ken- 
tucky Medical  Association.  Further  information  will 
be  released  later. 


DEPROL 

meprobamate  400  mg.  + 
benactyzine  hydrochloride  1 mg. 

Indications:  ‘Deprol’  is  useful  in  the  manage- 
ment of  depression,  both  acute  (reactive)  and 
chronic.  It  is  particularly  useful  in  the  less 
severe  depressions  and  where  the  depression  is 
accompanied  by  anxiety,  insomnia,  agitation, 
or  rumination.  It  is  also  useful  for  management 
of  depression  and  associated  anxiety  accom- 
panying or  related  to  organic  illnesses. 
Contraindications:  Benactyzine  hydrochloride 
is  contraindicated  in  glaucoma.  Previous  aller- 
gic or  idiosyncratic  reactions  to  meprobamate 
contraindicate  subsequent  use. 

Precautions:  Meprobamate— C&Teful  super- 
vision of  dose  and  amounts  prescribed  is 
advised.  Consider  possibility  of  dependence, 
particularly  in  patients  with  history  of  drug  or 
alcohol  addiction;  withdraw  gradually  after  use 
for  weeks  or  months  at  excessive  dosage.  Abrupt 
withdrawal  may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions  in- 
cluding, rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  dis- 
turbances, the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or 
other  activity  requiring  alertness  should  be 
avoided  if  these  symptoms  are  present.  Effects 
of  excessive  alcohol  may  possibly  be  increased 
by  meprobamate.  Grand  mal  seizures  may  be 
precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and 
in  small  quantities  to  patients  with  suicidal 
tendencies. 

Side  effects:  Side  effects  associated  with  recom- 
mended doses  of  ‘Deprol’  have  been  infrequent 
and  usually  easily  controlled.  These  have  in- 
cluded drowsiness  and  occasional  dizziness, 
headache,  infrequent  skin  rash,  dryness  of 
mouth,  gastrointestinal  symptoms,  paresthesias, 
rare  instances  of  syncope,  and  one  case  each  of 
severe  nervousness,  loss  of  power  of  concen- 
tration, and  withdrawal  reaction  (status  epilep- 
ticus)  after  sudden  discontinuation  of  excessive 
dosage. 

Benactyzine  hydrochloride— Benactyzine 
hydrochloride,  particularly  in  high  dosage,  may 
produce  dizziness,  thought-blocking,  a sense  of 
depersonalization,  aggravation  of  anxiety  or 
disturbance  of  sleep  patterns,  and  a subjective 
feeling  of  muscle  relaxation,  as  well  as  anti- 
cholinergic effects  such  as  blurred  vision,  dry- 
ness of  mouth,  or  failure  of  visual  accommoda- 
tion. Other  reported  side  effects  have  included 
gastric  distress,  allergic  response,  ataxia,  and 
euphoria. 

Meprobamate— Drov/siness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreasing 
the  dose.  Allergic  or  idiosyncratic  reactions  are 
rare,  generally  developing  after  one  to  four 
doses.  Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopapular  rash. 
Acute  nonthrombocytopenic  purpura  with  pe- 
ripheral edema  and  fever,  transient  leukopenia, 
and  a single  case  of  fatal  bullous  dermatitis 
after  administration  of  meprobamate  and  pred- 
nisolone have  been  reported.  More  severe  and 
very  rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises  (1 
fatal  case),  anuria,  anaphylaxis,  stomatitis  and 
proctitis.  Treatment  should  be  symptomatic  in 
such  cases,  and  the  drug  should  not  be  reinsti- 
tuted. Isolated  cases  of  agranulocytosis,  throm- 
bocytopenic purpura,  and  a single  fatal  instance 
of  aplastic  anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these  con- 
ditions were  given  concomitantly.  Fast  EEG 
activity  has  been  reported,  usually  after  exces- 
sive meprobamate  dosage.  Suicidal  attempts 
may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Dosage:  Usual  starting  dose,  one  tablet  three  or 
four  times  daily.  May  be  increased  gradually 
to  six  tablets  daily  and  gradually  reduced  to 
maintenance  levels  upon  establishment  of  relief. 
Doses  above  six  tablets  daily  are  not  recom- 
mended even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression 
and  in  chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  con- 
taining meprobamate  400  mg.  and  benactyzine 
hydrochloride  1 mg. 

Before  prescribing,  consult  package  circular. 

Wallace  Laboratories  / Cranbury,  N.  J. 
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TRY  DEPROL 


meprobamate  400  mg.  + 
benactyzine  hydrocbloride  1 mg. 


FOR  DEPRESSION 


Application 

FOR  SPACE  IN  THE  SCIENTIFIC  EXHIBIT 

(Research  and  Teaching  Exhibits) 

1966  Annual  Meeting  Kentucky  Medical  Association 

Convention  Center  Louisville,  Kentucky  September  20,  21,  22 


Fill  Out  and  Mail  to: 

BENJAMIN  B.  JACKSON,  M.D.,  Chairman 

Committee  on  Scientific  Exhibits 
Kentucky  Medical  Association 
3532  Janet  Avenue 
Louisville,  Kentucky  40205 


Applications  for  space  should  be  received 
before  July  1,  1966 


Dimensions  and  structure  of  KMA  Scientific 
booth  are  shown  in  accompanying  illustration 


1 . Title  of  Exhibit: 

2.  Name  (s)  of  Exhibitor  (s):  (AMA  Member?) 


Institution  (if  desired): 

Mailing  Address 

3.  Do  you  have  a built-in  exhibit? 

4.  Description  of  Exhibit:  (Attach  Brief  Description  Not  To  Exceed  100  Words  to  this  blank) 

5.  Exhibit  will  consist  of  the  following:  (Check  which) 

Charts  and  Posters.  . . . Photographs.  . . . Drawings  ....  X-rays.  . . . 

Specimens.  . . . Moulages.  . . . Other  Material 

, „ , „ (Describe) 

6.  Booth  Requirements: 

Amount  of  wall  space  needed? 


Back  wall  Side  walls  (All  side  walls  are  4') 

Square  feet  needed? Shelf  desired?  (yes  or  no)  


7.  Indicate  sources  of  assistance  provided  in  connection  with  the  exhibit 

8.  Has  this  exhibit  been  exhibited  before?  If  so,  when  & where? 

Date  

Signature  of  Applicant 


The  Mead  Johnson  Aesculapius  Award  of  $200.00  and  identifying  plaque  will  be  presented  by  the 
KMA  for  the  best  exhibit  in  1966. 

The  Kentucky  Medical  Association  will  provide  without  cost  to  the  exhibitor  the  following:  Exhibit 
space,  shelves,  sign  for  booth,  current,  bracket  lights,  provided  all  items  are  approved  in  advance 
by  the  committee. 

Cost  of  transporting  exhibits  to  the  meeting  must  be  borne  by  the  individual  exhibitor  as  well  as 
costs  of  cards,  signs,  etc.,  which  are  a part  of  the  exhibit. 

View  boxes,  furniture,  decorations,  etc.,  may  be  rented,  if  desired,  by  applying  directly  to  Jos.  T. 
Griffin  Company,  704  West  Main  Street,  Louisville  2,  who  supply  equipment  for  the  annual  KMA 
meeting. 

Due  to  the  shortage  of  space,  please  have  your  exhibit  as  compact  as  possible. 
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In  anxiety 
states: 

B and  C 
vitamins 
are  therapy 


Stress  formula  vitamins  are  an  important  supportive  measure  in  main- 
taining the  nutritional  status  of  the  emotionally  disturbed  patient.  With 
STRESSCAPS,  B and  C vitamins  are  present  in  therapeutic  amounts  to  meet 
increased  metabolic  demands.  Patients  with  anxiety,  and  many  others  under- 
going physiologic  stress,  may  benefit  from  vitamin  therapy  with  STRESSCAPS. 


Each  capsule  contains: 

Vitamin  B i (asThiamine  Mononitrate)  10  mg. 


Vitamin  Bq  (Riboflavin)  10  mg. 

Niacinamide  100  mg. 

Vitamin  C (Ascorbic  Acid)  300  mg. 

Vitamin  85  (Pyridoxine  HCI)  2 mg. 

Vitamin  B12  Crystalline  4 mcgm. 

Calcium  Pantothenate  20  mg. 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  defi- 
ciencies. Supplied  in  decorative  “re- 
minder" jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 


too  young 
to  be  so  tired 


revive  interest,  • ^restore  activity 

““Alertonic 


Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15%;  pipradrol  hydro- 
chloride, 2 mg.;  thiamine  hydrochloride  (vitamin  Bi)  (10  MDR*),  10  mg.; 
riboflavin  (vitamin  B2)  (4  MDR),  5 mg.;  pyridoxine  hydrochloride  (vitamin 
B(j),  1 mg.;  niacinamide  (5  MDR),  50  mg.;  cholinet,  100  mg.;  inositoD, 
100  mg.;  calcium  glycerophosphate,  100  mg.  (supplies  2%  MDR  for  calcium 
and  for  phosphorus)  and  1 mg.  each  of  the  following:  cobalt  (as  chloride), 
manganese  (as  sulfate),  magnesium  (as  acetate),  zinc  (as  acetate),  and 
molybdenum  (as  ammonium  molybdate). 

’'‘Multiple  of  adult  MiDimum  Daily  Requirement  supplied. 

fThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 


the  need  for  a tonic  hnowvs  no  nge 

Life  can  begin  at  forty— except  when  functional  fatigue 
causes  her  to  feel  tired  all  the  time;  to  start  losing  interest 
in  friends  and  surroundings;  to  look  and  act  older  than 
her  years.  Alertonic— a prescription  tonic— can  help  your 
patient  become  her  normal  self  again.  Alertonic  helps  re- 
lieve mild  depression,  revive  interest  and  restore  purpose- 
ful activity  promptly. . .with  a formula  that  is  efficient  and 
economical.  Alertonic  contains  a mild  central  stimulant 
(pipradrol  hydrochloride),  15%  alcohol,  essential  vita- 
mins and  minerals.  No  hormones  or  MAO-inhibiting 
drugs  are  included.  No  iron.  No  iodine.  One  pleasant- 
tasting  tablespoonful  before  each  meal  comprises  the 
usual  daily  dose. 


Indications:  1.  Functional  fatigue  such  as  that  often  associated  with:  a 
depressing  life  experience  or  stressful  time  of  life;  advancing  years;  con- 
valescence; limited  activity  or  confinement.  2.  Poor  appetite  and  vitamin- 
mineral  deficiency  as  they  occur  in:  patients  having  faulty  eating  habits; 
geriatric  patients  who  are  losing  interest  in  food;  patients  convalescing 
from  debilitating  illness  or  surgery. 

Contraindications:  As  with  other  drugs  with  CNS-stimulating  action, 
Alertonic  is  contraindicated  in  hyperactive,  agitated  or  severely  anxious 
patients  and  in  chorea  or  obsessive-compulsive  states. 

Side  Effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs 
should  be  observed  carefully  in  the  initial  stages  of  treatment. 
Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to  2 
teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  he 
taken  three  times  daily  30  minutes  before  meals. 


THE  WM.  S.  MERRELL  COMPANY 
Division  of  RicharJson-Merrell  Inc 
Cincinnati,  Ohio/Wcston,  Ontario 
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U.  of  L.  Class  Reunions  Planned 
During  KMA  Annual  Meeting 

Ten  five-year  classes  of  the  University  of  Louis- 
ville School  of  Medicine  will  hold  reunions  during 
the  KMA  Annual  Meeting  September  20-22,  accord- 
ing to  Hollis  Johnson.  M.D.,  Louisville,  president  of 
the  U.  of  L.  Medical  Alumni  Association. 

Classes  holding  reunions  this  year  will  be  1916, 
1921.  1926.  1931,  1936,  1941,  1946,  1951,  1956,  and 
1961.  Chairmen  for  these  individual  class  functions 
have  not  yet  been  chosen. 

Plans  for  a general  reunion  celebration  for  all 
alumni  and  guests  are  being  made.  For  the  past  two 
years  this  party  has  been  held  aboard  the  Belle  of 
Louisville,  but  because  of  other  commitments,  the 
boat  will  not  be  available.  Further  information  will 
be  printed  in  The  Journal  as  it  becomes  available. 


NEWS  ITEMS 


Doyle  D.  Hogg,  M.D.,  has  begun  general  practice  at 
Frankfort  after  serving  with  the  U.S.  Navy.  Doctor 
Hagg,  a 1960  graduate  of  Jefferson  Medical  College, 
Philadelphia,  interned  at  the  U.S.  Naval  Hospital  in 
that  city. 

Mark  S.  Sexter,  M.D.,  has  become  associated  with 
Lytle  Atherton,  M.D.,  and  L.  Douglas  Atherton,  M.D. 
at  Louisville,  where  he  will  limit  his  practice  to 
urology.  Doctor  Sexter  was  graduated  from  the  Uni- 
versity of  Louisville  School  of  Medicine  in  1957 
and  interned  at  the  University  of  Texas  Hospital 
before  completing  his  residency  requirements  at  the 
University  of  Louisville. 

Arnold  M.  Belker  M.D.,  Louisville,  has  opened  an 
office  in  that  city  for  the  practice  of  urology.  A 
1958  graduate  of  U.  of  L.  School  of  Medicine,  he 
interned  at  New  England  Center  Hospital  at  Boston. 
Following  a year  of  residency  at  Louisville  General 
Hospital,  Doctor  Belker  completed  his  training  at 
the  State  University  of  Iowa  Hospital  in  1965. 

John  B,  Williams,  M.D.,  Louisville,  has  been  awarded 
a $3,500  Christmas  Seal  grant  by  the  American 
Thoracic  Society  to  continue  work  with  the  pulmonary 
disease  section  of  the  University  of  Louisville  School 
of  Medicine.  Doctor  Williams  is  a second  year  resi- 
dent at  Louisville  General  Hospital. 

Giles  L.  Stephens,  M.D.,  Louisville,  has  recently  been 
appointed  director  of  surgical  training  at  St.  Joseph 
Infirmary  in  Louisville.  In  another  appointment  an- 
nounced at  the  same  time.  Doctor  Stephens  was 
made  director  of  the  cancer  clinic  at  the  same  hos- 
pital. 

Virginia  Wallace  Lewis,  M.D.,  Irvine,  has  accepted 
the  post  of  director  of  health  departments  in  Madi- 
son and  Rockcastle  counties,  it  was  recently  an- 
nounced. R.  R.  Snowden,  M.D.,  formerly  health  of- 
ficer for  Madison  and  Clark  Counties,  as  well  as 


Estill  County,  has  given  up  the  former  posts  and 
will  serve  as  part-time  head  of  the  Estill  County 
Health  Department. 

William  L.  McLeod,  M.D.,  Paris,  has  recently  opened 
an  office  in  that  city,  where  he  will  be  engaged  in 
general  and  industrial  medical  practice.  Doctor 
McLeod  is  a 1938  graduate  of  Temple  University 
School  of  Medicine  and  interned  at  Winston-Salem, 
N.C.  He  previously  practiced  at  Norwood,  N.C. 

C.  E.  Hernandez,  M.D.,  Hardin  County  health  officer 
since  1961,  has  been  appointed  director  of  the 
recently-created  division  of  Epidemiology  of  the  Ken- 
tucky State  Department  of  Health,  announced  Rus- 
sell E.  Teague,  M.D.,  State  health  commissioner.  Doctor 
Hernandez  assumed  his  post  Eebruary  15. 

Austin  Smith,  M.D.,  former  editor  of  The  Journal  of 
the  American  Medical  Association,  and  former  presi- 
dent of  the  Pharmaceutical  Manufacturer’s  Associa- 
tion, who  has  been  a guest  speaker  at  several  KMA 
meetings,  is  now  serving  as  vice-chairman  of  the 
Board  of  Directors  of  Parke,  Davis  and  Company. 

Ky.  Diabetes  Assn,  to  Meet 

The  Kentucky  Diabetes  Association  will  hold  its 
annual  interim  meeting  May  12  at  the  University 
of  Kentucky  Medical  Center,  according  to  John  B. 
Selby,  M.D.,  Lexington,  secretary  and  program  chair- 
man. 

A morning  board  meeting  will  be  held  prior  to 
registration,  which  begins  at  noon.  The  general  ses- 
sion will  begin  at  1:00  p.m.  in  room  MN  442. 
Speakers  will  discuss  problems  in  the  production  and 
action  of  insulin.  All  physicians  and  members  of 
allied  professions  are  invited  to  attend. 

Appendectomies:  Review 

(Continued  from  Page  233) 

3.  Clements,  N.,  Olson,  J.  E.  and  Powers,  J.  H.:  Acute 
Appendicitis  in  a Rural  Community — Series  IV.  Ann.  Surg. 
161:231-237,  (Feb.)  1965 

4.  Thieme.  E.  T.:  Appendicitis — A Fifteen  Year  Survey, 

Arch.  Surg.  70.-207-212  (Feb.)  1955. 

5.  Eehrend,  A.:  Changing  Patterns  in  Appendicitis.  J.  A.  Ein- 
stein Med  CiT.,  9:238-242  (Oct.),  1961. 

6.  Lee,  J.A.H.:  'Appendicitis''  in  Young  Women.  Lancet. 

2:815-817  (Oct.)  1961. 

7.  Eisele,  C.  W.,  Slee,  V.  N.  and  Hoffman,  R.  G. : Can  The 
Practice  of  Internal  Medicine  be  Evaluated?  Ann  Int.  Med., 
44:144-161,  (Jan.),  1956. 

GENERAL  PRACTICE:  Central  Ken- 
tucky. Unusual  opportunity  to  join  a 
large,  active  practice.  Employee  sta- 
tus leading  to  future  partnership. 
Adequate  office  facilities,  hospital 
privileges,  substantial  salary.  Age  to 
40. 

Apply:  Henry  County  Clinic,  Inc. 

Eminence,  Kentucky  40019 
Phone  (502)  845-6911 
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Many 
anxious 
patients 
need  more 


than  just 
calming. 
Stelazine", 

br.naot  trifluoperazine 

offers 
true 
tranquilization. 


Sedative  or  muscle  relaxant-type  tranquilizers  are  often  all  that's 
needed  for  patients  with  temporary  situational  anxiety.  But  in 
the  many  patients  whose  anxiety  presents  a continuing  problem 
these  agents  are  limited  by  their  generalized  dulling  effects. 
'Stelazine'  can  attack  anxiety  directly  without  producing 
annoying  dulling  effects.  On  'Stelazine',  patients  can  react 
more  normally  to  day-to-day  stress  yet  remain  alert,  able  to 
carry  on  their  normal  activities. 

Contraindicated  in  comatose  or  greatly  depressed  states  due  to  CNS  depressants 
and  m cases  of  existing  blood  dyscrasias,  bone  marrow  depression  and  pre-existing 
liver  damage.  Principal  side  effects,  usually  dose  related,  may  include  mild  skin 
reaction,  dry  mouth,  insomnia,  fatigue,  drowsiness,  dizziness  and  neuromuscular 
(extrapyramidal)  reactions.  Muscular  weakness,  anorexia,  rash,  lactation  and 
blurred  vision  may  also  be  observed.  Blood  dyscrasias  and  jaundice  have  been 
extremely  rare.  Use  with  caution  in  patients  with  impaired  cardiovascular  systems. 
Before  prescribing,  see  SK&F  product  Prescribing  Information. 


Smith  Kline  & French  Laboratories,  Philadelphia 
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Physicians  in  Current  Draft  Call 
Listed  by  Selective  Service 

Kentucky  physicians  recently  inducted  into  the 
Armed  Forces  were  listed  just  prior  to  press  time  by 
Colonel  Everette  S.  Stephenson,  director  of  Selective 
Service  for  Kentucky. 

Named  were  James  R.  Baker,  M.D.,  Whitesburg,  a 
resident  at  Vanderbilt  Hospital;  James  Woodford 
Curry,  Jr.,  M.D.,  Louisville,  a resident  at  St.  Joseph 
Infirmary  in  Louisville;  Jerry  Wayne  Martin,  M.D., 
in  practice  at  Bowling  Green;  Sam  H.  Reid,  M.D.,  in 
practice  at  Danville;  Bernard  F.  Sams,  M.D.,  prac- 
ticing in  Louisville;  and  Thomas  R.  Watson,  M.D., 
Paducah,  a resident  at  Louisville  General  Hospital. 

Others  in  the  current  call  of  inductees  are  in  various 
stages  of  processing.  Colonel  Stephenson  said. 

W.  O.  Johnson  Lecture  Scheduled 

John  L.  McKelvey,  M.D.,  chairman  of  the  de- 
partment of  obstetrics  and  gynecology  at  the  Uni- 
versity of  Minnesota,  will  deliver  the  annual  W.O. 
Johnson  Memorial  Lecture  at  Louisville  General 
Hospital,  Rankin  Amphitheater,  April  4.  The  lecture, 
sponsored  by  the  Louisville  Obstetrical  and  Gyneco- 
logical Society,  will  be  titled  “Problems  of  Diagnosis 
and  Treatment  of  Choriocarcinoma”. 

‘Excellent  Attendance’  Recorded 
At  Utilization  Review  Meeting 

“Excellent  attendance”  was  reported  by  the  presi- 
dents of  the  Kentucky  Medical  Association  and  the 
Kentucky  Hospital  Association  at  the  Institute  on 
Hospital  Utilization  Committees,  sponsored  jointly 
with  Kentucky  Blue  Cross-Blue  Shield  February  17 
at  the  Executive  Inn  in  Louisville. 

Approximately  375  persons  attended  the  meeting, 
which  examined  Utilization  Review  from  the  stand- 
points of  the  three  groups.  Representating  KMA  on 
the  program  were  Everett  H.  Baker,  M.D.,  Louisville, 
Association  president,  and  George  W.  Pedigo,  Jr., 
M.D.,  KMA  vice-president  from  Louisville,  who  gave 
a talk  entitled  “Utilization  from  the  Physician’s  View- 
point.” 

Other  speakers  during  the  day-long  session  included 
W.  Leon  Hisle,  Berea,  president  of  KHA,  D.  Lane 
Tynes,  Louisville,  president  of  Blue  Cross  Hospital 
Plan,  Inc.;  Richard  F.  Manegold,  M.D.,  director  of 
the  Department  of  Hospitals  and  Medical  Facilities 
for  the  AMA;  Vergil  N.  Slee,  M.D.,  Ann  Arbor, 
Mich.,  director  of  the  Commission  on  Professional 
and  Hospital  Activities;  and  Avil  L.  McKinney,  Louis- 
ville, director  of  Professional-Public  Relations  for 
Blue  Cross. 

Symposium  on  Rheumatic  Diseases 
Scheduled  for  April  28  at  LGH 

The  University  of  Louisville  School  of  Medicine 
and  the  Kentucky  Chapter  of  the  Arthritis  Founda- 
tion are  sponsoring  the  Second  Postgraduate  Sym- 
posium on  Rheumatic  Diseases  on  Thursday,  April 


28,  in  the  Rankin  Amphitheater,  Louisville  General 
Hospital. 

“Acute  Inflammatory  Arthritides”  will  be  the 
theme  of  the  conference.  Topics  to  be  considered 
will  be:  “Gout”;  “Pseudogout”;  “Reiter’s  Syndrome 
and  Gonococcal  Arthritis”;  “Palindromic  Rheuma- 
tism and  other  Rare  Forms  of  Articular  Inflamma- 
tion”; and  “Synovial  Fluid  Analysis”.  David  H. 
Neustadt,  M.D.,  chief  of  the  section  of  rheumatic 
diseases  at  the  University  of  Louisville,  is  program 
chairman. 

The  guest  faculty  will  include  Alexander  Gutman, 
M.D.,  New  York  City;  John  Talbott,  M.D.,  Buffalo; 
Daniel  J.  McCarty,  Jr.,  M.D.,  and  Ralph  A.  Jessar, 
M.D.,  Philadelphia;  Max  Montgomery,  M.D,  Chi- 
cago; L.  Emerson  Ward,  M.D.,  Rochester,  Minn.; 
and  Ann  Gettes,  M.D.,  Lexington,  Ky. 

The  program  is  acceptable  for  continuation  study 
credit  by  the  American  Academy  of  General  Prac- 
tice. See  advertisement,  page  000,  for  further  infor- 
mation. 

L.  E.  Smith  Lecture  Set  March  25 

“New  Developments  in  the  Diagnosis  and  Treat- 
ment of  Emphysema”  will  be  the  topic  of  the  first 
annual  L.E.  Smith  Memorial  Lecture  to  be  delivered 
by  Ben  V.  Branscomb,  M.D.,  Birmingham,  Ala.,  at 
Rankin  Amphitheater,  Louisville  General  Hospital, 
March  25.  The  lectureship,  sponsored  by  the  Kentucky 
TB  and  RD  Association,  is  named  in  honor  of  the 
late  Lucius  E.  Smith,  M.D.,  a pioneer  in  tuberculosis 
control  in  Kentucky. 


WANTED  — INTERNIST,  Board 
Eligible  or  Certified.  To  be  asso- 
ciated with  twelve  man  specialty- 
group;  Salary  open;  No  invest- 
ment; Early  partnership;  Progres- 
sive city  of  35,000  in  central 
Texas. 

Write  J.  D.  Wilson,  M.D. 

King’s  Daughters  Clinic 
Temple,  Texas 


isa 

The  Keeley  Institute,  Dwight,  E 

Illinois,  specializes  in  the  individual  and  group 
care  of  those  having  a drinking  problem. 

Our  progressive,  well-rounded  program  is  con- 
ducted in  an  atmosphere  of  friendly  cooperation 
under  the  direction  of  physicians  and  experienced 
personnel.  We  take  female  patients  as  well  as  male. 

The  alcoholic  can  be  helped  . . . 

Why  not  write  now  for  detailed  information  on  our 
low  cost,  comprehensive  services  — or  phone 
815  584-3001. 

The  Keeley  Institute  is  a member  of  the  Amer- 
ican Hospital  Association  — Licensed  by  the  Dept, 
of  Public  Health,  State  of  Illinois. 
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Night  Leg  Cramps... 

Frequent  Bedfellow  in  Diabetes^Arthritis, 
and  Peripheral  Vascular  Disorders 


‘"Nocturnal  cramps  occurring  in  the  calf  muscles  . . nocturnal  cramps  may  be  the  presenting  symp- 
and  small  muscles  of  the  feet  have  been  encoun-  toms  of  patients  with  arteriosclerosis  obliterans,  deep 
tered  in  a significant  number  of  diabetic  patients."’  thrombophlebitis,  varicose  veins,  osteoarthritis..."* 


now.. 


.specific  therapy  for  night  leg  cramps 

UIIMAMM 


TM 


Consistently  effective,  QUINAMM  provided  com- 
plete relief  in  94%  of  200  patients  studied,  many 
of  whom  were  severe  cases  refractory  to  other 
medication.*  Your  prescription  for  one  tablet  at 
bedtime  often  controls  painful  night  cramps  with 
the  initial  dose  . . . helps  restore  restful  sleep. 


QUINAMM  Prescribing  Informotion:  Composition:  quinine 
sulfate  250  mg.  and  aminophylline  200  mg.  per  tablet.  Pre* 
cautions:  aminophylline  may  produce  intestinal  cramps  in  some 
instances,  and  quinine  may  produce  symptoms  of  cinchonism 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Dis- 
continue if  ringing  in  the  ears,  deafness,  skin  rash  or  visual 
disturbances  occur.  Since  Quinamm  contains  quinine  sulfate,  cau- 
tion should  be  observed  regarding  administration  during  preg- 
nancy. Dosage:  1 tablet  three  or  four  times  daily.  For  nocturnal 
leg  cramps,  1 tablet  on  retiring. 


WALKE 


References:  1.  Shuman,  C.:  Am.  J.  Med.  Sci.,  225:54,  1953.  2. 
Perchuck,  E.,  et  al.;  Angiology,  12:102,  1961.  3.  Rawls,  W.,  et  al.: 
Med.  Times,  87:818,  1959. 
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KMA  Council  and 
Committee  Reports 


Joint  Meeting 

Advisory  Committee  to  University  of  Louisville 

George  A.  Sehlinger,  M.D.,  Louisville,  Chairman 

Advisory  Committee  to  University  of  Kentucky 

Andrew  Moore,  M.D.,  Lexington,  Chairman 
KMA  Headquarters  Office  January  6,  1966 

The  Advisory  Committees  to  the  University  of 
Louisville  School  of  Medicine  and  the  University  of 
Kentucky  College  of  Medicine  met  jointly  recently 
at  KMA  Headquarters  Office. 

Members  of  the  committees  discussed  the  Confer- 
ence on  Medical  Education  scheduled  for  January 
21-23  at  the  Park  Mammoth  Resort.  It  was  pointed 
out  the  purpose  of  the  conference  is  to  provide  an 
opportunity  for  appropriate  representatives  of  KMA 
and  members  of  the  faculty  of  the  two  medical  schools 
to  discuss  matters  of  mutual  interest  that  would  lead 
toward  better  understanding  and  help  facilitate  pro- 
grams of  the  two  schools  and  KMA. 

The  committees  accepted  for  informational  pur- 
poses several  items  that  were  considered  by  the 
AMA  House  of  Delegates  at  Philadelphia  last  No- 
vember. Considerable  discussion  revolved  around  the 
Coggshell  Report.  “Planning  for  Medical  Progress 
Through  Education.”  The  committee  has  scheduled 
another  meeting  for  May  12. 

Mental  Health  Committee 

Logan  Gragg,  Jr.,  M.D.,  Lexington,  Chairman 
KMA  Headquarters  Office  January  13,  1966 

At  the  recent  meeting  of  the  KMA  Committee  on 
Mental  Health,  members  heard  a report  from  Dale 
H.  Earabee,  M.D.,  Commissioner  of  Mental  Health 
in  Kentucky.  Members  of  the  committee  discussed 
with  Doctor  Earabee  mental  health  activities  and 
programs  now  underway  in  the  state  and  planned 
future  work  of  the  KMA  Mental  Health  Committee 
to  coincide  with  some  activities  in  Doctor  Farabee’s 
department. 

Committee  members  agreed  that  better  liaison 
should  be  maintained  with  county  society  mental 
health  chairmen.  It  was  felt  that  more  non-psychiatric 
physicians  should  be  encouraged  to  become  interested 
in  the  field  of  mental  health. 

Members  discussed  the  up-coming  12th  Annual 
Conference  of  State  Mental  Health  Representatives 
to  be  held  in  Chicago  in  March  and  noted  that 
several  of  the  committee  members  were  planning 
to  attend. 


Industrial  Medicine  Committee 

Walter  L.  O’Nan,  M.  D.,  Henderson,  Chairman 
KMA  Headquarters  Office  January  26,  1966 

The  KMA  Industrial  Medicine  Committee  met  at 
the  Headquarters  Office  and  members  heard  several 


reports  regarding  meetings  pertaining  to  occupa- 
tional health.  Informational  material  on  occupational 
health  was  distributed  to  members  of  the  committee 
for  review. 

Committee  members  felt  the  duties  and  name  of 
the  committee  should  be  more  inclusive  and  more 
up-to-date  and  recommended  that  the  name  be 
changed  from  Industrial  Medicine  Committee  to 
Committee  on  Occupational  Health.  Several  other 
recommendations  were  also  made  to  the  House  of 
Delegates.  The  committee  plans  to  meet  again  on 
April  20  at  which  time  it  will  prepare  its  final 
report  to  the  House  of  Delegates. 


Mouthguards  for  Athletes 

(Continued  from  Page  230) 

Conclusion 

It’s  high  time  that  some  teeth  are  put  into 
the  rules  requiring  the  wearing  of  adequate 
mouthguards  thereby  aiding  in  keeping  some 
teeth  in  the  mouths  of  the  participants. 


References 


1.  Dukes,  H.  H..  Latex  Football  Mouthpieces.  Journal  of  the 
American  Dental  Association,  Vol.  49,  October  1954. 

2.  Connelly,  C.  C.,  Jr.,  Football  Coaches  on  Mouth  Protectors. 
Journal  of  Missouri  State  Dental  Association,  Vol.  43,  April  1963. 

3.  Stenger,  J.  M.;  E.  A.  Lawson;  J.  M.  Wright  and  J. 
Ricketts,  Mouthguards;  Protection  against  shock  to  head,  neck 
and  teeth.  Journal  of  the  American  Dental  Association,  Vol.  69, 
Number  3,  September  1964. 


SPLENDID  INVESTMENT 
OPPORTUNITY 

Nursing  Home  recently  constructed. 
All  masonry,  tile,  terrazzo,  etc.  Fully 
equipped,  doing  excellent  business. 
Located  in  Western  Kentucky. 
County  population  over  30,000. 
Must  sell  for  family  reasons.  Also 
beautiful  cabin  on  Kentucky  Lake 
for  sale.  (Estate  Settlement) 

Write  Box  425 — 

3532  Janet  Avenue 
Louisville,  Ky.  40205 
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Blueprint  for  dealing  with  tension  due  to  stress  — Prolixin  — once-a-day 

For  the  patient  who  must  be  on  the  job  mentally  as  well  as  physically,  prescribe 
Prolixin.  The  prolonged  tranquilizing  action  of  as  little  as  one  or  two  mg.  helps 
him  cope  with  tension  all  day  long.  Markedly  low  in  toxicity  and  virtually  free 
from  usual  sedative  effects,  Prolixin  is  effective  in  controlling  both  anxiety 
associated  with  somatic  disorders  and  anxiety  due  to  environmental 
or  emotional  stress.  Patient  acceptance  is  good  — because  Prolixin 
is  low  in  cost,  low  in  dosage  and  low  in  sedative  activity.  Prescribe 
Prolixin. 


Side  Effects,  Precautions,  Contraindications:  As  used  for  anxiety  and  tension,  side 
effects  are  unlikely.  Reversible  extrapyramidal  reactions  may  develop  occasionally.  In 
higher  doses  for  psychotic  disorders,  patients  may  experience  excessive  dro\«siness,  visual 
blurring,  dizziness,  insomnia  (rare),  allergic  skin  reactions,  nausea,  anorexia,  salivation, 
edema,  perspiration,  dry  mouth,  polyuria,  hypotension.  Jaundice  has  been  exceedingly  rare. 
Photosensitivity  has  not  been  reported.  Blood  dyscrasias  occur  with  phenothiazines;  routine 
blood  counts  are  recommended.  If  symptoms  of  upper  respiratory  infection  occur,  discon- 
tinue the  drug  and  institute  appropriate  treatment.  Do  not  use  epinephrine  for  hypotension 
which  may  appear  in  patients  on  large  doses  undergoing  surgery.  Effects  of  atropine  may 
be  potentiated.  Do  not  use  with  high  doses  of  hypnotics  or  in  patients  with  subcortical 
brain  damage.  Use  cautiously  in  convulsive  disorders.  Available:  1 mg.  tablets.  Bottles  of 
50  and  500.  For  full  information,  see  Product  Brief. 


Squibb 


Squibb  Qualify  — the  Priceless  Ingredient 
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COUNTY  SOCIETY  REPORTS 


McCracken 

The  regular  meeting  of  the  McCracken  County 
Medical  Society  was  held  at  the  Paducah  Country 
Club  on  January  27.  The  Society  acted  as  host  to  the 
members  of  the  First  KMA  Trustee  District. 

Following  a dinner  and  the  meeting  of  the  First 
District,  the  Society  held  a short  business  meeting 
presided  over  by  Walter  R.  Johnson,  M.D.,  Paducah, 
president.  After  dispensing  with  the  reading  of  the 
minutes  of  the  last  meeting,  the  Censorship  Com- 
mittee presented  their  approval  of  the  application  for 
membership  of  Carl  Henry,  M.D. 

A motion  was  made,  seconded,  and  passed  unani- 
mously that  Doctor  Henry  be  accepted  for  member- 
ship. The  meeting  adjourned  at  9:10  p.m. 

Following  is  a list  of  county  medical  society  officers 
recently  reported  to  the  KMA  Headquarters  office. 
Lists  of  all  officers  reported  will  be  published  in  sub- 
sequent issues  of  The  Journal. 

Adair 

President,  George  O.  Nell,  M.D.,  Columbia;  sec- 
retary, W.  Todd  Jeffries,  M.D.,  Columbia;  delegate 
to  KMA,  J.  C.  Salato,  M.D.,  Columbia;  alternate 
delegate,  Doctor  Nell. 

Christian 

President,  Fred  T.  Harned,  M.D.;  vice-president, 
Raymond  C.  Snowden,  M.D.;  secretary-treasurer,  Ed- 
win R.  Davis,  M.D.;  delegates,  W.  Faxon  Payne, 
M.D.  and  Norma  T.  Shepherd,  M.D.;  alternate  dele- 
gates, Preston  T.  Higgins,  M.D.,  and  Robert  M.  Cole- 
man, M.D.  All  are  from  Hopkinsville. 

Cumberland 

President,  W.F.  Owsley,  M.D.;  vice-president,  Rob- 
ert B.  Chambliss,  M.D.;  secretary,  Joseph  Schickel, 
M.D.;  delegate  to  KMA,  Doctor  Chambliss;  alternate 
delegate.  Doctor  Schickel.  All  are  from  Burkesville. 

Estill 

President,  R.R.  Snowden,  M.D.,  Ravenna;  vice- 
president,  O.C.  Amstutz,  M.D.,  Irvine;  president- 
elect, S.G.  Marcum,  Irvine;  secretary,  Virginia  Wal- 
lace, M.D.,  Irvine;  delegate.  Doctor  Wallace;  alter- 
nate, Doctor  Marcum. 

Fayette 

President,  Irving  F.  Kanner,  M.D.;  vice-president, 
David  B.  Stevens,  M.D.;  president-elect,  John  F. 
Berry,  Jr.,  M.D.;  secretary-treasurer,  Gordon  L.  Hyde, 
M.D.  Delegates  are:  John  F.  Berry,  Jr.,  M.D.,  W.L. 
Blakey,  M.D.,  N.L.  Bosworth,  M.D.,  T.R.  Bryant, 
M.D.,  Richard  D.  Floyd,  M.D.,  Carl  H.  Fortune, 
M.D.,  David  A.  Hull,  M.D.,  Irving  F.  Kanner,  M.D., 
Graydon  A.  Long,  M.D.,  Andrew  M.  Moore,  M.D., 
John  E.  Myers,  M.D.,  Joseph  H.  Saunders,  M.D.,  and 
R.D.  Shepard,  M.D.  Alternates  are:  D.E.  Edger, 
M.D.,  and  R.B.  McElvein,  M.D.  All  are  from  Lex- 
ington. 


Fleming 

President,  W.A.  Graham,  M.D.;  vice-president, 
Samuel  W.  Gehring,  M.D.;  secretary-treasurer,  Ben 
F.  Allen,  M.D.;  delegate.  Doctor  Gehring;  alternate 
delegate,  Robert  W.  Fidler,  M.D.  All  are  from  Flem- 
ingsburg. 

Grant 

President,  Claude  C.  Waldrop,  M.D.;  vice-president, 
Dari  B.  Shipp,  M.D.,  Dry  Ridge;  secretray-treasurer, 
Lenore  P.  Chipman,  M.D.,  Williamstown;  delegate. 
Doctor  Chipman;  alternate  delegate.  Doctor  Shipp. 

Graves 

President,  Francis  J.  Dillard,  M.D.;  vice-president, 
James  E.  Albritton,  M.D.;  secretary-treasurer,  Larry 

L.  Hall,  M.D.;  delegate,  A.  Reeves  Morgan,  M.D.; 
alternate.  Doctor  Hall.  All  are  from  Mayfield. 

Hardin-Larue 

President,  C.  E.  Hernandez,  M.D.;  vice-president, 
Thomas  J.  Eerriell,  M.D.;  secretary-treasurer,  Ollie  B. 
Emerine,  M.D.;  delegate,  Ered  C.  Rainey,  M.D.;  al- 
ternate delegate,  W.  A.  Litzenberger,  M.D.  All  are 
from  Elizabethtown. 

Jefferson 

President,  Hoyt  D.  Gardner,  M.D.;  president-elect, 
Edwin  P.  Solomon,  M.D.;  secretary,  William  Sand- 
man, M.D.;  treasurer,  James  Linville,  M.D. 

Eollowing  are  the  delegates:  Harold  W.  Baker, 

M. D.,  Melvin  Bernhard,  M.D.,  Sam  Black,  M.D., 
Eugene  H.  Conner,  M.D.,  K.  P.  Crawford,  M.D., 
John  Doyle,  M.D.,  William  Durham,  M.D.,  Louis 
Eoltz,  M.D.,  Wilfred  Gettelfinger,  M.D.,  John  Golds- 
borough,  M.D.,  Richard  F.  Greathouse,  M.D.,  John 
Harter,  M.D.,  John  Hemmer,  M.D.,  Walter  I.  Hume, 
Jr.,  M.D.,  David  Kinnaird,  M.D.,  Herman  Mahaffey, 
M.D.,  Robert  McClendon,  M.D.,  William  Mitchell, 
M.D.,  Herman  Moore,  M.D.,  Gerald  Peterson,  M.D., 
Henry  Post,  M.D.,  John  Robbins,  M.D.,  W.  Fielding 
Rubel,  M.D.,  William  T.  Rumage,  Jr.,  M.D.,  George 
Sehlinger,  M.D.,  Donn  L.  Smith,  M.D.,  William 
Stodghill,  M.D.,  Donald  Varga,  M.D.,  William  Von- 
derhaar,  M.D.,  John  Woolford,  M.D.,  and  Lloyd 
Yopp,  M.D. 

(Continued  on  Page  266) 


PERMANENT  ASSOCIATE  WANTED 

Rural  practice  in  McCreary  County. 
Early  full  partnership  For  informa- 
tion, contact:  Dr.  M.  A.  Winchester. 
Whitley  City,  Ky. 
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An  eminent  role  in 
medical  practice 

• Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

• The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 


Indications:  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 


Miltown' 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  In  two  strengths:  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular, 
xWi  WALLACE  LABORATORIES 
\k/,Cranbury,  N.J. 





Alternate  delegates  are:  Harold  Eskind,  M.D., 

James  Marshall,  M.D.,  James  Parker,  M.D.,  Charles 
Sergeant,  M.D.,  Charles  B.  Severs,  M.D.,  Harry 
Stambaugh,  M.D.,  Robert  Stansbury,  M.D.,  Stuart 
Urbach,  M.D.,  and  Robert  Woodard,  M.D. 

Johnson 

President,  Jerry  D.  Fraim,  M.D.;  vice-president, 
Robert  A.  Hall,  M.D.;  secretary-treasurer,  Paul  B. 
Hall,  M.D.;  delegate  to  KMA,  A.B.  Carter,  M.D.; 
and  alternate  delegate.  Doctor  Robert  Hall.  All  are 
from  Paintsville. 

Letcher 

President,  J.B.  Tolliver,  M.D.,  Whitesburg;  vice- 
president,  John  E.  Engle,  M.D.,  Whitesburg;  secre- 
tary-treasurer, Carl  Pigman,  M.D.;  delegate.  Doctor 
Tolliver;  alternate,  T.M.  Perry,  M.D.,  Jenkins. 

Madison 

President,  Clifford  F.  Kerby,  M.D.,  Berea;  vice- 
president,  A.B.  Clark,  M.D.,  Richmond;  secretary- 
treasurer,  Robert  Long,  M.D.,  Berea;  delegates,  Wil- 
liam D.  Epling,  M.D.,  Berea,  and  Douglas  H.  Jenkins, 
M.D.,  Berea. 

McCreary 

Secretary,  M.A.  Winchester,  M.D.,  Whitley  City; 
delegate,  H.A.  Perry,  M.D.,  Stearns. 

Muhlenberg 

President.  G.L.  Simpson,  M.D.,  Greenville;  secre- 


tary-treasurer, G.F.  Brockman,  M.D.,  Greenville; 
delegate,  Robert  Robbins,  M.D.,  Greenville;  alternate 
delegate,  Mark  A.  Judge,  M.D.,  Central  City. 


3n  iWemoriam 


CLARENCE  H.  LIKINS,  M.D. 

Louisville,  Ky. 

1897  - 1966 

C.  H.  Likins,  Sr.,  M.D.,  Louisville  anesthesiologist, 
died  suddenly  February  15  during  a meeting  at  the 
Bank  of  Caneyville,  Caneyville,  Ky.,  of  which  he 
was  a member  of  the  Board  of  Directors.  Doctor 
Likins,  a 1921  graduate  of  the  Medical  Department  of 
the  University  of  Louisville,  was  an  emeritus  member 
of  KMA  and  belonged  to  a number  of  other  medical 
societies,  both  state  and  national. 

THOMAS  J.  SNIDER,  M.D. 

Taylorsville,  Ky. 

1881  - 1966 

T.  J.  Snider,  M.D.,  84,  a general  practitioner  in 
Spencer  County  since  his  graduation  from  the  old 
Louisville  and  Hospital  College  of  Medicine  in  1908, 
died  February  at  a Louisville  hospital.  He  would 
have  been  85  on  March  4.  Doctor  Snider  was  a 
member  of  KMA  and  a Scottish  Rite  Mason. 
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eczema:  scourge  of  childhood 


atopic  eczema  of  long  standing 


ARISTOCORT®  Triamcinolone  AcetonideTopicals  have 
proved  exceptionally  effective  in  the  control  of  various 
forms  of  childhood  eczema;  allergic,  atopic,  nummular, 
psoriatic,  and  mycotic. 

In  most  cases  responsive  to  topical  ARISTOCORT, 
the  0.1%  concentration  is  sufficiently  potent.  The  0.5% 
concentration  provides  enhanced  topical  activity  for 
patients  requiring  additional  potency  for  proper  relief. 

Administration  and  Dosage:  Apply  sparingly  to  the  affected 
area  3 or  4 times  daily.  Some  cases  of  psoriasis  may  be  more 
effectively  treated  if  the  0.1%  Cream  or  Ointment  is  applied 
under  an  occlusive  dressing. 

Contraindications:  Tuberculosis  of  the  skin,  herpes  simplex, 
chicken  pox  and  vaccinia. 

Precautions  and  Side  Effects:  Do  not  use  in  the  eyes  or  in 
the  ear  (if  drum  is  perforated).  A few  individuals  react  un- 
favorably under  certain  conditions.  If  side  effects  are  en- 
I countered,  the  drug  should  be  discontinued  and  appropriate 

Aristocort'  Topical 

Triamcinolone  Acetonide 


After  treatment  — with  ARISTOCORT 
Topical  Ointment  0.1%  for  two  weeks 


measures  taken.  Use  on  infected  areas  should  be  attended 
with  caution  and  observation,  bearing  in  mind  the  potential 
spreading  of  infection  and  the  advisability  of  discontinuing 
therapy  and/or  initiating  antibacterial  measures.  Generalized 
dermatological  conditions  may  require  systemic  corticoster- 
oid therapy.  Steroid  therapy,  although  responsible  for  remis- 
sions of  dermatoses,  especially  of  allergic  origin  cannot  be  ex- 
pected to  prevent  recurrence.  The  use  over  extensive  body 
areas,  with  or  without  occlusive  nonpermeable  dressings, 
may  result  in  systemic  absorption.  Appropriate  precautions 
should  be  taken.  When  occlusive  nonpermeable  dressings 
are  used,  miliaria,  folliculitis  and  pyodermas  will  sometimes 
develop.  Localized  atrophy  and  striae  have  been  reported 
with  the  use  of  steroids  by  the  occlusive  technique.  When 
occlusive  nonpermeable  dressings  are  used,  the  physician 
should  be  aware  of  the  hazards  of  suffocation  and  flamma- 
bility. The  safety  of  use  on  pregnant  patients  has  not  been 
firmly  established.  Thus, do  not  use  in  large  amounts  or  for 
long  periods  of  time  on  pregnant  patients. 

Packages:  Tubes  of  5 Cm.  and  15  Cm.;  Vi  lb.  jar. 

PHOTOGRAPHS  COURTESY  OF  M.  M.  NIERMAN,  M.O, 


Ointment  0.1%  and  Cream  0.1%,  0.5% 

Also  available  in  foam  form  and  with  neomycin. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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Thirteenth  District  WALTER  L.  CAWOOD,  Kings  Daughters  Hospital,  Ashland 

Fourteenth  District JAMES  W.  ARCHER,  Paintsville 

Fifteenth  District  E.  C.  SEELEY,  London 


1968 

1967 

1968 
1968 
1966 

1966 

1967 

1966 

1967 

1967 

1966 

1968 

1967 

1968 
1966 


Ames  Compony  269 


Buyers  Guide 

JOURNAL  OF  THE  KMA  BUYERS  GUIDE  FOR  MARCH,  1966 


Nursing  Home  For  Sale  262 

214-215  William  S.  Merrell  Company  249-256-257 

207-208  Merck,  Sharp  & Dohme  212-213 


Bristol  Laboratories 
Burroughs  Wellcome 

Coco-Cola  Company  206 

Geigy  PharmaceMticals  217 

Henry  County  Clinic  258 

Highland  Hospital  194 

Hynson,  Westcott  & Dunning,  Inc 181 

Kendall  Company  188 

Keeley  Institute  260 

Kings  Daughters  Clinic  260 

Kentucky  Arthritis  Foundation  192 

Kentucky  Travel  Division  205 

Lakeside  Laboratories  1 85-1 87-1  89-1 91  -1 93-1 95-1 97-1 99 

Lederle  Laborotorieis  202-203-21 6-245-255-267 

Louisville  Heart  Association  196 

Medical  Protective  Company  266 


New  Castle  Sanitarium  206 

Emerson  A.  North  Hospital  190 

Parke,  Davis  A Company 180 

Wm.  P.  Poythress  & Company,  Inc 251 

Roche  Laborotories  270 

J.  B.  Roerig  & Company  200-201 

G.  D.  Searle  A Company  226-227 

Smith  Kline  A French 259 

Southern  Optical  194 

E.  R.  Squibb  A Sons  263 

Wollace  Laboratories  252-253-265 

Walker  Laboratories  261 

M.  A.  Winchester,  M.D 264 

Winthrop  Loboratories  183 
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new  from  Ames 
5 basic  uro-analytical 
facts  in  30  seconds 


Labstix 

brand  reagent  strips 

...broadest  urine  screening  possible  from 
a single  reagent  strip 

Urine  test  results  with  Labstix  Reagent  Strips  can  represent 
significant  guides  to  differential  diagnosis  or  therapy  in  many 
conditions.  An  unexpected  “positive”  may  enable  you  to  detect 
hidden  pathology  — long  before  more  recognizable  symptoms 
become  evident.  Negative  results,  which  permit  you  to  rule  out 
abnormalities  in  a broad  clinical  range,  can  serve  as  baseline 
values  for  reference  in  future  examinations.  The  5 colorimetric 
test  areas  encompassed  on  Labstix  Reagent  Strips  are: 

pH  — values  are  read  numerically  in  the  essential  range 
of  pH  5 to  pH  9. 

Protein— results  are  read  either  in  the  “plus”  system  or  in 
mg.  % in  amounts  approximating  “trace,”  30, 100,  300,  and  over 
1000  mg.  %. 

Glucose  -provides  a “Yes-or-No”  answer  for  urine  “sugar  spill.” 

Ketones- detects  ketone  bodies  in  urine  — both  acetoacetic 
acid  and  acetone.  Reacts  with  as  little  as  5 to  10  mg.  % 
of  acetoacetic  acid. 

Occult  Blood-specific  test  for  intact  red  cells,  hemoglobin  or 
myoglobin.  Results  are  read  as  negative,  small,  moderate  or  large 
amounts. 

Now  a Clear  Reagent  Strip  of  Firm  Construction 
...facilitates  handling  during  testing  procedure.  Excellent  color 
contrast  made  possible  by  the  clear  plastic  strip,  together  with  the 
clearly  defined  color  charts  provided,  permits  precise,  reproducible 
colorimetric  readings  in  all  5 test  areas.  A more  definitive  inter- 
pretation of  uro-analytical  facts  is  made  possible. 


Available;  Labstix  Reagent  Strips,  bottles  of  100 
are  supplied  with  each  bottle). 


(color  charts 


Ames  Company,  Inc.,  Elkhart,  Indiana  aivies 
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i The  weight  of  clinical  evidence  favors  Lihrium 


With  Librium  (chlordiazepoxide  HCl),  the  weight  of 
a five-year  record  of  efficacy  and  safety  in  clinical 
use  is  supported  by  over  630  reports  in  the  medical 
literature.  Its  virtually  specific  antianxiety  action 
normally  reduces  disturbing  emotional  complaints 
promptly  without  compromising  the  patient’s  men- 
tal alertness  or  ability  to  perform  normal  functions. 
Decisive  results  are  often  seen  in  patients  who  had 
not  improved  on  previously  used  psychotropic  drugs. 

In  prescribing:  Dosage— Adults : Mild  to  moderate  anx- 
iety and  tension,  5 or  10  mg  t.i.d.  or  q.i.d. ; severe  states, 
20  or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients:  5 mg  b.i.d. 
to  q.i.d. 

Side  Effects:  Side  effects,  usually  dose-related,  include 
drowsiness,  ataxia,  minor  skin  rashes,  edema,  menstrual 
irregularities,  nausea  and  constipation.  When  treatment 
is  protracted,  blood  counts  and  liver  function  tests  are 
advisable.  Paradoxical  reactions  may  occasionally  occur 
in  psychiatric  patients.  Individual  maintenance  dosages 
should  be  determined. 


Precautions:  Advise  patients  against  possibly  hazard- 
ous procedures  until  maintenance  dosage  is  established. 
Though  compatible  with  most  drugs,  use  care  in  com- 
bining with  other  psychotropics,  particularly  MAO  in- 
hibitors or  phenothiazines ; warn  patients  of  possible 
combined  effects  with  alcohol.  Observe  usual  precautions 
in  impaired  renal  or  hepatic  function,  in  long-term  treat- 
ment and  in  pi'esence  of  depression  or  suicidal  tendencies. 
Exercise  caution  in  administering  drug  to  addiction- 
prone  patients  or  those  who  might  increase  dosage ; with- 
drawal symptoms,  similar  to  those  seen  with  barbiturates 
or  meprobamate,  can  occur  upon  abrupt  cessation  after 
prolonged  overdosage.  Caution  should  be  exercised  in 
prescribing  any  therapeutic  agent  for  pregnant  patients. 
Supplied : Capsules,  5 mg,  10  mg  and  25  mg,  bottles  of  50. 
ROCHE  LABORATORIES 

Division  of  Hoffmann -La  Roche  Inc.,  Nutley,  N.J.  07110 
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Librium  is  indicated 
whenever  anxiety  is  part  of 
the  clinical  profile,  such 
as  in... 

Gastrointestinal  disorders 


McDowell  house 


UNlVERSlTYOF  KFNTUClCf 

MEDICAL  CENTEILJ 


CCCrcilLCt:!!- 




sn^flEJ^nv  OF  loulsv'o.le 

iBDlCAL  CENTER, 


'f«%^WliillP>iiltf'iUiW» 


F THE 


ASSOCIA^ 


MEDICAL 


ua 

^llBl  Of 

In  This  Issue 


OF 


Leonard  M.  Schumon,  M.D. 


Epidemiologic  Approaches  and  Problems  in 
Assessment  of  Causal  Factors  in 
Chronic  Respiratory  Disease 


Vascular  Injuries  of  the  Upper  Extremity 


M.  L.  Kasdan.  M.D.,  and  H.  E.  Kleinert,  M.D. 


Signs  of  a Brain  Tumor  — As  Seen  by  the 
Ophthcdmc^o^st  and  Otolaryngologist 

Thomas  M.  Marstiall,  M.D, 


317 


322 


Complete-  Contenfi  on 


among 

CH 

Complete 

the  most  significant  dm 

ILOROMY 

(CHLORAMPHENI 

1 

igs  in  use  toda) 

CETIN 

COL) 

2 

hysicians  upon  reques 

q"6-. 

1 PAI 

RKE-DAVIS 

PARHE.  DAVIS  A COMPANY.  DMroit.  M.chigtn  463 

information  for  usage  available  to  p 

1866  196e\ 

■ 

VOLUME  64 


APRIL  1966 

Issued  Monthly  Under  the  Direction 
of  the  Board  of  Trustees 

• EDITOR 

Sam  A.  Overstreet,  M.D. 

• ASSOCIATE  EDITOR 

Waller  S.  Coe,  M.D. 

• MANAGING  EDITOR 

J.  P.  Sanford 

• ASST.  MANAGING  EDITOR 

Ann  M.  Huntsman 


• DEPARTMENTAL  EDITORS 

Jack  L.  Chumley,  M.D.,  Scientific 
Eugene  H.  Conner,  M.D.,  Book  Reviews 
Oscar  J.  Hayes,  M.D.,  Case  Discussions 
William  W.  Hall,  M.D.,  Insurance 

• ADVISORY  COMMITTEE 

TO  THE  EDITOR 

Blaine  Lewis,  Jr.,  M.D.,  Chairman 
Patrick  J.  Murphy,  M.D. 

Gerald  B.  Reams,  M.D. 

Willett  H.  Rush,  M.D, 

Frederick  Scott,  M.D. 

Orson  P.  Smith,  M.D. 

• BOARD  OF  CONSULTANTS 

ON  SCIENTIFIC  ARTICLES 

Term  Expires  July  1,  1968 
Robert  P.  Bergner,  M.D. 

John  W.  Greene,  Jr.,  M.D. 

R.  Glenn  Greene,  M.D. 

Mervel  V.  Hanes,  M.D. 

Harold  D.  Rosenbaum,  M.D. 

Edward  C.  Shrader,  M.D. 

Sam  D,  Weakley,  M.D. 

Thomas  D.  Yocum,  M.D. 

Term  Expires  July  1.  1967 
Edward  C.  Graves.  M.D. 

Cart  W.  Kumpe,  M.D. 

Marvin  A.  Lucas,  M.D. 

Robert  N.  McLeod,  Jr..  M.D. 

Henry  W.  Post,  M.D. 

Clinton  R.  Potts,  M.D. 

Oscar  Thompson,  M.D. 

George  I.  Uhde,  M.D. 

Term  Expires  July  1,  1966 
Harold  L.  Bushey,  M.D. 

Edward  J.  Fadell.  M.D. 

Merle  W,  Fowler.  Jr..  M.D. 

Joseph  L.  Goldstein,  M.O. 

John  D.  Lovett.  M.O. 

George  F.  McAuliffe.  M.D. 

Rolph  G.  Thomas,  M.O. 

Eugene  Todd,  Jr.,  M.D. 


JOURNAL  KENTUCKY 

MEDICAL  ASSOCIATION 

CaHieni^ 


SCIENTIFIC  ARTICLES 

Epidemiologic  Approaches  and  Problems  in  the 
Assessment  of  Causal  Factors  in  Chronic  Respiratory 
Disease 

Leonard  M.  Schuman,  M.D 311 

Vascular  Injuries  of  the  Upper  Extremity 

Morton  L.  Kasdan,  M.D.,  and  Harold  E.  Kleinert, 

M.D 317 

Signs  of  a Brain  Tumor  — As  Seen  by  the 
Ophthalmologist  and  Otolaryngologist 

Thomas  M.  Marshall,  M.D 322 


CASE  DISCUSSION 

Florid  Tuberous  Sclerosis  in  a Patient  Surviving 
to  Age  of  54  Years 

Prue  Kelly,  M.D.,  and  H.  D.  Rosenbaum,  M.D.  . . . 328 


SPECIAL  ARTICLE 

Special  Communication  — PL  89-239 

Robert  C.  Long,  M.D 331 


EDITORIALS 

For  Better  Use  of  Our  Health  Resources 335 

This  is  a Good  Year  to  Go 336 


ORGANIZATION 

Color  TV,  Top  Guest  Lecturers  Slated  for  Annual  Meeting 337 

AMA  to  Hold  1966  Convention  in  Chicago  June  26-30  337 

Legislative  Chairman  Summarizes  Ky.  General  Assembly  Actions  . . .337 

Eleven  Leading  Guest  Speakers  to  Address  KAGP  May  11-13 338 

Ky.  Surgical  Society  Program  to  Feature  Dr.  McLachlin  . . . . 338 

Dr.  Kinsman  Retires  at  U.  of  L.;  to  Resume  Active  Practice 339 

Winner  of  Scientific  Exhibit  to  Receive  $200  Award  339 

Twelfth  KMA  Trustee  District  to  Meet  in  Somerset  May  25  339 

May  1-7  Proclaimed  by  Governor  as  State  Immunization  Week  . . . .339 

Three  Kentucky  Physicans  Return  from  HOPE  Ship  Mission  344 

Ky.  Thoracic  Society  Symposium  Set  April  21  in  Louisville 344 


Published:  3532  Janet  Avenue, 

Louisville,  Ky.  40205 

Subscription  $8.00 — single  copy  .80 
Second-class  passage  paid  as  Loussvtlle,  Kenssscky. 
Acceptance  for  mailing  at  special  fates  postage 
provided  in  Section  1103,  act  of  Oct.  3,  1917, 
authomed  May  23,  1920. 


REGULAR  FEATURES 

President’s  Page 276  Maternal  Mortality  Page  . . . .294 

Insurance  Page  284  Postgraduate  Page  298 

In  The  Books 300 


274 


when  pain  is  beyond  the  reac 
of  simple  analgesics 


In  the  management  of  mild  to  moderate  pain,  give  your  patients  comprehensive  relief. 
TRANCO-GESIC  extends  the  range  of  usefulness  of  aspirin  by  dimming  pain  perception  — 
and  also  reducing  mental  and  muscle  tension. 


TRANCO-GESIC 

tablets 

chlormezanone  100  mg.  with  aspirin  300  mg. 

subdues  the  major 
contributors  to  pain: 

• pain  perception 

• mental  tension 

• muscle  tension-spasm 


TRANCO-GESIC  is  so  well  tolerated  it  can  be 
prescribed  for  anyone  who  can  take  aspirin.  It 
is  non-narcotic,  and  free  from  dangers  of 
addiction,  habituation,  or  dependence. 
TRANCO-GESIC  is  effective  in  all  types  of  mild 
and  moderate  pain.  Of  862  patients  who  were 
treated  with  chlormezanone  and  aspirin  for 
various  disorders,  88%  reported  excellent  or 
good  pain  relief.'' 

Side  effects  have  been  minor.  Occasionally  gastric  distress, 
weakness,  sedation  or  dizziness  occur.  Reversible  cholestatic 
jaundice  has  been  reported  on  rare  occasions.  However,  in 
4,653  patients  treated  with  chlormezanone,  97.7%  had  no  side 
effects.'  Contraindication:  just  one:  sensitivity  to  aspirin. 
Dosage:  Adults,  usually  2 tablets  three  or  four  times  daily. 
Children  (from  5 to  12  years),  1 tablet  three  or  four  times  daily. 
1.  Collective  studies.  Department  of  Medical  Research, 
Winthrop  Laboratories. 


1^/nfhrop 


WINTHROP  LABORATORIES,  NEW  YORK,  N.  Y.  10016 


MESSAGE 
FROM  THE 
PRESIDENT 


To  This  Point 

WE  HAVE  NOW  passed  the  halfway  point  of  this  year:  1965-66.  What 
has  been  accomplished  and  what  is  planned  for  the  second  half  of 
the  year? 

We  have  seen  the  McDowell  house  receive  National  recognition. 

Two  conferences  have  been  held  with  our  governor  regarding  health  facilities 
in  our  state  and  he  promised  to  consult  with  us  and  to  seek  our  advice  on 
all  such  matters. 

The  Allied  Medical  Council  met  twice  to  study  problems  of  interest  with  an 
exchange  of  ideas  that  were  fruitful. 

Park  Mammoth  was  the  site  of  a three-day  meeting  of  Town  and  Gown. 
Deans  of  U.  of  L.  and  U.  of  K.  schools  of  medicine  with  15  of  each  faculty 
met  with  30  practicing  physicians.  The  theme  was  medical  education  and  the 
responsibility  of  the  physician  to  the  university  and  the  university  to  the  physi- 
cian and  his  community.  A great  meeting,  it  was. 

Much  activity  centered  about  Frankfort  with  Legislative  key  men  working  at 
all  times  to  have  enacted  those  things  that  would  best  serve  our  people  and 
our  Commonwealth. 

There  is  much  work  just  beginning  on  the  study  of  KMA  structure  with  plans 
for  reorganization.  We  ask  ourselves  at  all  times — are  we  working  as  hard  as 
we  should  in  certain  areas,  and  are  we  spending  too  much  time  and  effort 
in  other  areas?  A careful  appraisement  of  all  activities  and  expenditures  by  an 
erudite  group  of  our  colleagues  will  be  given  to  us  in  a report  for  our  study. 

Utilization  Review  and  other  matters  relating  to  the  implementation  of  PL 
89-97  and  July  1,  1966  appear  in  the  second  half  of  our  year.  The  impact 
will  be  great  to  the  physician  and  to  the  hospital.  We  have  shared  and  we 
have  planned. 

May  we  face  this  new  challenge  with  equanimity  and  high  purpose.  In  secular 
literature  Polonius  pointed  the  way  in  his  advice  to  Laertes  and  in  Holy 
Writ  we  find  our  greatest  guideline  in  the  Sermon  on  the  Mount. 
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Doctor... two  important 
Lodorle  products  for 

routine  office  procedures 

/ 


single-dose  vials 
for  convenient 
and  economical 
polio 

immunization 


ORIMUNr 

POLIOVIRUS  VACCINE.LIVE, ORAL 

TRIVALENT 

SABINSTRAINSJYPES1,2and3 

Fast,  simple  administration— and  economy  for  the 
patient  — make  the  new  0.5  cc  single-dose  vial  of 
ORIMUNE  Trivalent  ideal  for  private  practice.  (Packaged 
5 to  a b*x  with  5 sterilized  disposable  droppers  for  your 
convenience). 

(Also  available  in  2 cc  and  2 drop  dosage  forms). 

Only  2 doses  required  for  complete,  initial  immunization 
for  patients  more  than  a year  old. 

Effectiveness— may  be  expected  to  confer  active  immu- 
nity against  all  three  types  of  poliovirus  infection  in  at 
least  ninety  percent  of  susceptibles  only  if  given  at  full 
dosage,  as  directed.  No  characteristic  side  effects  have 
been  reported.  There  are,  however,  certain  contraindica- 
tions. These  are,  broadly:  acute  illness,  conditions  which 
may  adversely  affect  immune  response,  and  advanced 
debilitated  states.  In  these,  vaccination  should  be  post- 
poned until  after  recovery. 

In  infants  vaccination  should  not  be  commenced  before 
the  sixth  week  of  life.  Do  not  give  to  patients  with  viral 
disease,  or  if  there  is  persistent  diarrhea  or  vomiting. 
ORIMUNE  and  live  virus  measles  vaccine  should  be  given 
separately. 

Dosage— initial  immunization:  two  doses  each  given 
orally  at  least  8 weeks  apart.  (Give  a third  dose  to 
infants  at  10-12  months).  Booster  immunization:  one 
dose,  given  orally.  See  package  literature  for  full 


simplifies  routine  screening 

TUDERCULIN, 
TINE  TEST 

(Rosenthal)  Lederle 

Swab  - Uncap  • Press  • Discard 

Comparable  in  accuracy  and  reliability  to  older  standard 
intradermal  tests*,  but  faster  and  easier  to  use.  Since 
TINE  TEST  is  relatively  painless  it  should  receive  greater 
patient  acceptance.  Results  are  read  at  48-72  hours.  The 
self-contained,  completely  disposable  unit  requires  no 
refrigeration  and  is  stable  for  two  years. 

Side  effects  are  possible  but  rare:  vesiculation,  ulcera- 
tion or  necrosis  at  test  site.  Contraindications,  none; 
but  use  with  caution  in  active  tuberculosis.  Available  in 
boxes  of  5 (new  individually-capped  unit);  cartons  of  25. 
‘Rosenthal,  S.  R.,  Nikurs,  L.,  Yordy,  E.,  and  Williams,  W.; 
Scientific  Exhibit  Presented  at  the  Annual  Meeting  of 
the  National  Tuberculosis  Association,  Chicago,  Illinois, 
May  30-June  2,  1965. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


605-6-3390 
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"All  Interns  are  Alike" 


It  stands  to  reason.  They  all  go  through  the  same 
training;  they  all  have  to  pass  the  same  tests;  they 
all  have  to  measure  up  to  the  same  standards;  they 
all  are  underpaid,  too.  Therefore,  all  interns  are 
alike. 

That's  utter  nonsense,  of  course.  But  it's  no 
more  nonsensical  than  what  some  people  say 
about  aspirin.  Namely:  since  all  aspirin  is  at  least 
supposed  to  come  up  to  certain  required  stand- 
ards, then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  demanding.  In 
fact,  there  are  at  least  nine  specific  differences  in- 


volving purity,  potency  and  speed  of  tablet  disinte- 
gration. These  Bayer®  standards  result  in  significant 
product  benefits  including  gentleness  to  the  stom- 
ach, and  product  stability  that  enables  Bayer  tab- 
lets to  stay  strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  it  just  isn't  so. 

You  might  also  say  that  all  interns  aren't  alike. 
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Elastic  Stockings  so  sheer  they  look 
like  support  hose.  Both  Ultreer  and 
support  hose  are  sheer,  shapely,  cool 
and  comfortable.  But  that's  where 
the  similarities  end.  New  Ultreer  fits 
firmly  and  evenly  over  the  entire  leg. 
Gives  true  therapeutic  compression 
necessary  to  relieve  varicose  veins  and 
other  leg  disorders.  They  provide 
the  therapy  you  prescribe.  The  fashion 
and  economy  she  demands. 

Ultreer  stockings  have  a new  low  price. 
So  low,  she  can  afford  two  pairs  of 
Ultreer  instead  of  one  pair  of  regular 
elastic  stockings.  There'll  be  no 
disagreements  there.  Ultreer  stockings 
are  as  comforting  to  her  purse  as 
they  are  to  her 
legs.  New  Ultreer 
are  the  elastic 
stockings  doctors 
and  women  can 
agree  on. 


K^nOALLI 
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AMA  ANNUAL  CONVENTION 
McCORMICK  PLACE 
CHICAGO,  ILLINOIS 
JUNE  26-30, 1966 


There  will  be  six  (6)  General  Scientific  Meetings  at  the 

Chicago  Convention: 

1.  Population  Expansion,  2.  Emphysema,  3.  Burns, 
4.  Mysterious  Fevers,  5.  Community  Hospital  and 
Coronary  Care  Units,  6.  Headache 

In  addition,  23  Sections  will  present  scientific  programs 

and  many  of  these  will  be  Joint  Meetings  of  one  or  more 

Sections,  and  in  some  instances,  a Specialty  Society. 

• The  American  College  of  Chest  Physicians  will  again 
join  the  AMA  Section  on  Diseases  of  the  Chest  in  an 
all  day  program. 

• The  American  College  of  Cardiology  and  the  American 
Heart  Association  will  join  the  AMA  Section  on  Internal 
Medicine  in  a half-day  session. 

• The  American  Congress  of  Physical  Medicine  and  Re- 
habilitation and  the  Mid-America  Society  of  Physical 
Medicine  and  Rehabilitation  will  meet  jointly  with  the 
Section  on  Physical  Medicine. 

• The  American  Society  of  Clinical  Pathologists  will  join 
the  AMA  Section  on  Pathology  and  Physiology  in  a half- 
day session  on  Computers  in  Medicine. 


• The  International  Academy  of  Pathology  will  join  the 
Section  on  Pathology  and  Physiology  in  a full  day's 
program  on  Tropical  Medicine. 

• The  AMA  Committee  on  Blood  and  the  Section  on 
General  Practice  will  present  a half-day  session. 

• The  Society  for  Investigative  Dermatology,  Inc.  will 
hold  its  meetings  in  conjunction  with  the  Section  on 
Dermatology,  and  the  Association  for  Research  in 
Ophthalmology,  Inc.  in  conjunction  with  the  Section 
on  Ophthalmology. 

• The  Sixth  Multidiscipline  Research  Forum  will  be  held 
under  the  auspices  of  the  Section  on  Experimental 
Medicine  and  Therapeutics. 

• Three  Special  Sessions — on  Nursing,  Maxillofacial  Sur- 
gery and  Nuclear  Medicine — under  the  Section  on  Mis- 
cellaneous Topics. 

• Medical  Motion  Pictures  and  Color  Television  will  be 
presented  daily.  Some  of  the  Sections  will  participate 
in  the  Television  program. 

• Approximately  350  scientific  exhibits  will  be  presented. 


FOR  ROOM  RESERVATIONS  ^^pflix^’cnJiCES  be  occupied  by: 


lst_ 

2nd 

3rd. 

4th_ 

5th. 

6th. 


N.-;me 


(Please  print  or  type) 


Street 


City  State  Zip  Code 

Additional  Occupants 


Please  enter  my  reservation  at  the  above  hotel/motel  for 


Single(s)  Oouble(s)  Twin($)  Suite(s) 

□ @ $ □ @ $ □ @ $ □ @ $ 


Date  Arriving. 


AM 

Hour  PM  Departing 


L 


Confirmations  will  be  mailed  up  to  June  22. 


AMA  1 1966  I CHICAGO 


This  form  may  also  be  used  for  meetings  (June  23-26).  prior  to 
AMA  Convention,  but  rooms  must  be  released  on  date  indicated. 


If  you  are  an  industrial  exhibitor,  be  sure  to  give  name  of  firm  and  individuals  to  occupy  room  or  rooms  reserved.  Please  make  all 
changes  and  cancellations  through  the  Housing  Bureau.  Hotel  reservations  will  be  held  only  until  6 p.m.  unless  otherwise  specified. 


j 
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TO  ASSURE  YOUR  ACCOMMODATIONS 
AT  THE  115th  ANNUAL  CONVENTION 

Fill  In  The  Coupon  Below  and  Mail  Directly  To: 

AMA  HOUSING  BUREAU 

THE  CHICAGO  CONVENTION  BUREAU 

332  South  Michigan  Ave. 

Chicago,  Illinois  60604 


Blocks  of  rooms  are  held  in  the  hotels  and  motels  listed  below  for  the 
American  Medical  Association. 


These  rooms  are 

available  only 

through  the 

AMA  Housing 

Bureau. 

NAME 

SINGLES 

DOUBLES 

TWINS 

SUITES 

1. 

Allerton  Hotel 

10.00 

14.00-15.00 

2. 

Ambassador  Hotels 

14.00-18.00 

15.00-32.00 

18.00-32.50 

30.00-47.00 

3. 

Ascot  House 

13.50-17.00 

18.00-24.00 

45.00-55.00 

4. 

Avenue  Motel 

13.50-15.00 

18.00-22.00 

45.00 

5. 

Bismarck  Hotel 

12.00-19.00 

14.00-20.00 

16.50-24.00 

35.00-55.00 

6. 

Conrad  Hilton  Hotel 

10.00-15.50 

18.50-25.00 

19.00-31.00 

35.00-125.00 

7. 

Continental  Plaza 

22.00-25.00 

30.00 

27.00-29.00 

8. 

Drake  Hotel  (Woman's  Auxiliary  Headquarters) 

9. 

Essex  Inn 

14.00-18.00 

18.00-24.00 

50.00-75.00 

10. 

Executive  House 

16.00-21.00 

20.00-25.00 

20.00-25.00 

37.50-47.50 

11. 

Harrison  Hotel 

9.00-12.00 

12.50-17.00 

14.00-17.00 

12. 

Holiday  Inn 

12.50-15.50 

15.00 

18.50 

13. 

Imperial  Inn 

26.00 

24.00-26.00 

35.00 

14. 

Knickerbocker  Hotel 

12.00-16.00 

16.00-20.00 

15. 

LaSalle  Hotel 

10.00-16.00 

14.00-18,00 

16.00-23.00 

16. 

Lake  Tower  Inn 

12.00-15.00 

17.00-19.00 

18.00-22.00 

42.00 

17. 

Oxford  House 

18.00 

22.00 

22.00 

35.00-65.00 

18. 

Palmer  House  (HEADQUARTERS  HOTEL;  LIMITED  NUMBERS  OF  ROOMS  AVAILABLE) 
12.00-24.50  19,50-25.50  21.50-30.50 

19. 

Pick-Congress  Hotel 

10.00-18.00 

12.00-21.00 

16.00-23.00 

30.00-110.00 

20. 

Sands  Motel 

12.00 

16.50 

21. 

Sheraton-Blackstone  Hotel  9.00-11.50 

16.50-19.50 

21.50 

38.50-88.50 

22. 

Sherman  House 

8.00-15.00 

14.00-20.00 

15.00-22.00 

30.00-70.00 

23. 

Shore  Drive  Motel 

12.00-15.00 

16.00-22.00 

16.00-22.00 

30.00-50.00 

24. 

Water  Tower  Inn 

20.00-22.00 

24.00-26.00 

26.00-28.00 

30.00-34.00 

• If  rate  requested  is  not  available, 
next  highest  will  be  assigned. 

• Be  sure  and  specify  time  of  arrival 
as  well  as  date. 

# If  you  are  an  Industrial  Exhibitor, 
please  specify  firm  name  and  list 
of  all  occupants  for  all  rooms  re> 
served. 

# Please  make  all  changes  and  can- 
cellations with  the  Housing  Bureau. 


# A three  per  cent  (3%), 

Illinois  Hotel  Operators' 
Occupational  Tax  is  applicable 
to  all  hotel  rates. 

# Reserve  rooms  as  soon 
as  possible.  Assignments 
will  be  made  in  the  order 
requests  are  received. 

# Please  DO  NOT  send  your  request 
directly  to  the  hotel;  it  will  only 
delay  your  confirmation. 


Make  your  reservation  now  for  Chicago -avoid  the  rush— avoid  the  lines 
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When  uncontrolled 
diarrhea  brings 
a call  for  help 


When  the  diarrhea  sufferer  has  run  the 
gamut  of  home  remedies  without  success, 
pleasant-tasting  CREMOMYCIN  can  answer 
the  call  for  help.  It  can  be  counted  on  to 
consolidate  fluid  stools,  soothe  intestinal 
inflammation,  inhibit  enteric  pathogens, 
and  detoxify  putrefactive  materials  — usu- 
ally within  a few  hours. 


CREMOMYCIN  combines  the  bacteriostatic 
agents,  succinylsulfathiazole  and  neomy- 
cin, with  the  adsorbent  and  protective  de- 
mulcents, kaolin  and  pectin,  for  compre- 
hensive control  of  diarrhea. 

Indications:  Diarrhea.  Contraindications:  Kaolin: 
Withhold  if  diverticulosis  is  present  or  suspected. 
Precautions:  Sulfonamide:  Continued  use  requires 
supplementary  administration  of  thiamine  and  vita- 
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your  for 
Cremomycin 
can  provide  relief 


promptly  relieves  diarrheal  distress 

Cremomycin 

ANTIDIARRHEAL  ^ 

Composition;  Each  30  cc.  contains  neomycin  sulfate 
300  mg.  (equivalent  to  210  mg.  of  neomycin  base), 
succinylsulfathiazole  3.0  Gm.,  colloidal  kaolin  3.0 
Gm.,  pectin  0.27  Gm. 

® MERCK  SHARP  & DOHME  Division  of  Merck  & Co,.  Inc,,  West  Point,  Pa. 

where  today’s  theory  is  tomorrow’s  therapy 


Tiin  K.  Neomycin:  Patient  should  be  observed  for 
new  infections  due  to  bacteria  or  fungi.  Side  Effects: 
Sulfonamide:  Sensitivity  reactions  may  occur  (e.g., 
skin  rashes,  anemia,  polyneuritis,  fever;  agranulo- 
sytosis  with  a fatal  outcome  has  been  reported). 
Reduction  of  thiamine  output  in  the  feces  and  of 
/itamin  K synthesis  has  been  observed.  Neomycin: 
Nausea,  loose  stools  possible. 

Before  prescribing  or  administering,  read  product 
circular  with  package  or  available  on  request. 
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THE  INSURANCE  PAGE 


Kentucky  Blue  Cross-Blue  shield 
members  65  years  of  age  or  over  are 
being  offered  a new,  specially  designed, 
low-cost  supplementary  hospital-surgical  plan, 
called  “Blue  Cross-Blue  Shield  65.”  The  new 
plan  extends,  but  does  not  duplicate.  Medi- 
care benefits. 

Letters  regarding  the  new  program,  along 
with  descriptive  literature  and  transfer  appli- 
cations will  be  mailed  before  April  1 to  all 
non-group  members  65  years  of  age  or  over. 
All  companies  enrolled  in  Blue  Cross-Blue 
Shield  are  being  contacted  by  staff  members 
regarding  the  supplementary  protection  for 
their  employees  or  spouses  who  are  eligible 
for  Medicare. 

Also,  as  a public  service,  any  Kentuckian 
65  years  of  age  or  over  enrolled  in  Part  A 
and  Part  B of  Medicare,  who  can  meet  under- 
writing health  requirements  and  who  is  not  a 
member  of  Blue  Cross-Blue  Shield,  will  be 
given  an  opportunity  to  apply  for  the  supple- 
mentary protection  between  April  1 5 and  June 
1. 

Persons  who  become  65  years  of  age  after 
July  1 may  apply  for  this  new  program  60 
days  before  to  30  days  after  their  65th  birth- 
day. 

Blue  Cross-Blue  Shield  65  will  provide  bene- 
fits that  are  not  included  in  Medicare,  such  as 
the  first  $40.00  of  the  hospital  bill  and  $10 
per  day  for  the  61st  through  the  90th  day, 
and  hospital  services  for  emergency  treatment 


of  accidental  injuries  or  a sudden  and  serious 
medical  condition. 

Special  attention  is  called  to  the  “Extended 
Benefits”  portion  of  the  “Blue  Cross-Blue 
Shield  65”  program. 

“Blue  Cross-Blue  Shield  65”  EXTENDED 
BENEFITS  begin  where  the  other  services 
leave  off,  providing  the  following  benefits  in 
addition  to  those  provided  by  Medicare  Parts 
A and  B,  and  those  provided  by  “Blue  Cross- 
Blue  Shield  65.” 

After  a $100  deductible  (paid  by  the  mem- 
ber) per  calendar  year,  (the  $50  Medicare 
deductible  is  credited  toward  this) : 

EXTENDED  BENEFITS  will  pay  the  fol- 
lowing covered  hospital-medical  charges: 

* 20%  of  doctors’  reasonable  charges  (not 
paid  by  Medicare).  80%  of  the  following 
charges : 

* Semi-private  room  and  hospital  care, 

* All  ancillary  services  in  the  hospital  such 
as  operating  room,  laboratory  exams,  medi- 
cines, etc. 

* Rental  of  equipment  and  orthopedic  and 
prosthetic  appliances, 

* Services  of  a qualified  professional  phy- 
sical therapist, 

* Outpatient  mental  (psychiatric)  treat- 
ment will  be  reimbursed  at  50%  of  the 
amount  in  excess  of  the  deductible, 

* Lifetime  Maximum  — $5,000. 

William  W.  Hall,  M.D. 
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When  you  prescribe  or  recommend  Allbee  with  C,  you  can  be  sure 
your  patient  is  getting  a rational,  specific  multivitamin  formulation  at 
an  economical  price.  The  potent  formula  is  sensible  and  simple.  It 
contains  therapeutic  amounts  of  the  water-soluble  B and  C vitamins. 
These  vitamins  are  expended  rapidly  in  the  body  and  need  to  be 
replenished  frequently.  There  are  no  extraneous  factors,  no  frills  in 
Allbee  with  C.  It’s  the  no-nonsense  vitamin  in  the  yellow  and  green 
capsule  that  always  gives  your  patient  his  money’s  worth. 


Each  capsule  contains:  Thiamine  mon- 
onitrate (B,),  15  mg.;  Riboflavin  (Bz), 
10  mg.;  Pyridoxine  hydrochloride  (Be), 
5 mg.;  Nicotinamide,  50  mg.;  Calcium 
pantothenate,  10  mg.;  Ascorbic  acid 
(vitamin  C),  300  mg. 

A.  H.  ROBINS  COMPANY,  INC,,  MC 

RICHMOND,  VIRGINIA  23220  xI'H'I /U  D I J 


—a  good  reason  for 

ALLBEE  WITH  C 


THERE’S  NOTHING 
LIKE  A VACATION* 
FOR  RELAXING 
STRESS-INDUCED 
SMOOTH  MUSCLE 
SPASM  . . . 


' i * 

1,4! 


NOTHING,  THAT  IS, 

EXCEPT  THE  SEDATIVE-ANTISPASMODIC 
BENEFITS  OF 


DONNATAL 


There’s  nothing  quite  like  a vacation  to  ease  the  pressures  of 
the  modern,  “workingday”  world.  And  for  the  patient  who  can’t 
get  away  from  it  all,  there’s  nothing  quite  like  Donnatal  to  relax 
stress-induced  smooth  muscle  spasm.  For  31  years  it  has  been 
the  antispasmodic-sedative  most  often  prescribed  for  relieving 
functional  disturbances  of  tone  and  motility  of  the  gastrointes- 
tinal tract. 

belladonna  alkaloids  in  optimally  balanced  ratio 

In  Donnatal,  natural  belladonna  alkaloids  are  rationally  balanced 
in  a specific,  fixed  ratio  that  provides  “the  greatest  efficacy  with 
the  smallest  possible  dose.’’^  They  avoid  the  clinical  uncertain- 
ties of  the  variable  tincture  and  extract  of  belladonna,  and  are 
considered  superior  in  range  of  action  to  atropine  alone.^ 
Furthermore,  they  are  generally  recognized  as  being  more  effec- 
tive than  the  synthetics  for  relieving  visceral  spasm. 

phenobarbital  for  sedation 

Years  of  clinical  use  have  established  phenobarbital  as  one  of 
the  most  efficient  and  highly  regarded  sedatives.  In  fact,  for 
general  sedation  it  is  the  drug  of  choice.^  In  Donnatal,  pheno- 
befrbital  potentiates  the  spasmolytic  effects  of  the  belladonna 
alkaloids,  lessening  emotional  tensions  and  checking  the  neuro- 
genic impulses  that  trigger  Gl  disorders. 

more  than  24  indications  in  PDR 

Donnatal  has  withstood  the  test  of  time  to  become  the  classic 
sedative-antispasmodic  because  of  its  unsurpassed  effective- 
ness, safety,  economy,  uniformity  of  composition,  and  dosage 
convenience.  Its  widespread  acceptance  and  usage  by  the  pro- 
fession can  also  be  attributed  to  its  versatility  in  treating  dis- 
orders characterized  by  smooth  muscle  spasm.  There  are  more 
than  two  dozen  distinct  and  separate  indications  for  Donnatal 
listed  in  the  current  PDR. 


IN  EACH  TABLET,  CAPSULE,  OR 
(5  cc.)  OF  ELIXIR 

hyoscyamine  sulfate 0.1037  mg. 

atropine  sulfate 0.0194  mg. 

hyoscine  hydrobromide  . . . 0.0065  mg. 

phenobarbital ('A  gr.)  16.2  mg. 

(warning:  may  be  habit  forming) 


IN  EACH  EXTENTAB 

hyoscyamine  sulfate 0.3111  mg. 

atropine  sulfate 0.0582  mg. 

hyoscine  hydrobromide  . . . 0.0195  mg. 

phenobarbital  (V4  gr.)  48.6  mg. 

(warning:  may  be  habit  forming) 


BRIEF  SUMMARY:  Blurring  of  vision, 
dry  mouth,  difficult  urination,  and  flush- 
ing or  dryness  of  the  skin  may  occur 
on  higher  dosage  levels,  rarely  on 
usual  dosage.  Administer  with  caution 
to  patients  with  incipient  glaucoma, 
or  urinary  bladder  neck  obstruction. 
Contraindicated  in  acute  glaucoma, 
advanced  renal  or  hepatic  disease,  or 
a hypersensitivity  to  any  of  the  ingre- 
dients. 


REFERENCES:  1.  Vollmer,  H.:  Arch.  Neurol, 
and  Psychiat.,  43:1057,  1940.  2.  Morrissey, 
J.H.:  J.  Urology,  57:635,  1947.  3.  Krantz,  J.C., 
Jr.,  and  Carr,  C.J.:  Pharmacological  Prin- 
ciples of  Medical  Practice.  2nd  ed..  Balti- 
more (1954),  552. 


*This  one  at  Westover,  elegant  Colonial  Vir- 
ginia plantation,  located  on  the  James  River 
near  Richmond.  Built  in  the  early  1730’s  by 
William  Byrd  II,  founder  of  Richmond,  it  is 
now  the  home  of  Mrs.  Bruce  Crane  Fisher. 


A.  H.  ROBINS  COMPANY,  INC.,  RICHMOND,  VA. 

/I'H'I^OBINS 


brand  of 
dextroamphetamine 
sulfate  and  amobarbital 


she  can  say  "No  thank  you" 
to  the  crepe  suzette. 


'Dexamyl'  does  more  than  most  anorectics.  Be- 
cause it  curbs  appetite  and  lifts  mood,  'Dexamyl' 
can  encourage  the  discouraged  dieter  to  stay 
on  her  diet. 

The  mood  lift  with  'Dexamyl'  can  make  the  dif- 
ference between  the  success  or  failure  of  her 
diet  plan. 

Formulas:  Each  'Dexamyl'  Spansule®  Capsule  (brand  of  sustained 
release  capsule)  No.  1 contains  10  mg.  of  Dexedrine®  (brand  of 
dextroamphetamine  sulfate)  and  1 gr.  of  amobarbital,  derivative  of 
barbituric  acid  [Warning,  may  be  habit  forming].  Each  'Dexamyl' 
Spansule  capsule  No.  2 contains  15  mg.  of  Dexedrine  (brand  of 
dextroamphetamine  sulfate)  and  IV2  gr.  of  amobarbital  [Warning, 
may  be  habit  forming). 

Principal  cautions  and  side  effects:  Use  with  caution  in  patients 

hypersensitive  to  sympathomimetics  or  barbiturates  and  in  coronary 
or  cardiovascular  disease  or  severe  hypertension.  Insomnia,  excit- 
ability and  increased  motor  activity  are  infrequent  and  ordinarily 
mild. 

Before  prescribing,  see  SK&F  product  Prescribing  Information. 


Smith  Kline  & French  Laboratories 


The  Journal  of! 
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The  discomforts  of 

DIARRHEA 
MUCOUS  COLITIS 
DIVERTICULITIS 
SPASTIC  URETERITIS 
BLADDER  SPASM 

. • . are  relieved  hy  direct  musculotropic  action  with 


Trocinate' 

BRAND  THIPHENAMIL  HCl 


Available  in  100  milligram  pink  sugar-coated  tablets. 


The  high  therapeutic  index  permits  dosage  sufficient  to  relieve 
spasm  promptly.  The  usual  initial  dose  is  4 tablets.  Maintenance  dosage 
is  usually  one  or  two  tablets  4 times  a day. 


Trocinate  BRAND  THIPHENAMIL  HCI 

BETA-DIETHYLAMINOETHYL  DIPHENYLTHIOACETATE  HYDROCHLORIDE 

. . . directly  relaxes  smooth  muscle  spasm 
. . . combats  hypermotility 
. . . non-mydriatic  — may  be  used  in  glaucoma 

Trocinate  (Thiphenamil  HCl)  has  been  found  in  three  clinical  studies,  (J.  Mo. 
Med.  Assoc.,  48:685-6;  Med.  Rec.  & Annals,  43:1104-6;  J.  Urol.,  73:487-93), 
to  be  effective  and  to  be  free  of  side-effects.  Fifteen  years  of  wide  clinical  usage  has 
affirmed  the  safety  and  effectiveness  of  Trocinate. 

WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA 
Manujacturers  of  ethical  pharmaceuticals  since  1856 
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When 
tetracycline 
is  indicated  in 
these  candidates 
for  Candida... 


[New 

low-cost 

tetracycline/ 

antifungal 

therapy 

Tetre^c-F 

tetracycline 
phosphate  complex 
- nystatin 


Because  new  Tetrex-F  (tetracycline 
phosphate  complex-nystatin)  is  the  most 
economical  therapy  of  its  kind  that  you 
can  prescribe,  it  is  a sound  choice  whenever 
tetracycline  therapy  is  indicated  in 
patients  predisposed  to  monilial  infections. 
Who  are  these  candidates  for  Candida'? 
diabetic  patients 

2.  nonpregnant  women  with  a history  of 
recent  or  recurrent  monilial  vaginitis 
d.  elderly  or  debilitated  patients 

4.  patients  with  a past  history  of  moniliasis 

5.  patients  on  long-term  tetracycline  or 
corticosteroid  therapy. 

For  these  patients,  Tetrex-F  (tetracycline 
phosphate  complex-nystatin)  provides 
efficient  tetracycline  therapy  against 
a broad  range  of  infections  plus  protection 
against  superinfection  associated  with  the 
overgrowth  of  C.  albicans  in  the  G.I.  tract. 
Priced  for  savings 

Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  is  lowest  in  cost— priced  20% 
lower  than  most  tetracycline/antifungal 
products. 


BRISTOL  THERAPEUTIC  SUMMARY 
For  complete  information  consult  Official  Package  Circular. 
Indications:  Infections  of  respiratory,  gastrointestinal  and 
genitourinary  tracts  and  skin  and  soft  tissues  due  to  tetracycline- 
sensitive  organisms,  in  patients  with  increased  susceptibility  to 
monilial  infections. 

Contraindications:  The  drug  is  contraindicated  In  patients  hyper- 
sensitive to  its  components. 

Photodynamic  reactions  have  been  produced  by  tetra- 
cyclines. Natural  and  artificial  sunlight  should  be  avoided  during 
therapy.  Stop  treatment  if  skin  discomfort  occurs.  No  cases 
of  photosensitivity  have  been  reported  with  Tetrex  (tetracycline 
phosphate  complex).  With  renal  impairment,  systemic  accumulation 
and  hepatotoxicity  may  occur.  In  this  situation,  lower  doses 
should  be  used.  Tooth  staining  and  enamel  hypoplasia  may  be  Induced 
during  tooth  development  (last  trimester  of  pregnancy, 
neonatal  period  and  childhood). 

Precautions:  Bacterial  superinfection  may  occur.  Infants  may 
develop  increased  Intracranial  pressure  with  bulging  fontanels. 

In  gonorrheal  therapy,  serologic  tests  for  syphilis  should  be 
conducted  initially  and  monthly  for  3 months. 

Adverse  Reactions:  Glossitis,  stomatitis,  nausea,  diarrhea,  flatulence, 
proctitis,  vaginitis,  dermatitis,  and  allergic  reactions  may  occur. 

Usual  Adult  Dosage:  1 capsule  q.i.d.  Continue  therapy  for  10  days  in 
beta-hemolytic  streptococcal  infections.  Administer  one  hour 
before  or  2 hours  after  meals. 

Supply:  Capsules,  bottles  of  16.  Each  capsule  contains  tetracycline 
phosphate  complex  equivalent  to  250  mg.  tetracycline  HCl  activity  and 
250,000  units  of  nystatin.  Oral  Suspension,  60-ml.  bottle. 

Each  5 ml.  contains  tetracycline  equivalent  to  125  mg.  tetracycline 
hydrochloride  and  nystatin,  125,000  units. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 

Syracuse,  New  York 


BRISTOL 


BRING  THE  TREATMENT  TOGETHER 
IN  A SINGLE  PRESCRIPTION  . 

ACHROCIDIN 

^^“Tetracycline  HCI-Antihistamine-Analgesic  Compound 


Each  tablet  contains:  Caffeine 30  mg 

ACHROMYCIN®  Tetracycline  HCI 125  mg  Salicylamide 150  mg 

Acetophenetidin  (Phenacetin) 120  mg  Chlorothen  Citrate 25  mg 

Effective  in  controlling  complicating  tetracycline-sensitive  bacterial  infection  and  providing  symptomatic 
relief  in  allergic  diseases  of  the  upper  respiratory  tract.  Possible  side  effects  include  drowsiness,  slight  gastric 
distress,  anorexia,  overgrowth  of  nonsusceptible  organisms,  tooth  discoloration  (if  given  during  tooth  forma- 
tion), photodynamic  reaction  to  sunlight  and  increased  intracranial  pressure  (in  young  infants).  Contraindica* 
tion:  History  of  hypersensitivity  to  tetracycline.  Average  adult  dosage:  2 tablets  four  times  daily,  given  at  least 
one  hour  before,  or  two  hours  after  meals.  Patient  should  avoid  direct  exposure  to  artificial  or  natural  sunlight; 
and  should  not  drive  a car  or  operate  machinery  while  on  drug.  Reduce  dosage  in  impaired  renal  function. 
Stop  drug  immediately  at  the  first  sign  of  adverse  reaction. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.Y. 
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The  T^ain  Is  Qone 

Despite  introduction  of  synthetic  substitutes,  efficacy  ojf 
*Empirin’  Compound  with  Codeine  remains  unchallenged. 


‘Empirin’®Compound  with  Codeine  Phosphate  gr.1/2  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  V2  (Warning— May  be  habit  forming),  Phenacetin  gr.  2V2, 
Aspirin  gr.  3V2,  Caffeine  gr.  1/2. 


Keeps  the  Promise  of  Pain  Relief 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  TUCKAHOE,  N.Y.j 
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From  the  files  of  the 

COMMITTEE  FOR  THE 

STUDY  OF  MATERNAL  MORTALITY 


CASE  4-64.  A 34  year  old,  married, 
white,  gravida  8 para  4 who  had  experi- 
enced an  uncomplicated  pregnancy  was 
admitted  at  term  7:45  A.M.,  on  May  14, 
1964  for  an  elective  induction  of  labor.  On 
examination,  the  temperature  was  99°  F,  pulse 
80,  respiration  20,  and  blood  pressure  140/80. 
The  fetal  heart  beat  was  heard  in  the  right 
upper  quadrant,  and  was  counted  at  120 
beats  per  minute.  At  9:30  the  patient  was 
examined  vaginally  by  her  physician.  The 
condition  of  the  cervix  was  not  recorded.  At 
9:40  A.M.,  an  intravenous  infusion  containing 
0.5  cc  of  Pitocin  was  started.  She  was  checked 
vaginally  at  10:45  by  her  physician  and  the 
membranes  were  ruptured  artificially.  The 
cervix  was  described  as  barely  two  fingers 
dilated  with  the  presenting  part  at  + 1 station. 

The  patient  was  given  25  mg  of  Phenergan, 
50  mg  of  Demerol  and  1/150  gr  of  Hyoscine 
intramuscularly  at  12:25  P.M.;  50  mg  Demerol 
and  1/300  gr  of  Hyoscine  were  given  intra- 
venously at  2:00  P.M.  She  was  checked  at 
2:30  P.M.,  and  moved  to  the  delivery  room, 
where  a Nupercaine  and  Neosynephrine  block 
was  performed  at  SVz  fingers  of  cervical  dila- 
tion. Approximately  ten  minutes  later  she  com- 
plained of  feeling  “funny”  and  had  a convul- 
sion-like seizure.  The  blood  pressure  was  70/0, 
oxygen  was  administered  by  the  physician 
anesthetist  and  22  cc  of  Levophed  was  added 
to  the  intravenous  infusion.  Blood  was  sent 
for  immediate  cross-matching  for  two  pints  of 
blood. 

The  patient  was  delivered  at  2:58  P.M.  of 
a living  7 lb.,  9^2  oz.  male  infant  by  a mid- 
forceps Scanzoni  rotation  from  LOP-LOA 
over  right  mesolateral  episiotomy.  Following 
the  delivery  of  the  placenta  at  3:02  P.M.,  the 
patient  had  a postpartum  hemorrhage.  The 
uterus,  cervix,  and  vagina  were  explored  and 
found  intact.  It  was  noted  that  the  blood  was 


not  clotting.  Three  uterine  packs  were  inserted, 
but  the  patient  bled  through  the  packs.  A 
blood  transfusion  was  started  and  two  units 
of  fibrinogen  were  given.  A cutdown  was 
performed  in  the  left  leg.  Aramine  (10  cc) 
was  added  to  the  Pitocin  infusion.  Blood  was 
noted  in  urine  obtained  through  a Foley  cathe- 
ter. At  6:25  P.M.  a second  500  cc  infusion 
of  5%  glucose  in  water  was  started  intravenous- 
ly with  10  cc  of  Aramine  and  200  mg  of 
Solucorted  added.  A blood  volume  determina- 
tion showed  a deviation  of  almost  600  cc  from 
the  expected  normal.  The  patient  never  re- 
gained consciousness  after  the  convulsion,  nor 
did  she  have  detectable  blood  pressure.  Per- 
mission for  an  autopsy  was  requested,  but  re- 
fused. The  presumptive  diagnosis  was  amniotic 
fluid  embolism. 

Comments 

The  Committee  considered  this  to  be  a di- 
rect obstetric  maternal  death  with  preventable 
factors.  The  patient’s  difficulty  began  with  the 
administration  of  the  anesthetic.  The  possibil- 
ity of  total  or  too  high  an  anesthetic  was 
raised.  If  this  were  the  case,  simply  breathing 
for  the  patient  together  with  the  administra- 
tion of  blood  pressure  stimulants  such  as 
Levophed  would  have  solved  the  problem. 
Without  an  autopsy  the  possibility  of  unex- 
pected uterine  rupture  could  not  be  ruled  out. 
The  postpartum  hemorrhage  with  the  associat- 
ed afibrinogenemia  was  thought  to  have  pos- 
sibly resulted  from  the  midforceps  delivery  af- 
ter the  Scanzoni  rotation.  The  observation  of 
gross  hematuria  also  suggested  trauma,  even 
though  no  laceration  was  found  when  the 
uterus  and  cervix  was  checked.  Since  two 
hours  elapsed  from  delivery  until  death,  there 
was  time  to  ligate  the  hypogastric  vessels;  this 
procedure  might  have  controlled  the  hemor- 
rhage and  afibrinogenemia. 
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does  a pickle 
processor  make  so 
many  different 
varieties  of  pickles? 


WHY 


WHY 


WHY 


does  a hat  maker 
fashion  so  many 
different  kinds 
of  hats? 


does  a chair  manu- 
facturer create 
so  many  different 
styles  of  chairs? 


does  a home 
builder  build  so 
many  different 
types  of  homes? 


. . . For  the  same  reasons  that 

BM SMElD’ani  BUIE tWSS' 

Offer  such  a wide  variety  of  Surgicai- 
Medicai  and  Hospitai  Protection  Pians 
and  Ranges  of  Benefits: 

TO  MEET  THE  INDIVIDUAL  NEEDS 
OF  AS  GREAT  A NUMBER  OF 
PEOPLE  AS  POSSIBLE 


Kentucky  Physicians  Mutual,  Inc. 
Blue  Cross  Hospitai  Plan,  Inc. 


3101  Bardstown  Road  * Louisville  40205  * Phone  452-151 1 


c 
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MEN'S 

SHOP 


...  in  the 

SOUTHERN  OPTICAL  BUILDING,  640 

S.  4th  St.,  between  Broadway  and  Chestnut . . . 
where  a man  is  king.  In  its 
masculine  surroundings,  you’ll  experience 
the  same  comfort  while  being  fitted 
for  glasses  as  you  do  when  being  fitted 
for  clothes. 


SOUTHERN  OPTICAL  BLOG.,  640  S.  4th 
(Midway  between  Broadway  fc  Chestnut) 
MEDICAL  ARTS  BLOG  . Eastern  Parkway 
ST.  MATTHEWS.  Wallace  Center 
MEDICAL  TOWERS  BLOG  . Floyd  & Gray 
CONTACT  LENSES.  640  S.  4th 


Contact  Lens  and  Artificial  Eye  Service  on  Opthamologist’s  Prescription  Only 


WHERE 

HAPPINESS  IS 

SKILLFULLY  ADMINISTERED 


In  Addition  To  Suitable  Medical  and 
Nursing  Care  for  Chronic, 
Convalescent  and  Geriatric  Patients  . . 


NEW  CASTLE  SANITARIUM 

TELEPHONE  3621 
NEV/  CASTLE,  KY. 


MEMBER: 

National  Geriatrics  Society 
American  Hospital  Association 
American  Nursing  Home  Association 
Licensed  and  Approved  by  State  of  Ky. 


Active  medical  staff  of  six  physicians.  Physicians  available  at  all  hours.  24  hour  efficient  and 
cheerful  nursing  care  WITH  SPECIAL  EMPHASIS  ON  MAKING  EACH  PATIENT  FEEL  LOVED, 
WANTED  AND  IMPORTANT. 

Special  diets  prepared  and  tray  service  to  all  rooms  at  no  extra  charge. 

Diversional  activities,  physio-therapy  treatments,  rehabilitation  program  and  emergency  facilities 
available. 

Adequate  shade  trees,  ramps,  also  day  room  with  abundance  of  flowers,  television. 

PRIVATE,  SEMI-PRIVATE  AND  WARD  ACCOMMODATIONS  AVAILABLE.  Private  and  semi- 
private rooms  with  intercommunication,  beautifully  decorated  and  furnished,  beds  equipped  with  Tren- 
delenburg springs  and  innerspring  mattresses. 

Insulated  brick  and  block  structure,  heated  in  winter  by  “Selectemp”  Modulated  Steam  Heat  with 
filtered  air  for  maximum  comfort  and  safety  (each  room  having  thermostatic  even-heat  control  with  its 
own  circulating  air  unit). 

Protected  throughout  with  automatic  fire  detection  and  alarm  system. 

Cares  for  men  or  women,  nursing  or  boarding  care  cases,  bedridden  or  ambulatory.  Admits  some 
mildly  senile,  nervous  and  neurotic  patients  but  accepts  no  alcoholics  or  drug  addiction  cases. 


REASONABLE  RATES 

IKA  O.  WALLACE,  Admlnlitmter  MAIGARET  KELLY,  R.  N.,  DIractOT  *f  N«nM 


296 


April  1966  • The  Journal 


u 


Blueprint  for  dealing  with  tension  due  to  stress— Proiixin-once-a-day 

For  the  patient  who  must  be  on  the  job  mentally  as  well  as  physically,  prescribe 
Prolixin.  The  prolonged  tranquilizing  action  of  as  little  as  one  or  two  mg.  helps 
him  cope  with  tension  all  day  long.  Markedly  low  in  toxicity  and  virtually  free 
from  usual  sedative  effects,  Prolixin  is  effective  in  controlling  both  anxiety 
associated  with  somatic  disorders  and  anxiety  due  to  environmental 
or  emotional  stress.  Patient  acceptance  is  good  — because  Prolixin 
is  low  in  cost,  low  in  dosage  and  low  in  sedative  activity.  Prescribe 
Prolixin. 


side  Effects,  Precautions,  Contraindications:  As  used  for  anxiety  and  tension,  side 
effects  are  unlikely.  Reversible  extrapyramidal  reactions  may  develop  occasionally.  In 
higher  doses  for  psychotic  disorders,  patients  may  experience  excessive  drowsiness,  visual 
blurring,  dizziness,  insomnia  (rare),  allergic  skin  reactions,  nausea,  anorexia,  salivation, 
edema,  perspiration,  dry  mouth,  polyuria,  hypotension.  Jaundice  has  been  exceedingly  rare. 
Photosensitivity  has  not  been  reported.  Blood  dyscrasias  occur  with  phenothiazines;  routine 
blood  counts  are  recommended.  If  symptoms  of  upper  respiratory  infection  occur,  discon- 
tinue the  drug  and  institute  appropriate  treatment.  Do  not  use  epinephrine  for  hypotension 
which  may  appear  in  patients  on  large  doses  undergoing  surgery.  Effects  of  atropine  may 
be  potentiated.  Do  not  use  with  high  doses  of  hypnotics  or  in  patients  with  subcortical 
brain  damage.  Use  cautiously  in  convulsive  disorders.  Available:  1 mg.  tablets.  Bottles  of 
50  and  500.  For  full  information,  see  Product  Brief. 


Squibb 


Squibb  Quality  - the  Priceless  Ingredient 
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Continuing  Educational  Opportunities 

From  The 

KMA  Postgraduate  Medical  Education  Office 


IN  KENTUCKY  IN  SURROUNDING  STATES 


APRIL 

12  KMA  Senior  Day,  University  of  Kentucky 

Medical  Center,  Lexington 

13- 14  KENTUCKY  MEDICAL  ASSOCIATION 

Interim  Meeting,  Cumberland  Falls 

14- 16  Kentucky  OB-GYN  Society  Annual  Meet- 

ing; Netherland  Hilton  Hotel,  Cincinnati 
18  KMA  Fifth  Trustee  District  Meeting,  Medi- 

cal Arts  Building,  Louisville 
21  Kentucky  Thoracic  Society  Annual  Meet- 

ing, in  conjunction  with  Kentucky  TB  & 
RD  Association  Meeting,  Rankin  Amphi- 
theater, Louisville  General  Hospital 

23  Kentucky  Orthopedic  Society,  Springs  Mo- 

tel, Lexington 

25-28  Kentucky  Hospital  Association  Annual 

Meeting,  Louisville 

28  Ky.  Chapter,  Arthritis  Foundation,  Sym- 

posium on  Rheumatic  Disease,  Co-spon- 
sored by  U.  of  L.  School  of  Medicine.  At 
Rankin  Amphitheater,  Louisville  General 
Hospital 

MAY 

1- 7  Immunization  Week  in  Kentucky 

2- 6  Symposium  on  Cardiovascular  Disease, 

University  of  Kentucky  Medical  Center 

4 Professor’s  Day,  University  of  Kentucky 

Medical  Center,  8:30  a.m.-3:30  p.m. 

11-13  Kentucky  Academy  of  General  Practice, 

Annual  Scientific  Assembly,  Kentucky 
Hotel,  Louisville 

13-14  Kentucky  Surgical  Society  Annual  Meet- 

ing, French  Lick  Sheraton  Hotel,  French 
Lick,  Indiana 

18-19  Kentucky  Pediatric  Society  and  Kentucky 
Chapter,  American  Academy  of  Pediatrics, 
joint  annual  meeting,  Owensboro 

25  KMA  Twelfth  Trustee  District  Meeting, 

Quality  Court  Motel,  Somerset 


JUNE 

8 KMA  Third  Trustee  District  Meeting,  Mad- 

isonville 

14  KMA  Sixth  Trustee  District,  Bowling  Green 

298 


APRIL 

13- 16  19th  Annual  Spring  Meeting,  West  Virginia 

Academy  of  Ophthalmology  and  Otolaryn- 
gology, The  Greenbrier,  White  Sulphur 
Springs,  W.Va. 

14- 19  American  Dermatological  Association;  at 

Hot  Springs,  Va. 

15- 17  American  Society  of  Internal  Medicine, 

New  York  City 

16- 17  18th  Annual  Joseph  and  Samual  Freedman 

Lectures  in  Radiology,  University  of  Cin- 
cinnati College  of  Medicine 

17- 19  Tennessee  Medical  Association  Annual 

Meeting,  Gatlinburg  Auditorium,  Gatlin-  , 

burg 

18- 22  American  College  of  Physicians  Annual 

Meeting,  New  York  City 

25- 28  American  Industrial  Health  Conference;  i 

Sheraton  Cadillac  Hotel,  Detroit 

27- 29  American  Pediatric  Society  Annual  Meet- 

ing; Seaside  Hotel,  Atlantic  City 

28- 30  Third  Annual  Midwest  Conference  on 

Anesthesiology,  Illinois  Society  of  Anesthesi- 
ologists, Chicago 

MAY 

1-5  American  College  of  Obstetricians  and 

Gynecologists  annual  meeting,  at  Chicago 

1- 5  International  College  of  Surgeons,  U.S. 

Section,  meeting  at  Houston 
9-13  American  Psychiatric  Association  annual 

meeting  at  Atlantic  City 

1 1 American  Cancer  Society,  scientific  session, 

St.  Francis  Hotel,  San  Francisco 
11-15  Student  American  Medical  Association  an- 

nual meeting,  Los  Angeles 

15-18  Illinois  State  Medical  Society,  Sherman 

House,  Chicago  | 

22-26  American  Orthopaedic  Association,  Colo- 

rado Springs,  Colo. 

24-26  Ohio  State  Medical  Association,  Cleveland 

26- 28  American  Gastroenterological  Association, 

Drake  Hotel,  Chicago 

30-  American  Ophthalmological  Society,  White 

June  1 Sulphur  Springs,  W.  Va. 

JUNE 

2- 4  American  Gynecological  Society,  The 

Homestead,  Hot  Springs,  Va. 

26-30  AMERICAN  MEDICAL  ASSOCIATION 

Annual  Convention,  Palmer  House  and 
McCormick  Place,  Chicago  ! 
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Despite  the  lack  of  proof,  the  consensus  of  informed  persons 
has  tended  more  and  more  to  the  view  that  it  is  better 
to  have  a noEmal  cholesterol  level  than  an  elevated  one.”' 


THE  H TO  LOWER  CHOLESTEROL... 

NICALEK 


CALUMINUM  NICOTINATEJ 


n Reduces  cholesterol  by  15-30%  in  most  patients^ 

□ Matches  nicotinic  acid  in  effective  reduction  of  elevated 
serum  lipids— but  with  minimized  tendency  to  cause  flushing^ 

□ Simpler,  more  practical  than  diet' 

WALKER- . , 

Division  of  Richardson-Merrell  Inc.,  Mount  Vernon,  Nevr  York  10551 


NICALEX  Prescribing  Information:  COMPOSITION:  Each  tab- 
let contains:  Aluminum  Nicotinate  625  mg.— a complex  con- 
sisting of  (approx.):  Aluminum  Hydroxydinicotinate  450  mg. 
and  Nicotinic  Acid  155  mg.  (Equivalent  in  activity  to  Nico- 
tinic Acid  500  mg.)  INDICATIONS:  The  primary  indications 
for  NICALEX  (Aluminum  Nicotinate)  are  to  reduce  the  serum 
cholesterol  and  total  lipid  levels  in  hypercholesteremia  and 
hyperlipemia.  It  may  also  be  useful  in  reducing  xanthomatous 
tissue  cholesterol  deposits.  PRECAUTIONS  AND  WARNINGS: 
Patients  with  peptic  ulcer,  liver,  or  gallbladder  disease 
should  be  observed  closely  while  taking  the  medication. 
Diabetic  patients  may  require  adjustment  of  diet  and  in- 
sulin dosage  in  the  event  of  decreased  tolerance.  Patients 
receiving  anti-hypertensive  drugs  of  the  adrenal-blocking 
type  should  be  watched  tor  signs  of  postural  hypotension. 
Occasional  side  effects  of  Nicotinic  Acid  in  large  dosage 
are  decreased  glucose  tolerance  (resembling  diabetic-type 
curve)  sometimes  with  glycosuria,  temporary  activation  of 
peptic  ulcer,  transient  Jaundice,  and  metabolic  disturbance 
of  liver  function  without  definite  hepatic  pathology,  these 
side  effects  were  found  to  be  reversible  upon  discontinuing 
nicotinic  acid  therapy.  Certain  transitory  skin  changes  have 
been  observed  with  nicotinic  acid  therapy.  These  include: 
dryness  of  the  skin  and  keratosis  nigricans,  particularly  in 
axillae.  SIDE  EFFECTS:  Administration  of  NICALEX  (Alumi- 
num Nicotinate)  may  produce  temporary  flushing  and  pruri- 
tus, also  mild  gastrointestinal  distress,  but  these  reactions 
are  transient  and  apparently  not  serious.  DOSAGE:  The  adult 
dose  is  2 to  4 tablets  t.i.d.  with  meals.  HOW  SUPPLIED:  In 
bottles  of  100  and  1000.  CAUTION:  Federal  law  prohibits 
dispensing  without  prescription.  REFERENCES:  1.  Parsons, 
W.B.,  Jr.,  Mayo  Clin.  Proc.,  40:822,  1965.  2.  Goldsmith, 
G.A.,  Amer.  J.  Dig.  Dis.,  9:651,  1964.  3.  Boyle,  E.,  Jr..  J. 
Amer.  Geriat.  Soc.,  10:822,  1962.  U.S.  Patent  2,970,082 
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IN  THE  BOOKS 


GASTROENTEROLOGY,  Vol.  Ill,  Second  Edition:  edited  by 
Henry  L.  Bockus,  M.D.;  Published  by  W.  B.  Saunders  Com- 
pany, Philadelphia  and  London,  1965;  1352  Pages;  Price, 
$30.00. 

This  1300  page  book  completes  the  thoroughly  re- 
vised three-volume  text  of  gastroenterology  edited  by 
Doctor  H.  L.  Bockus.  Major  sections  are  devoted  to 
intestinal  parasites,  to  diseases  of  the  liver,  the  pan- 
creas, the  gall  bladder,  and  to  the  associated  gas- 
trointestinal disorders  of  systemic  illness.  This  latter 
section  is  of  particular  value  for  its  concise  documen- 
tation of  secondary  gastrointestinal  dysfunction  in  the 
broader  aspects  of  internal  medicine. 

Each  section  is  carefully  edited  to  present  basic 
pathophysiology  with  clinical  correlation.  Consider- 
able attention  is  given  to  the  newest  diagnostic  pro- 
cedures and  therapy  is  reasonably  up-to-date.  The 
book  is  enhanced  by  liberal  use  of  reproductions 
many  in  color  and  by  extensive  bibliographies. 

The  magnitude  of  the  book  attests  to  the  breadth  of 
coverage  and  “in  depth”  treatment  of  the  subject. 
Clarity  and  continuity  of  presentation  is  a tribute  to 
the  44  contributing  authors  and  to  the  skillful  editing 
of  Doctor  Bockus.  This  book  with  its  associated 
works  will  become  the  premiere  reference  text  of 
gastroenterology  for  the  family  physician  and  special- 
ist alike. 

If  there  is  a deficiency  it  will  be  the  one  of  re- 
maining current;  a problem  common  to  all  medical 
texts  due  to  the  rapid  advancement  of  medical  knowl- 
edge. Nevertheless  all  practicing  physicians  will  bene- 
fit by  ready  access  to  this  book  and  its  companion 
volumes. 

Jack  Schaefer,  M.D. 

DISEASES  OF  THE  NEWBORN,  Second  Edition;  by 
Alexander  Schaffer,  M.D.,  with  Milton  Markowitz,  M.D., 
and  Lawrence  Finberg,  M.D.;  Published  by  W.B. 
Saunders  Company,  Philadelphia  and  London,  1965; 
1023  Pages;  Price,  $22.00. 

The  Second  Edition  of  Schaffer’s  Diseases  of  the 
Newborn  is  a welcome  addition  to  the  library  of 
the  resident,  general  practitioner,  or  pediatrician.  Its 
need  was  justified  by  the  advance  of  knowledge  on 
neonatology,  the  incompleteness  of  standard  texts  of 
pediatrics,  and  because  of  some  of  the  important 
omissions  of  the  First  Edition. 

Again  this  well  organized  and  informative  book  is 
largely  the  work  of  a single  author,  and  is  a testi- 
mony of  his  experience  and  success  as  a clinical 
pediatrician  interested  especially  in  the  newborn.  The 
pictures  and  case  illustrations  are  excellent.  “A  pic- 
ture is  worth  a thousand  words”  is  most  applicable 


to  the  photographs  on  the  new  pediatric  syndromes 
which  can  be  confirmed  by  chromosomal  or  bio- 
chemical studies. 

The  chapters  on  differential  diagnosis  will  benefit 
many  physicians  in  their  appraisal  of  the  problem 
infant  and  in  referring  them  to  correct  diagnostic 
measures. 

There  are  many  who  will  not  “have  fond  memories 
of  sternal  traction”  in  therapy  for  hyaline  mem- 
brane disease.  The  use  of  sodium  bicarbonate  without 
acid-base  and  gas  studies,  e.g.,  5mEq,  mild;  10 
mEq,  moderate  would  be  dangerous.  Others  will  not 
recommend  exchange  transfusion  for  all  prematures 
with  only  a positive  Coombs  test.  Many  would  now 
urge  early  versus  late  feeding  of  prematures  in  light 
of  recent  knowledge.  All  physicians  should  now  in- 
corporate into  their  thinking  and  therapy  the  new 
principles  of  gastroenterology,  e.g.  disaccharidase  and 
other  enzyme  activities  and  deficiencies,  which  are 
not  mentioned.  As  can  be  expected  of  any  text, 
new  inborn  errors  of  metabolism  which  have  been 
diagnosed  in  the  newborn  were  not  mentioned,  e.g. 
lysinemia,  homocystinuria,  etc. 

The  next  edition  may  incorporate  the  use  of  sub- 
specialists and  be  more  complete  but  the  present  two 
editions  by  a single  author  with  the  courage  to  amass 
and  organize  his  experience  will  continue  to  be  a 
standard  reference  for  all  physicians  who  care  for 
those  who  are  shortly  born  and  soon  in  trouble. 

Billy  F.  Andrews,  M.D. 


SYMPOSIUM  ON  THE  LENS:  (From  articles  appearing  in 
the  August  1965  issue  of  Investigative  Ophthalmology): 
Chairman,  John  Harris;  published  by  the  C.  V.  Mosby  Com- 
pany, St.  Louis,  1965;  368  Pages;  Price,  $18.50. 

This  book,  as  a symposium,  is  an  attempt  to  corre- 
late and  give  future  direction  to  the  vast  amount  of 
basic  research  which  has  concerned  the  crystalline 
lens  of  the  eye  over  the  past  few  years.  The  result  is 
a collection  of  isolated  pieces  of  research  work  in 
anatomy,  embryology,  cellular  proliferation,  and  the 
biochemistry  of  metabolism.  The  different  topics  have 
been  grouped  as  much  as  possible  into  related  sections 
followed  by  general  discussions,  in  a not-too-success- 
ful  attempt  at  cohesiveness. 

Some  of  the  more  interesting  topics  covered  are 
those  relating  to  the  electron  microscopy  of  the  lens, 
the  effect  of  aging  in  altering  metabolic  pathways  in 
various  animal  lenses,  and  the  immuno-chemistry  of 
the  lens.  There-  is  proof,  for  instance,  that  there  is  a 
partial  block  of  glycolysis  with  aging  and  a shift  in 
the  relative  importance  of  the  aerobic  and  anaerobic 
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metabolic  cycles.  Another  interesting  fact,  from  a 
clinical  point  of  view,  is  that  in  one  series  at  least, 
“senile”  cataracts  were  four  to  six  times  more  com- 
mon in  diabetics  over  fifty  than  in  the  general  popu- 
lation over  fifty.  This  may  eventually  have  some 
significance  in  relation  to  the  several  papers  appearing 
in  the  book  on  the  sugar  metabolism  of  the  lens. 

In  general  this  book  is  worthwhile  as  a reference 
work  for  basic  researchers  in  ophthalmology  and  the 
basic  sciences,  because  it  does  bring  into  one  volume 
some  of  the  more  important  basic  research  which  has 
been  done  recently  on  the  lens.  It  does  not  com- 
pletely fulfill  the  hoped  for  purpose  of  providing  a 
cohesive  report  on  the  present  status  of  basic  lens 
research.  It  is  another  step  in  the  pathway  to  the 
eventual  definition  of  the  basic  pathogenesis  of  the 
various  types  of  cataract  but  is  of  little  value  to  the 
present  practitioner  of  ophthalmology. 

Robert  J.  Kaiser,  M.D. 


* * * 

There  exists  an  unrealistic  public  image  of  drugs  that 
there  could  be  remedial  agents  with  various  and 
optimum  therapeutic  effects  without  any  toxicity.  This 
is  clearly  utopian.  The  drug  without  side  effects  still 
remains  to  be  discovered  and  it  is  most  unlikely  that 
it  will  ever  be  found. — Cornielle  J.  F.  Heymans,  M.D., 
in  Georgetown  Medical  Bulletin,  (18:174-175),  Feb- 
ruary 1965. 


WANTED  — INTERNIST,  Board 
Eligible  or  Certified.  To  be  asso- 
ciated with  twelve  man  specialty 
group;  Salary  open;  No  invest- 
ment; Early  partnership;  Progres- 
sive city  of  35,000  in  central 
Texas. 

Write  J.  D.  Wilson,  M.D. 

King’s  Daughters  Clinic 
Temple,  Texas 


GENERAL  PRACTICE:  Central  Ken- 
tucky. Unusual  opportunity  to  join  a 
large,  active  practice.  Employee  sta- 
tus leading  to  future  partnership. 
Adequate  office  facilities,  hospital 
privileges,  substantial  salary.  Age  to 
40. 

Apply:  Henry  County  Clinic,  Inc. 
Eminence,  Kentucky  40019 
Phone  (502)  845-6911 


This  year... vacation  in 

KENTUCKY’S 


STATE 

AND 

NATIONAL 

PARKS 


Some  are  rich  in  history  (like  Fort 
Boonesborough),  some  in  tradition 
(like  My  Old  Kentucky  Home),  some  in 
scenery  (like  Cumberland  Gap),  some 
in  natural  marvels  (like  Mammoth 
Cave),  some  in  magnificent  accommo- 
dations (iike  any  of  the  12  state  resort 
parks).  Whatever  your  sport  or  pas- 
time, you  can  spend  many  happy 
weeks  expioring  Kentucky’s  great 
chain  of  state  and  national  parks.  This 
year  . . . join  the  nation  in  a Kentucky 
vacation! 

Send  for  exciting  vacation  iiterature. 


Travel  Division,  Public  Information  Dept. 
Capitol  Annex  Building,  Frankfort,  Ky. 
Department  pdb-006 
Please  send  me  complete  information  on 
how  to  have  the  best  vacation  ever  at 
Kentucky’s  State  Resort  Parks. 


j Namp 

1 Address 

I City 

1 .<ttatp 

7ip 
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too  young 
to  be  so  tired 


revive  interest...restore  activity 
promptly 


Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15%;  pipradrol  hydro- 
chloride, 2 mg.;  thiamine  hydrochloride  (vitamin  Bi)  (10  MDR*),  10  mg.; 
riboflavin  (vitamin  Bo)  (4  MDR),  5 mg.;  pyridoxine  hydrochloride  (vitamin 
B(i),  1 mg.;  niacinamide  (5  MDR),  50  mg.;  cholinet,  100  mg.;  inositolt, 
100  mg.;  calcium  glycerophosphate,  100  mg.  (supplies  2%  MDR  for  calcium 
and  for  phosphorus)  and  1 mg.  each  of  the  following;  cobalt  (as  chloride), 
manganese  (as  sulfate),  magnesium  (as  acetate),  zinc  (as  acetate),  and 
molybdenum  (as  ammonium  molybdate). 

’^Multiple  of  adult  Miniraum  Daily  Requirement  supplied. 

fThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 


the  need  for  a tonic  Hnowvs  no  age 

Life  can  begin  at  forty— except  when  functional  fatigue 
causes  her  to  feel  tired  all  the  time;  to  start  losing  interest 
in  friends  and  surroundings;  to  look  and  act  older  than 
her  years.  Alertonic— a prescription  tonic— can  help  your 
patient  become  her  normal  self  again.  Alertonic  helps  re- 
lieve mild  depression,  revive  interest  and  restore  purpose- 
ful activity  promptly. . .with  a formula  that  is  efficient  and 
economical.  Alertonic  contains  a mild  central  stimulant 
(pipradrol  hydrochloride),  15%  alcohol,  essential  vita- 
mins and  minerals.  No  hormones  or  MAO-inhibiting 
drugs  are  included.  No  iron.  No  iodine.  One  pleasant- 
tasting  tablespoonful  before  each  meal  comprises  the 
usual  daily  dose. 


Indications:  1.  Functional  fatigue  such  as  that  often  associated  with:  a 
depressing  life  experience  or  stressful  time  of  life;  advancing  years;  con- 
valescence; limited  activity  or  confinement.  2.  Poor  appetite  and  vitamin- 
mineral  deficiency  as  they  occur  in:  patients  having  faulty  eating  habits; 
geriatric  patients  who  are  losing  interest  in  food;  patients  convalescing 
from  debilitating  illness  or  surgery. 

Contraindications:  As  with  other  drugs  with  CNS-stimulating  action, 
Alertonic  is  contraindicated  in  hyperactive,  agitated  or  severely  anxious 
patients  and  in  chorea  or  obsessive-compulsive  states. 

Side  Effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs 
should  be  observed  carefully  in  the  initial  stages  of  treatment. 

^ Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to  2 
teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be 
taken  three  times  daily  30  minutes  before  meals. 


THE  WM.  S.  MERRELL  COMPANY 
Division  of  Ricbardson-Merrell  Inc. 
Cincinnati,  Ohio/Weston,  Ontario 


^Merreli^ 


POST-GRADUATE  SYMPOSIUM  on  RHEUMATIC  DISEASES 


Rankin  Amphitheater 


APRIL  2B,  1966  Louisville  General  Hospital 


Co-Sponsored:  The  University  of  Louisville  School  of  Medicine 
The  Kentucky  Arthritis  Foundation 


TOPIC:  THE  ACUTE  INFLAMMATORY  ARTHRITIDES 
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Indications:  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients \vith  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 


An  eminent  role  in 
medical  practice 

Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 

Miltown* 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and. 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  In  two  strengths;  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular, 
xW.  WALLACE  LABORATORIES 
\kf,Cranbury,  N.J.  r-  s;ei 


...introducing  a new  high-strength  dosage  torn 

8ICiNE)l 


A 'MAXIMUM  SECURITY’  ANTIBIUnC* 


^ THE  BROAD  RANGE  DEPENDABILITY  OF  TETRACYCLINE 

long  established  as  the  broad-spectrum  agent  of  first  choice  in  a wide 
variety  of  infections 

WITH  THE  ADDED  SECURITY  OF  MEDIUM-SPECTRUM  REINFORCEMENT 

triacetyloleandomycin  is  highly  active  against  the  common  ‘coccal’ 
pathogens,  including  certain  strains  of  staphylococci  resistant  to  penicillin 
and  tetracycline 

* ESPECIALLY  VALUABLE  IN  U.R.I. 

provides  decisive  therapy  in  acute  respiratory  infections  and  other 
conditions  in  which  staphylococci,  streptococci  or  mixed  flora  are 
frequently  encountered 

:Jc  NOW  AVAILABLE  IN  NEW  STRENGTH  FOR  NEW  CONVENIENCE  AND 
ECONOMY 

Signemycin  375  — high-potency  capsules  for  simpler  administration, 
greater  patient  economy 


mw  375 

(tetracycline  250  mg. 
triacetyloleandomycin  125  mg.) 


Indications:  Indicated  in  the  therapy  of  acute  severe  infec- 
tions caused  by  susceptible  organisms  and  primarily  by 
bacteria  more  sensitive  to  the  combination  than  to  either 
component  alone.  In  any  infection  in  which  the  patient  can 
be  expected  to  respond  to  a single  antibiotic,  the  combina- 
tion is  not  recommended.  Signemycin  should  not  be  used 
where  a bacteriologically  more  effective  or  less  toxic 
agent  is  available.  Triacetyloleandomycin,  a constituent  of 
Signemycin,  has  been  associated  with  deleterious  changes 
in  liver  function.  See  precautions  and  adverse  reactions. 
Contraindications:  Contraindicated  in  individuals  who  have 
shown  hypersensitivity  to  any  of  its  components.  Not  recom- 
mended for  prophylaxis  or  in  the  management  of  infectious 
processes  which  may  require  more  than  10  days  of  con- 
tinuous therapy.  If  clinical  judgement  dictates  therapy  for 
longer  periods,  serial  monitoring  of  liver  function  is  recom- 
mended. Not  recommended  for  subjects  who  have  shown 
abnormal  liver  function  tests,  or  hepatotoxic  reactions  to 
triacetyloleandomycin. 

Precautions  and  Adverse  Reactions:  Triacetyloleandomycin, 
administered  to  adults  in  daily  oral  doses  of  1.0  gm.  for  10 
or  more  days,  may  produce  hepatic  dysfunction  and  jaun- 
dice. Adults  requiring  3 gm.  of  Signemycin  initially  should 
have  liver  function  followed  carefully  and  the  dosage  should 
be  reduced  as  promptly  as  possible  to  the  usual  recom- 
mended range  of  1.0  to  2.0  gm.  per  day.  Present  clinical 
experience  indicates  that  the  observed  changes  in  liver 


function  are  reversible  after  discontinuation  of  the  drug. 

Use  with  caution  in  lower  than  usual  doses  in  cases  with 
renal  impairment  to  avoid  accumulation  of  tetracycline  and 
possible  liver  toxicity.  If  therapy  is  prolonged  under  such 
circumstances,  tetracycline  serum  levels  may  be  advisable. 
In  long  term  therapy  or  with  intensive  treatment  or  in  known 
or  suspected  renal  dysfunction,  periodic  laboratory  evalua- 
tion of  the  hematopoietic,  renal  and  hepatic  systems  should 
be  done.  Formation  of  an  apparently  harmless  calcium  com- 
plex with  tetracycline  in  any  bone  forming  tissue  may  occur. 
Use  of  tetracycline  during  tooth  development  (3rd  trimester 
of  pregnancy,  infancy  and  early  childhood)  may  cause  dis- 
coloration of  the  teeth.  Reversible  increased  intracranial 
pressure  due  to  an  unknown  mechanism  has  been  observed 
occasionally  in  infants  receiving  tetracycline.  Glossitis,  sto- 
matitis, proctitis,  nausea,  diarrhea,  vaginitis  and  definite 
allergic  reactions  occur  rarely.  Severe  anaphylactoid  reac- 
tions have  been  reported  as  due  to  triacetyloleandomycin. 
Photosensitivity  and  photoallergic  reactions  (due  to  the 
tetracycline)  occur  rarely.  Medication  should  be  discon- 
tinued when  evidence  of  significant  adverse  side  effects  or 
reaction  is  present.  Patients  should  be  carefully  observed 
for  evidence  of  overgrowth  of  nonsusceptible  organisms 
including  fungi,  which  occurs  occasionally,  and  which  in- 
dicates this  drug  should  be  discontinued  and  appropriate 
therapy  instituted.  Steps  should  be  taken  to  avoid  masking 
syphilis  when  treating  gonorrhea. 


J.  B.  ROERIG  AND  COMPANY 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-being" 
Now  York,  N.Y.  10017 


METHODIST  HOSPITAL  GRADUATE  MEDICAL  CENTER 
INDIANAPOLIS,  INDIANA 

Invites  Practicing  Physicians 
To 

Attend  a Graduate  Course  on 

ALLERGIC  DISEASE  AND  IMMUNE  MECHANISM 

May  20,  21  and  22,  1966 

This  course  will  cover  the  field  of  allergy  from  a practical  viewpoint.  Demonstrations  of 
proper  skin  testing  techniques  and  methods  of  treatment  will  he  included. 

The  registration  fee  ($35.00)  will  include  a book  which  will  cover  the  practical  care  of  al- 
lergic disease.  The  entire  course  is  geared  to  help  the  practicing  physician  better  care  for 
the  allergic  patient.  The  book  will  contain  all  the  lectures  in  detail,  as  well  as  aspects 
which  cannot  be  completely  covered  within  a few  days. 

The  lectures  will  be  supplemented  by  Kodachrome  studies  and  round  table  discussions 
with  question  and  answer  periods. 

The  program  is  approved  for  15  hours  credit  in  Category  I by  the  American  Academy  of 
General  Practice. 

For  further  information  write:  Department  of  Medical  Education 

Methodist  Hospital  Graduate  Medical  Center 
Indianapolis,  Indiana  46207 


A non-profit,  psychiatric  institution,  offering  therapeutic 
milieu,  group  and  individual  psychotherapy,  and  standard 
somatic  treatments.  Limited  day-patient  and  out-patient  serv-  j 
ices.  The  hospital  is  located  in  a 75-acre  park  amid  the  j 
scenic  beauties  of  the  Smoky  Mountain  Range  of  Western 
North  Carolina,  affording  exceptional  opportunity  for  j 
physical  and  emotional  rehabilitation. 


Founded  in  1904 

Highland  Hospital,  inc. 

ASHEVILLE,  NORTH  CAROLINA 
Affiliated  with  Duke  University 


Contact:  Medical  Director,  Highland  Hospital,  Asheville, 
N.C. 28801 
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In  Fractures:  B and  C vitamins  are  therapy 


Stress  formula  vitamins  are  a key  factor  in  bone  and  tissue  regeneration.  To  meet  the 
increased  metabolic  demands,  STRESSCAPS  offers  therapeutic  amounts  of  B and  C 
vitamins  as  an  aid  to  smoother  convalescence  and  earlier  rehabilitation.  In  fractures, 
as  in  many  other  conditions  of  physiologic  stress,  STRESSCAPS  vitamins  are  therapy. 


Stress  Formula  Vitamins  Lederle 


Each  capsule  contains; 

Vitamin  B,  (ThiamineMononitrate)  10  mg. 


Vitamin  B2  (Riboflavin)  10  mg. 

Niacinamide  100  mg. 

Vitamin  C (Ascorbic  Acid)  300  mg. 

Vitamin  B^  (Pyridoxine  HCI)  2 mg. 

Vitamin  B,2  Crystalline  4 mcgm. 

Calcium  Pantothenate  20  mg. 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  de- 
ficiencies. Supplied  in  decorative  “re- 
minder" jars  of  30  and  100;  bottles  of  500 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 

720  3-4 


Check  V-CilUn  K 
for  the  facts. 


Patients  won’t  complain  about 
bitter  penicillin  taste  when  you 
specify  V-Cillin  K.  Here’s  why:  It 
has  a special  coating,  only  one  and 
a half  thousandths  of  an  inch  thick. 
Because  it  is  designed  to  dissolve 
after  approximately  six  seconds,  this 
barrier  to  bitterness  remains  on  the 
tablet  as  it  slides  past  the  tongue. 
When  the  tablet  reaches  the 
stomach,  however,  the  coating  has 
dissolved,  and  the  penicillin  is  ready 
for  immediate  absorption  into 
the  bloodstream. 

Result?  The  proved  efficacy  of 
potassium  penicillin  V without  the 
penalty  of  bitter  taste. 

Indications:  V-Cillin  K is  an  antibiotic 
useful  in  the  treatment  of  streptococcus, 
pneumococcus,  and  gonococcus  infections  and 
infections  caused  by  sensitive  strains 
of  staphylococci. 

Contraindications  and  Precautions: 
Although  sensitivity  reactions  are  much  less 
common  after  oral  than  after  parenteral 
administration,  V-Cillin  K should  not  be 
administered  to  patients  with  a history 
of  allergy  to  penicillin.  As  with  any  antibiotic, 
observation  for  overgrowth  of  nonsusceptible 
organisms  during  treatment  is  important. 

Usual  Dosage  Range:  125  mg.  (200,000 
units)  three  times  a day  to  250  mg.  every 
four  hours.' 

Supplied:  Tablets  V-Cillin  K,  125  or  250  mg., 
and  V-Cillin  K,  Pediatric,  125  mg.  per  5-cc. 
teaspoonful,  in  40, 80,  and  150-cc.-size  packages. 


<5^ 


V-Cillin  K’ 

Potassium  Phenoxymethyl  Penicillin 


Additional  information 
available  to  physicians 
upon  request. 
Eli  Lilly  and  Company, 
Indianapolis,  Indiana. 

600050 
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Epidemiologic  Approaches  and  Problems  in 
the  Assessment  of  Causal  Factors  in 
Chronic  Respiratory  Disease  t 

Leonard  M.  Schuman,  M.D.* 

Minneapolis,  Minn. 


The  epidemiologic  method,  though  not 
devoid  of  complexities  and  not  immune 
to  biases  of  selection  of  case  and  control 
materials  does  provide  a ” natural’^  ap- 
proach to  the  in  situ  study  of  causal  fac- 
tors in  chronic  respiratory  disease,  partic- 
ularly when  such  causes  may  he  multiple. 

IT  HAS  become  abundantly  clear  not  only 
that  the  search  for  causative  factors  of 
chronic  disease  within  our  environment  can 
be  highly  productive  but  that  the  epidemiologic 
approach  can  frequently  obviate  many  of  the 
problems  inherent  in  attempting  direct  experi- 
mental approaches  to  causal  relationships  in 
disease.  Although  the  results  of  animal  experi- 
mentation may  be  highly  useful  in  testing  caus- 
al hypotheses,  elaborating  upon  them,  and  pro- 
viding clues  to  mechanisms  of  pathogenesis  and 
causal  relationships,  positive  findings  in  ani- 
mals have  no  greater  inherent  right  of  trans- 
ference as  direct  proof  of  human  disease  causa- 
tion than  do  negative  findings  as  proof  against 
such  a mechanism.  Furthermore,  direct  experi- 
mentation will  not  only  frequently  remove  the 

f Presented  at  the  Fourth  General  Session  of  the 
Kentucky  Medical  Association  Annual  Meeting 
September  21-23,  1965. 

*Professor  of  Epidemiology,  University  of  Minnesota 
School  of  Public  Health,  Minneapolis,  Minn. 

ucky  Medical  Association  • April  1966 


test  subjects,  animal  or  human,  from  the  con- 
text of  their  natural  environments,  but  will, 
at  times,  introduce  new  variables  having  pro- 
found influences  on  the  outcome  of  the  manip- 
ulation or,  at  best,  obscuring  the  meanings  of 
the  observed  results.  This  could  be  tantamount 
to  removal  or  addition  of  as  yet  unknown 
factors  in  the  environment  having  adjuvant, 
co-factorial  or  even  synergistic  influences.  Even 
when  human  experimentation  is  morally  ac- 
ceptable, it  may  not  always  be  practical.  For 
example,  to  have  tested  the  causal  relation- 
ship of  the  smoking  of  cigarettes  and  lung 
cancer  would  have  implied  the  random  selec- 
tion of  very  young  subjects  prior  to  the  age 
when  some  of  them  would  have  begun  to 
smoke  and  from  environments  which  were  as 
nearly  identical  as  possible.  Those  who  would 
be  made  to  smoke — the  test  subjects — and 
those  who  would  be  kept  from  smoking — the 
controls — would  be  randomly  allocated,  their 
smoking  and  other  habits  would  need  to  be 
held  constant  for  many  years  and  the  environ- 
ments otherwise  held  identical  for  both  groups. 
Because  lung  cancer  incidence  is  relatively 
low  in  a population,  both  test  and  control 
groups  would  have  to  be  extremely  large.  The 
impracticality  of  such  an  experiment  is  im- 
mediately obvious. 

The  epidemiologic  approach,  on  the  other 
hand,  examines  the  interrelationships  of  en- 
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Chronic  Respiratory  Disease  — Schuman 

every  person  exposed  to  nitrogen-dioxide  de- 
velops chronic  bronchitis,  there  would  not  be 
a need  for  either  experiments  or  for  advanced 
epidemiologic  approaches  to  determine  eausal- 
ity.  The  fact  would  have  been  apparent  almost 
immediately  that  exposure  to  nitrogen-dioxide 
was  both  necessary  and  sufficient,  and  hence 
a cause,  would  have  been  self-evident.  How- 
ever, for  most  if  not  all  diseases,  causes  are 
multiple  or,  at  least,  environmental  and/or 
host  factors  fortunately  modify  the  response 
of  the  host  so  that  not  all  exposures  lead  to 
the  disease  or  the  same  severity  of  the  dis- 
ease. Thus,  for  the  most  part,  no  one  case  of 
illness  can  establish  a causally  meaningful  as- 
sociation with  a host  or  environmental  char- 
acteristic. The  person  working  in  a lead  factory 
develops  pulmonary  fibrosis  and  cor  pulmon- 
ale. This  is  no  more  proof  of  the  association 
between  lead  and  pulmonary  fibrosis  than  that 
between  arsenic  and  pregnancy  for  the  female 
who  works  in  an  insecticide  factory  and  be- 
comes pregnant.  (We  must  keep  in  mind  that 
this  is  quite  different  from  a judgement  on 
what  is  the  most  likely  cause  operating  in  a 
given  case  of  a disease  for  which  several  causal 
factors  have  already  been  delineated.)  Only 
reasonably  large  groups  of  cases  in  their  natural 
environment  can  provide  us  with  the  neces- 
sary information. 


Assessment  of  Causal  Factors  in 

vironmental  and  host  factors  and  the  occur- 
rence of  disease  in  populations  without  dis- 
turbing their  true  relationships  and  relative 
weights.  It  examines  disease  in  situ,  as  it  were. 
It  attempts  to  interpret  the  results  of  complex 
experiments  performed  by  nature  or,  inadvert- 
ently, by  man.  The  very  definition  of  epidemi- 
ology dictates  that  this  shall  be  so. 

Growth  and  Usefulness  of  Method 

The  last  50  years  has  seen  an  exponential 
growth  in  the  application  of  the  epidemiologic 
method  to  the  study  of  the  chronic  diseases. 
The  yield  in  the  causal  nature  of  relationships 
of  environmental  factors  in  chronic  disease 
has  been  so  great  as  to  vindicate  the  applicabil- 
ity of  principles  derived  from  the  epidemiologic 
study  of  the  acute  infectious  diseases.  Since 
the  concept  of  cause  embraces  both  the  pres- 
ence and  absence  of  substances  or  conditions 
which  are  conducive  to  the  occurrence  of  dis- 
ease, it  is  not  improper  to  mention  the  epidemi- 
ologic studies  of  Goldberger  establishing  pel- 
lagra as  a deficiency  disease.  This  was  prob- 
ably one  of  the  earliest,  if  not  the  earliest,  of 
the  epidemiologic  studies  directed  toward  fer- 
reting out  an  environmental  cause  of  a chronic 
disease.  At  the  risk  of  failing  to  give  properly 
high  priority  to  other  worthy  studies  there  may 
be  cited  those  which  have  helped  to  establish 
the  causal  relationship  of  inhaling  cigarette 
smoke  to  lung  cancer,  chronic  bronchitis  and 
laryngeal  cancer;  of  exposure  to  chromates  and 
nickel  in  industry  to  lung  cancer;  of  high- 
energy  radiation,  as  in  the  Hiroshima  blast, 
to  leukemia;  of  chronic  exposure  to  X-radia- 
tion  to  leukemia  in  medical  practitioners  in 
general  and  radiologists  in  particular;  of  diag- 
nostic and  therapeutic  X-radiation  to  leukemia 
in  childhood;  and  of  radionuclide  exposure  in 
hard-rock  uranium  mines  to  lung  cancer. 

The  epidemiologic  method  is  particularly 
useful  where  the  presence  of  a given  agent 
does  not  always  produce  disease  in  the  exposed, 
since  other  environmental  and  intrinsic  host 
factors  (such  as  genetic  susceptibility)  may 
modify  the  intensity  of  the  response  to  that 
agent.  The  method  is  also  highly  useful  in  the 
study  of  a disease  which  may  be  caused  by 
more  than  one  agent.  If  there  were  but  a single 
cause  for  every  disease  and  a one-to-one  re- 
lationship between  a factor  and  the  disease, 
e.g.  every  case  of  chronic  bronchitis  reveals 
a history  of  exposure  to  nitrogen-dioxide  and 


Approaches  to  Study 

Among  the  earliest  approaches  to  the  study 
of  environmental  factors  (and  for  that  matter, 
host  factors,  as  well)  which  the  epidemiologist 
utilizes  is  a scrutiny  of  vital  statistics  data  on 
mortality  or  morbidity  from  the  disease  in 
question,  with  respect  to  certain  characteristics. 
This  may  include  secular  or  long-range  or  sea- 
sonal cycling;  predilection  for  certain  age 
groups,  one  sex  or  the  other,  certain  occupa- 
tional or  socioeconomic  groups;  or  concentra- 
tions of  cases  geographically  or  by  race.  These 
concentrations  may  provide  clues  to  certain 
environmental  differences  as  climate,  food  sup- 
plies, dietary  habits  or  patterns,  sanitation, 
toxic  exposures  in  industry,  air  pollution  or 
background  radiation  to  account  for  differ- 
ences in  exposure  or  risk.  Seasonal  and  par- 
ticularly, secular  trends  may  be  associated 
with  a concomitantly  increasing  or  decreasing 
factor  (more  realistically  in  the  environment 
than  in  the  host).  Statistically  significant  as- 
sociations derived  thereby  become  the  bases 
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upon  which  hypotheses  with  biological  mean- 
ingfulness are  constructed.  With  the  elabora- 
tion of  an  hypothesis  more  detailed  epidemi- 
ologic studies  are  designed  to  provide  support 
for  the  hypothesis  or  to  carry  it  to  more  de- 
tailed and  refined  meanings. 

More  or  less  refined  hypotheses  demand 
more  formal  epidemiologic  approaches.  These 
can  be  in  the  form  of  retrospective  or  prospec- 
tive studies  (or  their  combination).  These 
are  both  population  studies  and  each  is  depend- 
ent upon  individual  case  history  data.  The 
retrospective  study  concerns  itself  with  a group 
of  cases  of  a disease  which  is  compared  with  a 
properly  selected  group  of  persons  without  the 
disease  (controls)  in  respect  to  the  proportion 
of  individuals  in  each  group  who  have  char- 
acteristic deemed  to  be  a possible  etiologic 
factor.  If  the  group  of  cases  has  a statistically 
significantly  higher  percentage  of  the  factor 
than  the  control  group,  the  factor  is  said  to  be 
associated. 

The  prospective  study  concerns  itself  with  a 
selected  population  divided  according  to  the 
presence  or  absence  of  a characteristic  deemed 
to  be  a possible  causal  factor  and  the  subgroups 
followed  for  the  development  of  the  disease  in 
question  over  a definite  period  of  time.  If  the 
group  with  the  factor  has  a significantly  higher 
risk  of  developing  the  disease  than  the  group 
without  the  factor,  the  factor  is  said  to  be 
statistically  associated. 

Each  of  these  methods  has  its  respective 
advantages  and  disadvantages  and,  although 
obviating  many  of  the  practical  problems  in- 
herent in  direct  experimentation,  poses  cer- 
tain generic  problems  which  will  have  to  be 
overcome  methodologically.  The  chronic  dis- 
eases in  general  (and  the  chronic  bronchopul- 
monary diseases  are  no  exception)  have  several 
characteristics  which  add  to  the  difficulty  of 
investigation  of  causal  factors.  Two  of  these 
characteristics  are  their  prolonged  latent  or 
induction  periods  and  the  insidious  onset  of 
signs  and  symptoms. 

Influence  of  Character  of  Onset  on  Method 

It  is  not  always  clear  whether  the  length 
of  the  induction  period  reflects  the  slow  ac- 
cumulation of  effects  from  repeated  or  con- 
tinuous low-dose  assaults,  whether  it  repre- 
sents the  time  necessary  for  the  developing 
pathologic  process  to  cross  the  threshold  of 
observation,  or  both.  Although  the  length  of 
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the  induction  period  is  not  known  for  most 
of  the  chronic,  degenerative  diseases,  where 
research  has  implicated  causal  or  contributory 
factors  in  the  production  of  certain  of  these 
disease,  the  factors  have  been  found  to  have 
acted  or  begun  to  act  on  the  individual  a 
number  of  years  earlier.  Observations  leading 
to  precise  knowledge  of  induction  periods  have 
been  infrequent.  It  is  a rare  opportunity  to 
associate  a dramatic  event  such  as  the  Hiro- 
shima bomb  with  the  peak  development  of 
excess  leukemia  cases  in  the  exposed  popula- 
tion seven  years  later.  From  such  observations 
as  have  been  made  it  is  assumed  that  most,  if 
not  all,  chronic  (non-infectious)  disease  have 
induction  periods  which  are  measured  in  years. 

With  induction  periods  of  such  length,  an- 
tecedent causal  factors,  be  they  environmental 
or  intrinsic,  may  be  obscured  by  time  (if  they 
are  such  that  one  insult  is  sufficient  to  trigger 
the  disease  process)  or  be  overlooked  because 
they  are  common  and  continuing  in  time.  When 
a biologically- reasonable  hunch  or  theory  pro- 
poses an  environmental  factor,  custom  or  habit 
in  the  past  as  a cause  and  the  factor  either 
requires  quantitation  in  broad  terms  only  or 
is  a continuing  one  with  little  variation  over 
the  years,  the  retrospective  approach  requiring 
recall  can  frequently  be  depended  on  as  suf- 
ficiently reliable.  Such  was  the  case  with  the 
many  retrospective  studies  linking  cigarette 
smoking  with  lung  cancer  and  chronic  bronchi- 
tis. Smoking,  the  environmental  factor,  was  re- 
liably quantitated  by  the  subjects  not  only  be- 
cause the  question  did  not  demand  precision 
to  within  a cigarette  or  two,  but  also  because 
the  habit  becomes  stabilized  in  quantity,  fre- 
quency and  degree  of  inhalation  quite  rapidly 
for  the  vast  majority  of  subjects. 

This  approach,  however,  is  not  practical 
when  the  suspected  environmental  factor  fluc- 
tuates widely  in  time  and  its  precise  measure- 
ment is  necessary  to  the  association.  This 
would  be  the  case  in  an  attempt  to  associate 
air  pollution  and  chronic  bronchopulmonary 
disease.  It  is  true  that  such  episodes  as  the 
Donora  and  London  smogs  provided  strong 
evidence  for  the  association  of  heavy  smogs 
with  relatively  sudden  mortality  among  cases 
of  cardio-respiratory  illness,  but  the  lack,  then, 
of  air-monitoring  programs  made  it  impossible 
to  determine  which  elements  of  the  smog  were, 
in  truth,  responsible.  It  is  'also  obvious  that, 
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in  the  type  of  situation  calling  for  an  explora- 
tion of  the  role  of  air  pollution  in  the  produc- 
tion of  chronic  bronchopulmonary  disease,  the 
subject  can  have  no  knowledge  of  either  the 
quality  or  quantity  of  air  contaminants  in  the 
community.  This  is  generalized  air  pollution 
and  not  the  local  pollution  of  tobacco  smok- 
ing. It  is  even  more  generalized  and  more 
subtle  than  the  intermediate  type  of  air  pol- 
lution encountered  in  the  immediate  vicinity 
of  certain  industrial  processes.  A proper  epi- 
demiologic approach  would  be  the  more  for- 
midable and  expensive  prospective  study  with 
monitoring  of  the  air  of  several  communities 
with  contrasting  amounts  of  pollution  and  com- 
paring their  experiences  in  the  development  of 
bronchopulmonary  (or  other)  disease.  The 
same  principle  would  apply  to  a study  of  the 
role  of  radioactive  fallout  in  the  production  of, 
for  example,  congenital  malformations. 

Cotnplexity  of  the  Problem 

The  last  two  statements  run  the  risk  of  de- 
luding the  reader.  Their  brevity  belies  the 
agonies  inherent  in  their  execution.  Nothing 
has  been  said  about  separating  the  various 
contaminating  compounds  and  the  extent  to 
which  monitoring  of  all  of  these  compounds  is 
practical;  nothing  has  been  said  about  the 
length  of  time  the  study  shall  run  nor  the 
cohort  selection;  nothing  has  been  said  about 
the  problem  of  varying  rates  of  in-and-out 
migration  of  the  several  populations,  factors 
which  obviously  influence  results. 

Thus  far,  emphasis  has  been  placed  on  the 
problem  of  selection  of  factors  in  the  environ- 
ment for  study  when,  because  of  long  induc- 
tion periods,  such  factors  may  have  operated 
remotely  in  time  or  continuously  with  low-dose 
impact.  The  second  characteristic  of  chronic 
bronchopulmonary  disease,  mentioned  earlier, 
also  contributes  materially  to  the  complexity 
of  the  problem.  The  insidious  character  of  on- 
set of  a disease  may  obscure  the  meaning 
of  an  antecedent  event  even  when  the  induc- 
tion period  is  short.  For  example,  in  nitrogen- 
dioxide  exposure  in  silos  or  chemical  labora- 
tories, the  insidious  onset  of  bronchiolitis  fi- 
brosa obliterans  may  lead  to  failure  of  recall 
of  an  otherwise  inocuous  exposure  which  oc- 
curred three  to  four  weeks  previously.  Further- 
more, the  insidious  onset  of  many  chronic  dis- 
eases adds  to  the  breadth  of  their  spectra  so 
that  at  any  given  point  in  time  the  selection  of 


diagnosed  cases  yields  a severity-biased  sample. 
This  obviously  adds  to  the  problems  of  a 
retrospective  study  for  the  controls  may  be 
loaded  with  a significant  number  of  mUd, 
as-yet-unrecognized  cases.  In  a number  of 
cross-sectional  or  retrospective  studies  of  pul- 
monary disease  large  random  populations  have 
been  selected  and  queried  as  to  symptoms 
and/or  examined  by  Vitalor  and  X-ray  before 
dichotomizing  that  population  into  illness 
groups  and  controls.  This  latter  approach 
merges  subtly  into  the  techniques  of  the  pro- 
spective study  where  case  selection  is  not  an 
initial  necessary  step,  but  in  which  disease  or 
symptom  definitions  and  careful  follow-up  with 
minimal  non-response  attrition  are  essential. 

The  extreme  breadth  of  the  spectrum  of 
many  of  the  chronic  diseases  aggravates  the 
problem  of  establishing  associations  with 
suspected  causal  factors,  particularly  in  pro- 
spective studies.  If  mortality  per  se  is  the  end 
point,  the  problem  is  minimal  for  aU  deaths 
are  recorded.  If  morbidity  is  the  end  point, 
diagnostic  problems  immediately  appear.  In  a 
study  of  pulmonary  emphysema  one  may  not 
tally  only  those  severe  cases  coming  to  medical 
care,  but  must  make  provision  for  X-ray  diag- 
noses irrespective  of  symptoms,  since  thresh- 
olds of  discomfort  vary  as  much  as  they  do. 
In  chronic  bronchitis,  definitions  become  ex- 
tremely important  in  view  of  the  diversity  of 
opinion  as  to  what  constitutes  chronic  bronchi- 
tis, particularly  among  several  nations.  In  fact, 
because  of  the  problems  of  definition  and  the 
breadth  of  the  spectrum,  epidemiologists  have 
been  given  more  and  more  to  the  study  of 
reliable  symptoms  such  as  chronic  cough, 
sputum  production,  shortness  of  breath  on 
specifically  described  exertions  and  of  signs, 
such  as  total  and  one-second  vital  capacities, 
rather  than  attempt  final  diagnoses  of  chronic 
bronchitis  and  the  like.  The  yield  of  new  in- 
formation has  been  rewarding. 

The  presentation  of  methodologic  problems 
encountered  in  the  application  of  epidemiologic 
techniques  for  the  elucidation  of  causal  factors 
in  chronic  disease  is  not  intended  to  inject  any 
note  of  pessimism  for  this  approach.  In  fact, 
the  modem  epidemiologist  must  remain  con- 
stantly aware  of  the  pitfalls  in  order  that  the 
elicited  associations  may  be  deemed  real.  It 
is  the  reality  of  the  elucidated  associations 
that  is  frequently  the  target  of  much  sniping. 
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Epidemiologic  studies  short  of  direct  experi- 
mentation with  human  population  groups 
have  been  stigmatized  by  some — usually  those 
with  a vested  axe  to  grind — as  “only  statisti- 
cal”. Such  individuals  fail  first  of  aU  to  realize 
that  the  occurrence  of  any  event  is  a statistic, 
that  the  measurement  of  variations  in  observa- 
tions involves  statistics,  that  a physician’s  diag- 
nosis most  often  is  a judgement  based  on  the 
probability  or  likelihood  that  a certain  combi- 
nation of  signs  and  symptoms  spell  a certain 
disease.  Such  individuals  fail  secondly  to  rea- 
lize that  causality  and  its  “proof,”  in  the 
strictest  sense,  is  an  elusive  mistress,  a philo- 
sophic will-o-the-wisp,  for  even  in  an  experi- 
ment must  a judgement  be  made  that  its  out- 
come is  the  effect  of  the  manipulation  applied. 
It  is  for  this  reason  that  the  laboratory  ex- 
perimenter not  only  replicates  his  observations 
but  constantly  seeks  for  confounding  variables 
or  interfering  influences  which  may  at  least 
modify,  if  not  produce,  the  results  observed. 

Critical  Evaluation 

No  self-respecting  epidemiologist  would  on 
the  same  basis,  deem  an  association  to  be  a 
causal  relationship  on  observing  such  an  as- 
sociation for  the  first  time.  Statistical  methods 
cannot  establish  proof  of  a causal  relationship 
in  an  association  for  either  the  experimenter 
in  the  laboratory  or  the  epidemiologist  in  the 
field.  The  causal  significance  of  an  associa- 
tion is  also  a matter  of  judgement  which  goes 
beyond  any  statement  of  statistical  probability. 
The  epidemiologist  must  indulge  in  an  inten- 
sive critical  evaluation  of  the  association.  No 
single  criterion  will  suffice  for  a judgement  of 
causality.  Is  the  association  real?  Are  the  cases 
and  controls  representative  of  the  population 
for  which  inferences  are  to  be  drawn?  Do 
biases  of  selection  and  observation  exist?  Do 
the  degrees  of  bias  seriously  impair  the  infer- 
ences? 

Is  the  association  consistent  in  that  the 
majority  if  not  all  of  the  studies  reveal  the 
same  association?  What  is  the  strength  of  the 
association  in  terms  of  the  risk  of  the  disease 
among  those  with  the  characteristic  or  exposed 
to  the  factor  under  study  as  compared  to  the 
risk  among  those  without  or  not  exposed?  (The 
higher  the  relative  risk  ratio  the  more  likely 
the  association  is  causal.) 

Is  the  association  specific?  Here  the  rela- 
tive risk  ratio  is  also  helpful  in  determining 


whether  the  factor  under  test  is  of  major  or 
minor  importance  in  the  total  picture  of  causal- 
ity. A high  risk  ratio  may  imply  the  former 
whereas  a low  relative  risk  ratio  may  indicate 
other  factors  are  also  causal. 

Is  the  temporal  relationship  between  the 
characteristic  or  factor  and  the  onset  of  the 
disease  of  proper  order  i.e.  is  the  factor,  sus- 
pected to  be  causal,  antecedent  in  time  to  the 
disease  ? 

And  finally  is  the  association  coherent  with 
the  known  facts  in  the  natural  history  and 
the  biology  of  the  disease?  Here  the  biologic 
meaningfullness  of  the  association  comes  into 
play  as  well.  A causal  hypothesis  is  easier  to 
accept  if  it  makes  biologic  sense;  for  example, 
the  inhalation  of  cigarette  smoke  does  bring 
the  suspected  agent  or  agents  to  the  tissues 
involved  in  lung  cancer,  chronic  bronchitis, 
laryngeal  cancer,  and  emphysema.  In  this  in- 
stance the  dose  response  is  important  for,  if 
causally  related,  the  effect  should  increase  in 
magnitude  as  the  factor  increases  in  strength. 
Although  the  production  of  the  lesion  in  ani- 
mals does  not  constitute  definitive  proof,  since 
it  is  dangerous  to  extrapolate  from  one  species 
to  another,  nevertheless,  such  a demonstra- 
tion serves  a dual  purpose:  It  increases  the 
biologic  reasonableness  of  a causal  inference 
from  the  association  and  it  provides  a model 
from  which  biologic  mechanisms  may  be 
elicited  and  sought  for  in  man.  Furthermore, 
alternative  hypotheses  must  be  scrutinized  to 
determine  whether  the  biologic  facts  and  epi- 
demiologic features  of  the  disease  fit  these 
better. 

Finally,  the  causal  hypothesis  must  be  co- 
herent with  the  other  epidemiologic  features 
of  the  disease  and  the  characteristic  under 
test.  If  a factor  is  to  be  deemed  causal  for  a 
given  disease  and  it  is  present  in  greater  pro- 
portion in  a given  population  segment,  then, 
all  else  being  equal,  that  segment  should  have 
a higher  frequency  of  the  disease  and  vice 
versa. 

Thus,  a collective  appraisal  of  these  several 
criteria  is  mandatory  for  a judgement  of  causal 
significance  in  an  association. 

It  has  been  noted  earlier  that  the  yield  of 
causal  environmental  factors  via  the  epidemi- 
ologic approach  has  been  gratifying.  In  par- 
ticular, the  conviction  with  which  we  can  now 
accept  the  relationship  between  smoking  and 
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certain  bronchopulmonary  diseases  makes  it 
mandatory  to  correct  for  this  now  confounding 
variable  in  all  explorations  of  other  environ- 
mental factors  whether  it  be  community  air 
pollution  or  localized  occupational  pollution. 
It  is  my  opinion  that,  although  cigarette  smok- 
ing has  been  shown  to  account  for  the  vast 
bulk  of  such  diseases  as  lung  cancer  and 
chronic  bronchitis,  the  “non-smoker  residuals” 
of  these  and  other  bronchopulmonary  diseases 
will  have  to  be  explored  in  terms  of  atmos- 
pheric pollution.  Such  studies  will  be  primarUy 
epidemiologic  in  character  for  such  relation- 
ships must  be  studied  in  intact  populations. 
They  will  be  complex;  they  will  be  expensive; 
they  will  take  long  periods  of  time,  for  rep- 
lications will  be  necessary  to  determine  the 
realness  and  consistency  of  any  determined 
associations.  Because  some  entities,  like  cor 
pulmonale,  are  not  common  garden  varieties 
of  disease,  intercommunity  cooperative  re- 
search will  become  even  more  important.  My 
faith  in  this  approach  has  been  reaffirmed 
recently  by  the  findings  of  our  cooperative 


leukemia  study  in  which  all  the  cases  of 
leukemia  occurring  in  a three-year  period  in 
the  metropolitan  areas  of  Minneapolis-St.  Paul, 
Baltimore  and  Upstate  New  York  had  to  be 
pooled  in  order  to  study  a significant  number 
of  factors  in  an  environmental  hypothesis. 

One  final  comment  is  in  order.  Little  has 
been  said  about  additive  or  synergistic  effects 
of  several  environmental  factors  in  chronic 
bronchopulmonary  disease.  Although  the  epi- 
demiologic evidence  in  the  United  States  in- 
dicates the  predominant  role  of  cigarette  smok- 
ing in  chronic  respiratory  disease,  in  the  Unit- 
ed Kingdom  disabling  respiratory  conditions 
and  death  occur  more  frequently  among  those 
who  smoke  cigarettes  and  are  exposed  fre- 
quently to  atmospheric  pollution  than  in  those 
exposed  to  either  alone.  The  need  for  explora- 
tion in  depth  in  this  area  is  obvious.  Ap- 
proaches to  this  problem  are  in  their  infancy 
but  are  being  made.  They  offer  additional 
promise  in  ferreting  out  other  causal  factors 
and  their  interactions  in  chronic  pulmonary 
disease. 
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Vascular  Injuries  of  the  Upper  Extremity 
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Management  of  upper  extremity  vascular 
injuries  is  briefly  presented.  The  results 
obtained  in  104  cases,  including  17  cases 
of  arterial  injury  resulting  in  ’^non- 
viable”  extremities  distal  to  the  wound, 
are  reviewed. 

During  the  past  six  years,  we  have 
had  opportunity  to  treat  104  patients 
with  arterial  injuries  of  the  upper  ex- 
tremity. Anastomotic  thrombosis  of  small  ves- 
sels stimulated  us  to  evaluate  these  cases. 

At  the  time  of  World  War  II,  peripheral 
vessel  injuries  were  treated  mainly  by  ligation, 
resulting  in  a high  incidence  of  amputation.® 
The  nearly  or  completely  amputated  extrem- 
ity can  be  salvaged  if  cellular  necrosis  has  not 
occurred  from  local  tissue  trauma  or  from 
excessive  lapse  of  time,  and  if  the  circulation 
can  be  restored. Technical  advances 
in  vascular  surgery  have  now  made  possible 
the  successful  anastomosis  of  small  blood  ves- 
sels. The  problem  of  thrombosis  in  vessels 
measuring  less  than  3 mm.  remains. 

13.14.15,10 


PREPARATION  OF  ARTERY 
FOR  ANASTOMOSIS 


Debrided  to 
normal  intimo 


Loose  adventitia 
removed 


TABLE  I 

SUMMARY  OF  CASES 


Injuries  Cases  Repair  Ligated 

One  artery  95  52  43 

Two  arteries  9 8 1 

Total  104  60  44 


From  August,  1958  to  August  1964,  104 
patients  were  admitted  with  arterial  injuries  of 
the  upper  extremity  (Table  I and  Table  V).  We 
excluded  numerous  cases  of  digital  vessel  trau- 
ma and  cases  of  superficial  volar  arch  ligation. 

Seventeen  cases  had  “non-viable”  extremi- 
ties distal  to  the  wound,  as  manifested  by 
pallor,  mottling,  coolness,  and  the  lack  of  re- 
trograde bleeding  from  the  distal  wound  sur- 
face. 

Patients  with  severe  injuries  were  evalu- 
ated quickly  in  the  emergency  room  then 
transferred  to  the  operating  room.  Many  of 


*Surgical  resident,  University  of  Louisville  Hospitals. 

**Clinical  associate  professor  of  surgery,  University 
of  Louisville  School  of  Medicine. 


FIGURE  1.  Injured  artery  debrided  to  normal  intima. 
Loose  adventitia  is  meticulously  removed  prior  to  repair.” 

these  cases  had  significant  blood  loss  and 
had  varying  levels  of  shock.  Hemorrhage  was 
controlled  by  direct  pressure.  Intravenous 
fluids  were  started  with  a large  gauge  needle 
in  the  uninjured  extremity.  Axillary  block  an- 
esthesia was  used  for  most  cases  with  wounds 
distal  to  the  lower  humerus. General  an- 
esthesia was  employed  for  the  cases  with 
more  proximally  located  wounds. 

The  tourniquet  was  not  employed  during 
the  period  of  arterial  repair.  Considerable 
time  was  devoted  to  cleaning  and  irrigating 
the  wounded  extremity.  Stabilization  of  bone 
was  completed  prior  to  vascular  repair.  Fine 
vascular  bulldogs  were  applied  1 to  2 cms. 
from  the  site  of  injury.  Adventitia  and  frac- 
tured intima  was  carefully  debrided  (Figure 
1 ) . Heparin  solution  was  injected  proximally 
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brand  of  psyllium  hydrophilic  mucilloid 


Metamucil  Powder:  4,  8 and  16-ounce 
containers.  Instant  Mix  Metamucil:  car- 
tons of  16  and  30  single-dose  packets. 
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Patients 


Metamucil 

...to  prevent  straining  at  stool 
and  its  adverse  effect  on 
blood  pressure, 
cardiac  output  and 
pulmonary  circulation. 


Average  Adult  Dosage: 

One  rounded  teaspoonful  of  Metamucil  (or  one 
packet  of  Instant  Mix  Metamucil)  in  a glass 
of  cool  Liquid  one  to  three  times  daily. 
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Complete  Laceration 

(Arteries  over  3 mm  diameter) 


digital  arteries  or  small  ulnar, 

RADIAL  AND  SUPERFICIAL  VOLAR  ARCH 
ARTERIES  {3  mm  or  less) 


Transverse  Laceration 


FIGURE  2.  Complete  lacerations  of  arteries  3mm.  or  more 
in  diameter  are  repaired  with  a running  cardiovascular 
suture  after  stay  sutures  have  been  introduced.^ 

and  distally.  Clots  were  milked  from  the  ves- 
sel. Patency  of  the  vessel  was  established 
prior  to  the  anastomosis  and  a retrograde  he- 
parin flush  utilized  if  necessary. 

The  repair  was  constructed  to  prevent  even 
minimal  narrowing  and  rotation.  Stay  sutures 
were  placed  at  equidistant  points  in  the  cir- 
cumference of  the  vessel  (Figure  2).  Vessels 
3 mm.  or  smaller  were  repaired  with  fine  vas- 
cular sutures  on  an  atraumatic  needle.  A syn- 
thetic suture  (Dacron,  Tefdac,  etc.)  was  pre- 
ferred. Stricture  of  small  vessels  with  longi- 
tudinal wounds  can  be  minimized  by  applying 
a patch  graft.  “Fish  mouth”  incisions  were 
made  in  transverse  lacerations  to  increase  the 
diameter  at  the  anastomosis  (Figure  3). 
Grafts  were  employed  to  avoid  anastomosis 
under  tension  (Figure  4).  Venous  autografts 
were  used  for  restoring  continuity  of  vessels 
which  might  otherwise  be  under  tension  (Fig- 
ure 5).®'“ 

Eighty-seven  of  the  104  cases  were  consid- 
ered as  having  a viable  extremity  distal  to  the 
site  of  trauma.  Of  these,  the  artery  was  ligated 
in  44  and  repaired  in  60  (Table  I).  Indica- 
tions for  anastomosis  of  the  severed  noncritical 
vessel  were:  impaired  distal  circulation  or  the 


FIGURE  3.  Transverse  lacerations  of  arteries  3mm.  or  small- 
er in  diameter  are  anastomosed  after  a “fish  mouth"  in- 
cision has  been  made  to  increase  the  diameter  of  the 
anastomosis.^ 


TABLE  II 

ARTERIES  INJURED 


Injuries 

Repaired 

Ligated 

Amputated 

Radial  

. . . 11 

22 

0 

Ulnar  

. . . 15 

20 

0 

Radial  & Ulnar 

. . . 8 

1 

1 

Brachial  

. . . 16 

1 

0 

Axillary  

. . . 7 

0 

1 

Superficial  Volar 

Arch  3 

0 

0 

Total  

. . . 60 

44 

2 

injured  vessel  appearing  larger  than  the  intact 
radial  or  ulnar  artery. 

Seventeen  of  the  104  patients  were  consid- 
ered to  have  a “non-viable”  extremity  (Table 
III).  Arterial  repair  was  done  in  sixteen  and 
venous  repair  in  six.  Six  patients  had  both 
radial  and  ulnar  arteries  divided.  Arterial  re- 
pair was  done  in  five  and  primary  amputation 
in  one  (a  child  with  bilateral  forearm  amputa- 
tions) (Tables  II  and  IV). 

Six  of  the  patients  with  “non-viable”  ex- 
tremities were  given  systemic  anticoagulants. 
All  16  patients  received  one  or  more  stellate 
ganglion  blocks  to  minimize  vasospasm.  Pa- 
tients with  severe  pain  had  axillary  blocks  of 
the  brachial  plexus  (Figure  6).  It  is  simple, 

EXTENSIVE  LOSS  OF  ARTERY  REPLACED 
WITH  GRAFTS  — 


FIGURE  4.  If  grafts  are  necessary,  synthetic  grafts  may 
be  employed  for  larger  arteries.  (Axillary).  Smaller 
arteries,  including  brachial,  are  restored  with  vein  graft." 
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IF  EXTREMITY  IS  SEVERED, 
OR  NEARLY  SEVERED,  VENOUS 
FLOW  MUST  BE  RESTORED. 


Anastomosis 


FIGURE  6.  Axillary  block  anesthesia  for  upper  extremity 
surgery  is  simple  and  can  relieve  pain  as  well  as 
vasospasm  for  as  long  as  eight  hours.^ 


Where  extensive 
occurred  venous 
established  v\/ith 


damage  has 
f lovtf  IS  re- 
vein grafts. 


FIGURE  5.  Venous  flow  must  be  restored  in  amputated  or 
nearly  amputated  extremities.  If  a graft  is  necessary,  vein 
is  utilized.” 


safe,  and  relieves  pain  as  well  as  vasospasm 
for  as  long  as  eight  hours. 

The  largest  percentage  of  cases  (46%) 
were  injured  by  broken  glass.  (Table  V). 
Eighty-one  patients  had  completely  transected 
arteries.  Patients  with  incomplete  arterial  lac- 
erations lost  a greater  volume  of  blood.  The 
age  distribution  is  demonstrated  in  Table  VT. 

Atrophy  to  some  degree  was  noted  in  all 
cases  originally  thought  to  have  a non-viable 
extremity.  Atrophy  and  pain  were  occasionally 
noted  when  a noncritical  vessel  was  ligated. 
Several  patients  complained  of  mild  pain  and 
cold  intolerance.  Patients  with  repaired  “non- 
critical” arteries  initially  had  greater  cold  tol- 
erance than  patients  who  had  a similar  artery 
ligated.  After  ligation,  in  some  cases  followed 
over  a three  year  period,  cold  tolerance  did 
improve  as  collateral  circulation  developed. 

TASLE  III 

NONVIABLE  EXTREMITIES  PRIOR  TO  SURGERY 


Case  considered 

Artery  nonviable  Result 

Axillary  5 4 good  1 secondary  amputation 

Brachial  6 5 good  1 fair  (poor  function) 

Radial  & Ulnar  . . 6 5 good  1 primary  amputation 

Total  17 


TABLE  IV 


DISTAL 

PULSE  RESTORED 

BY 

REPAIR 

Injured 

Artery 

Yes 

No 

Questionable 

U'nar 

15 

2 

4 

Radial 

19 

1 

1 

Brachial 

13 

1 

2 

Axillary 

6 

1 

0 

Superficial 

volar 

arch  3 

0 

0 

TABLE  V 

ETIOLOGY  OF  LACERATED  ARTERIES 


Type  Injury 

Offending  Agent  Cases  Complete  Incomplete  Thrombosis 

Glass 48  42  6 0 

Knife  16  12  4 0 

Bullet 12  6 6 0 

Shotgun  4 2 1 1 

Blunt  trauma  4 2 0 2 

Power  Mower 2 2 0 0 

Saw 3 2 1 0 

Unknown  13  11  2 0 

Trains  2 2 0 0 

Total  104  81  20  3 


Age 

TABLE  VI 

AGE  DISTRIBUTION 

Number  of  Cases 

1-10 

19 

11-20 

13 

21  - 30 

22 

31  - 40 

25 

41  - 50 

10 

51  - 60 

8 

61  - 70 

4 

71  - 80 

3 

Total 

104 

Summary 

1.  One  hundred  and  four  cases  of  arterial 
injuries  of  the  upper  extremity  are  reviewed. 
Sixty  cases  were  treated  by  repair  and  forty- 
four  cases  by  ligation. 

2.  Seventeen  patients  were  evaluated  as 
having  a devascularized  extremity  distal  to  the 
wound.  Fourteen  obtained  viable  functioning 
hands. 

3.  Radial  and  ulnar  arteries  should  be  an- 

(Continued  on  Page  354) 
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Signs  of  a Brain  Tumor 

As  Seen  by  the  Ophthalmologist 
and  Otolaryngologist! 


Thomas  M.  Marshall,  M.D.* * 
Louisville,  Ky. 


Disturbance  of  vision,  hearing,  smelling 
and  swallowing  are  symptoms  which 
sometimes  occur  early  in  the  course  of  a 
brain  tumor.  This  is  an  attempt  to  review 
some  of  the  signs  and  symptoms  which 
the  presence  of  a brain  tumor. 

CERTAIN  tumors  of  the  brain  are  more 
likely  to  come  first  to  the  attention  of 
certain  medical  specialists.  The  patient 
with  a pituitary  adenoma  commonly  first  con- 
sults the  ophthalmologist.  Many  of  the  patients 
with  tumors  of  the  brain  stem  first  come  to 
the  attention  of  men  who  concentrate  on  dis- 
orders of  the  eye,  because  so  many  of  these 
patients  develop  disturbance  of  their  ocular 
movements  early  in  the  course  of  their  disease. 
The  patient  with  an  acoustic  neuroma  is  usual- 
ly first  seen  by  the  otologist. 

In  order  to  evaluate  the  ocular  signs  and 
symptoms  in  brain  tumor  cases,  a series  of 
brain  tumors  that  presented  first  to  the  oph- 
thalmologist in  practice  was  collected  by 
O’Rourke  and  Schlezinger.®  Almost  80  per 
cent  of  the  100  brain  tumors  in  this  series 
were  of  five  types:  Pituitary  tumors,  meningio- 
mas, cerebellar  gliomas,  metastatic  carcino- 
mas of  the  nasopharynx  and  acoustic  neuro- 
mas. Sixty  per  cent  of  all  these  tumors  were 
associated  with  the  parasellar  area.  Papille- 
dema was  present  in  42  per  cent  of  the 
patients  and  58  per  cent  showed  optic 
atrophy.  Visual  field  defects  were  found  in 
69  per  cent  of  the  cases.  Although  headache 
was  common  in  this  series  of  cases,  subjective 
impairment  of  vision,  either  intermittent  or 
progressive  was  the  symptom  that  most  often 

fPresented  a!  the  September  30  meeting  of  the  Ken- 
tucky EEN&T  Society  during  the  1964  KM  A An- 
nual Meeting  in  Louisville. 

* Clinical  assistant  professor  of  neurological  surgery 
at  the  University  of  Louisville  School  of  Medicine. 


caused  the  patient  to  come  to  the  ophthal- 
mologist. More  than  half  of  the  patients 
showed  an  objective  loss  of  vision  below  the 
level  of  6/60  in  either  eye.  This  leads  to  the 
conclusion  that  in  many  patients,  rather  se- 
vere impairment  is  tolerated  when  it  develops 
unilaterally  and  gradually.  There  was  no 
single  sign  or  symptom  common  to  all  types 
of  brain  tumors  in  this  series. 

Loss  of  Vision 

It  is  exceptional  for  a pituitary  tumor  to 
be  diagnosed  or  even  suspected  before  it  is 
sufficiently  large  to  implicate  the  visual  path- 
way and  particularly  the  optic  chiasm.  The 
earliest  perimetric  evidence  of  tumor  extend- 
ing up  from  below  the  chiasm  is  depression 
in  the  upper  temjx>ral  quadrants,  demonstrable 
with  small  targets  on  the  tangent  screen.  The 
characteristic  change  in  the  visual  fields  re- 
sulting from  this  chiasmal  lesion,  is  a bitem- 
poral hemianopsia  with  interruption  being  pri- 
marily in  the  crossing  fibers  of  the  chiasm. 
Variations  in  this  general  picture  of  bitemporal 
loss  are  produced  by  additional  involvement 
of  the  optic  nerves  or  tracts.  Should  the  tumor 
extend  forward  and  involve  one  optic  nerve, 
it  would  likely  produce  a central  scotoma  in 
the  field  on  the  same  side  as  that  of  the 
effected  nerve.  Should  the  tumor  extend  to 
one  side,  it  may  involve  the  ipsilateral  optic 
nerve  and  tract  producing  thereby  a central 
scotoma  in  the  field  on  the  same  side  as  that 
of  the  lesion  and  a contralateral  incongruous 
hemianopsia.  It  is  to  the  discredit  of  ophthal- 
mology that  a considerable  number  of  patients, 
who  have  suffered  loss  of  vision  as  result  of 
pituitary  tumor  receive  no  more  specific  treat- 
ment than  several  changes  of  glasses,  some 
attention  to  the  sinuses  and  a course  of  vita- 
min therapy  before  their  perimetric  fields  are 
plotted,  and  the  true  cause  of  their  visual 
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loss  is  recognized.  It  is  the  more  regrettable 
because  in  the  presence  of  this  type  of  lesion, 
radiation  therapy  and  especially  surgery  offer 
a good  chance  of  preserving  or  even  improv- 
ing vision. 

From  a clinical  viewpoint,  most  patients 
with  a pituitary  tumor  exhibit  some  pallor  of 
the  optic  discs,  its  intensity  being  governed 
by  the  amount  and  duration  of  the  visual 
loss.  There  is  much  individual  variation.  Pal- 
lor has  definite  value  in  prognosis,  neverthe- 
less. When  the  nerve  heads  are  pink,  even  if 
visual  loss  has  existed  for  many  months,  there 
is  a good  chance  for  improvement  in  visual 
fields  and  even  a return  to  normal,  following 
eradication  of  the  tumor.  When  the  nerve 
heads  are  slightly  pale  and  the  visual  loss  is 
relatively  great,  improvement  may  be  ex- 
pected and  perhaps  even  a slight  lessening  of 
the  pallor.  When  the  nerve  heads  are  dis- 
tinctly pale,  improvement  in  vision  is  not  to 
be  expected,  although  partial  return  is  noted 
occasionally.  When  the  discs  are  pale  and  in 
addition  there  is  visible  loss  of  nerve  sub- 
stance, then  true  optic  atrophy  exists  and 
there  is  little  possibility  of  recovery  of  any 
vision  or  of  diminution  of  the  pallor  of  the 
discs.  Papilledema  very  seldom  occurs  in  cases 
of  pituitary  tumor.  When  it  does,  it  is  a late 
finding  and  indicates  the  invasion  of  the  3rd 
ventricle.  Paralysis  of  the  extraocular  muscles 
is  infrequent  in  adenoma  of  the  pituitary.^’ 

Ophthalmologists  should  be  equally  inter- 
ested in  meningiomas  because  of  their  rela- 
tive frequency  of  occurrence  in  the  region  of 
the  sella  turcica.  Meningiomas  in  the  para- 
sellar, subfrontal  and  suprasellar  regions  tend 
to  produce  symptoms  that  include  optic  atro- 
phy associated  with  a visual  field  defect  of 
either  the  prechiasmal  or  chiasmal  type.  De- 
fects in  the  visual  fields  limited  to  one  eye  are 
of  necessity  caused  by  a prechiasmal  lesion. 
Such  defective  areas  are  often  scotomata.  The 
nasal  and  temporal  fibers  of  the  optic  nerve 
in  its  intracranial  course  immediately  in  front 
of  the  chiasm  are  separated  by  a fibrous 
septum  and  this  permits  interruption  of  one 
set  of  fibers  without  disturbance  of  the  others. 
Thus  a lesion  in  this  area  may  produce  a 
temporal  or  a nasal  anopsia  with  straight 
splitting  down  the  midline  in  one  eye.  Any 
field  defect  in  one  eye,  which  has  a midline 
vertical  split  must  be  due  to  a prechiasmal 
lesion^®  Routine  roentgen  examination  of  the 


skull  to  detect  exostosis  or  erosion  in  the  case 
of  meningiomas  and  an  enlargement  of  the 
sella  in  the  case  of  pituitary  tumors  is  most 
helpful. 

Lesions  which  interrupt  the  visual  pathways 
behind  the  optic  chiasm  produce  field  defects 
that  are  homonymous.  Complete  homony- 
mous hemianopsia  has  lateralizing  value  only. 
It  gives  no  information  as  to  whether  the  dif- 
ficulty lies  in  the  tract  or  the  optic  radiation. 
Incomplete  homonymous  hemianopsia  supplies 
more  specific  information.  A congruous  loss 
or  a field  defect  which  is  similar  in  the  two 
eyes,  implies  that  the  lesion  is  situated  in  the 
posterior  part  of  the  radiation,  for  here  fiber 
bundles  from  corresponding  parts  of  the  two 
retinae  lie  close  together.  Such  a defect  is 
seen  in  occipital  lobe  tumors.  Tumors  that 
interrupt  the  radiation  anteriorly,  produce  dis- 
tortions that  are  slightly  dissimilar  in  the  two 
eyes  and  lesions  that  interrupt  the  optic  tracts 
cause  incongruous  homonymous  defects  that 
are  dissimilar.  This  occurs  because  the  fibers 
from  corresponding  points  on  the  two  retinae 
are  projected  on  the  identical  areas  of  the 
visual  cortex  but  they  do  not  pursue  exactly 
the  same  course  in  getting  to  the  cortex. 
Lesions  of  the  temporal  lobe  are  likely  to 
produce  quadrantal  defects  which  extend  to 
the  point  of  fixation  without  macular  sparing. 
They  tend  to  produce  defects  in  the  visual 
field  that  are  somewhat  dissimilar  in  the  two 
eyes,  if  the  lesion  is  in  the  anterior  temporal 
lobe.  Posterior  temporal  lobe  defects  are  usu- 
ally quite  congrous  but  are  without  macu- 
lar sparing.^® 

Occasionally  one  encounters  various  types 
of  disordered  visual  perception  which  are 
auras  of  symptomatic  epilepsy.  The  “Deja  va” 
phenomena,  in  which  everything  is  normal  in 
size,  shape,  distance  and  recognition  but 
acquires  an  altered  significance  such  as  the 
patient’s  stating  that  he  could  not  look  away 
from  an  object  that  he  was  looking  at  or  the 
sensation  that  he  is  seeing  something  that  he 
had  seen  before  and  knew  what  was  going  to 
happen  next  although  he  was  actually  seeing 
it  for  the  first  time  may  occur  prior  to  a 
generalized  convulsive  seizure.  This  type  of 
phenomenon  suggests  altered  function  in  the 
temporoparietal  occipital  area.®  Other  aber- 
rations in  the  visual  field  are  visual  halluci- 
nations. Typically  the  hallucinations  resulting 
from  lesions  in  the  temporal  lobes  are  said 
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to  be  “formed”,  that  is  of  objects,  whereas 
those  arising  secondary  to  a lesion  in  the  oc- 
cipital lobe  are  supposed  to  be  “unformed” 
and  thus  consist  of  flashing  lights  or  colors. 

Examination  of  Children 

Several  ocular  signs  should  be  commented 
upon  in  regard  to  cerebral  tumors  in  infants 
and  children.  Spreading  of  the  sutures  in  an 
infant’s  and  child’s  skull  automatically  sup- 
plies a decompression  effect  and  this  expansi- 
bility of  the  skull  is  one  of  the  factors  which 
explains  in  part  the  delayed  recognition  of  the 
triad  of  symptoms  so  frequent  in  cases  of 
cerebral  tumor:  headache,  vomiting  and  papil- 
ledema. Probably  the  most  important  factor 
explaining  delayed  diagnosis  in  the  young  age 
group  is  the  inability  of  the  child  to  cooperate. 
While  delayed  diagnosis  in  part  explains  the 
generally  unsatisfactory  results  in  the  young 
age  group,  the  frequency  of  malignancy  of 
the  tumors  in  this  age  group  is  probably  a 
more  important  factor.  Papilledema  occurs  in 
infants  and  children  presumably  for  the  same 
reason  that  it  occurs  in  adults.  While  it  may 
be  true,  that  papilledema  may  be  delayed  it 
is  also  true  that  papilledema  in  many  instances 
is  an  early  finding.  No  doubt  its  frequency 
is  in  part  explained  in  the  young  on  the  fre- 
quency of  cerebellar  tumors  and  other  tumors 
which  cause  obstruction  in  the  fourth  ventricle, 
resulting  in  enlargement  of  the  ventricular 
system.^  Proptosis  is  a sign  often  seen  in 
adults,  largely  because  of  sphenoid  ridge 
meningiomas.  In  children,  proptosis  is  fre- 
quently observed  in  optic  nerve  tumors. 

Pallor  of  the  optic  discs,  particularly  during 
infancy  often  suggests  the  presence  of  optic 
nerve  or  chiasmal  involvement,  when  in  fact 
the  discs  are  quite  normal.  In  infants  when 
pupillary  reaction  to  light  is  present,  the  pallor 
of  the  dise  alone  is  always  insufficient  to  justify 
diagnosis  of  optic  atrophy.  Both  in  children 
and  in  adults,  the  optic  discs  may  retain  their 
normal  appearance  when  there  is  loss  of  vision 
in  the  visual  fields.  Because  of  the  normalcy 
of  the  disc,  the  diagnosis  of  tumor  is  likely 
to  be  delayed.  If  it  is  established  that  there 
has  been  loss  of  visual  fields  for  as  long  as 
three  months,  almost  certainly  an  intracranial 
tumor  is  present. 

In  the  ophthalmologic  examination  of  chil- 
dren, it  should  be  remembered  that  the  nor- 
mal visual  acuity  at  one  year  is  about  20/ 
200.  20/30  to  20/40  vision  on  the  Snellen 


chart  is  normal  up  to  the  age  of  four  or  five 
years.  Children  up  to  about  the  age  of  three 
years  have  pale  discs  and  it  is  often  difficult 
to  decide  whether  the  pallor  is  pathologic  or 
normal.  The  problem  of  correct  diagnosis  of 
elevated  optic  discs  is  complicated  by  the 
many  congenital  variants.  These  include  struc- 
turally full  discs,  tilted  discs  and  discs  con- 
taining hyaline  bodies. 

Multiple  cranial  nerve  palsies,  including 
paralysis  of  conjugate  lateral  movements,  are 
frequently  early  signs  of  pontine  tumors  in 
which  papilledema  is  likely  to  be  a late  sign. 
A most  reliable  combination  of  signs  is  paraly- 
sis of  upward  gaze  with  papilledema  and  pos- 
sibly precocious  puberty.  This  almost  certainly 
signifies  a pineal  tumor.^ 

Ocular  torticollis  or  head  tilting  is  likely  to 
be  observed  when  there  is  paresis  of  a ver- 
tically acting  muscle.  Tilting  of  the  head  is 
present  in  order  to  obtain  single  vision  or 
oceasionally  the  changed  position  of  the  head 
may  separate  the  images  sufficiently  so  that 
they  are  less  confusing.  With  an  isolated  paral- 
ysis of  a laterally  acting  muscle,  the  head  is  not 
tilted  but  rather  there  is  a turning  of  the  face 
to  the  field  of  the  non-functioning  muscle. 
Such  head  tilts  are  observed  in  posterior  fossa 
tumors.  Internuclear  palsy  establishes  almost 
beyond  question  that  there  is  a lesion  within 
the  brain  stem  and  hence  points  to  inoperabil- 
ity of  the  tumor.i^ 

Ear  Signs 

In  recent  years  ENT  men  have  been  con- 
cerned with  the  orthopedic  problems  of  the 
middle  ear  but  it  should  be  pointed  out  that 
in  the  pursiut  of  hearing  conservation  one  may 
forget  the  responsibility  to  conserve  human 
life  itself.  The  otologist  may  be  the  only  one 
who  can  make  a diagnosis  of  a brain  tumor 
early  enough  to  spare  a patient’s  life.  Many 
times  the  only  symptoms  are  otologic  and  the 
patient  would  have  no  reason  to  consult  anoth- 
er physician.  If  the  otologist  does  not  con- 
stantly bear  in  mind  the  possibility  that  his 
patient  with  nerve  deafness  may  have  a lesion 
central  to  the  cochlea,  possibly  in  the  cerebel- 
lopontine angle,  referral  for  appropriate  ther- 
apy may  not  be  made  in  time  to  save  his 
life.'* 

Hearing  impairment,  often  combined  with 
tinnitus,  is  the  most  common  and  early  symp- 
tom of  cerebellopontine  angle  tumors.  Since 
the  auditory  symptoms  are  usually  the  first  to 


.324 


April  1966 


The  Journal  of 


Signs  of  a Brain  Tumor  — Marshall 


appear,  patients  with  cerebellopontine  angle 
tumors  in  the  early  stages  of  development  are 
much  more  likely  to  be  referred  to  an  otologist 
than  to  a neurologist  or  neurosurgeon.  The 
only  widely  recognized  characteristic  of  hear- 
ing impairment,  resulting  from  cerebellopon- 
tine angle  tumors  is  that  in  except  very  few 
reported  instances,  it  is  unilateral.  The  audio- 
metric configuration  or  impairment  attributable 
to  these  tumors  remains  as  yet  substantially 
undescribed,  yet  most  examiners  feel  that  the 
impairment  usually  begins  with  a very  mini- 
mal depression  of  thresholds  which  would 
commonly  be  regarded  as  insignificant,  pro- 
gressing to  mild  to  moderate  high-tone  loss, 
increasing  to  invade  the  middle  and  low 
frequencies  and  ultimately  producing  a flat- 
tened curve  and  total  impairment.  After  re- 
viewing the  literature,  one  must  conclude  that 
there  is  no  single  test  in  the  standard  battery 
of  audiologic  tests  which  offers  infallible  evi- 
dence of  the  existence  of  cerebellopontine 
angle  tumor  but  that  using  as  many  measures 
of  auditory  function  as  can  be  appropriately 
administered  usually  delimits  the  pathologies 
which  can  conceivably  be  present.  In  addition, 
all  too  often  it  is  assumed  that  the  pathologic 
process  in  one  ear  must  necessarily  be  etiolo- 
gically  the  same  as  in  the  other.  While  this 
is  usually  true,  it  is  untrue  frequently  enough 
to  create  the  constant  necessity  for  diagnostic 
alertness.^ 

Tinnitus  is  a frequent  complaint  of  patients 
with  angle  tumors  and  may  antedate  other 
symptoms  for  months.  This  may  resemble  a 
high-pitched  ringing  or  the  sound  of  a bell  or 
escaping  steam.  The  presence  of  an  annoying 
tinnitus  may  lead  to  early  ear  investigation  and 
discovery  of  a hearing  loss  long  before  it 
might  otherwise  have  been  noted.  Vertigo  is 
not  often  a primary  symptom  in  cerebellopon- 
tine tumors.  Not  infrequently  the  destructive 
process  is  so  slow  that  the  adjustment  of  the 
patient  to  this  disturbance  is  complete  and  the 
patient  does  not  complain  of  vertiginous  at- 
tacks. In  some  series,  as  many  as  50  per 
cent  of  the  patients  had  no  symptoms  of 
vertigo.  Caloric  stimulation  usually  is  absent 
on  the  involved  side  and  X-rays  of  the  petrous 
bone  will  show  an  enlarged  internal  auditory 
meatus  in  acoustic  neuromas,  however,  this  is 
a positive  finding  in  only  45  per  cent  of  the 
cases. 

It  is  not  always  easy  to  differentiate  vertigo 


of  central  nervous  system  origin  from  that  of 
diseases  of  the  end  organ,  diseases  of  the 
ganglion  cells  and  disease  of  the  nerve  trunk. 
Sometimes  in  the  early  stage  there  are  no 
other  symptoms  or  signs  of  an  intracranial 
disorder.  The  vertigo  of  central  nervous  ori- 
gin frequently  has  a persistent  character,  ir- 
respective of  the  stimulus  of  movement.  The 
cardinal  symptomatic  differences  between  the 
central  lesions  and  peripheral  vestibular  di- 
sease are  principally  the  constancy  of  vertigo 
in  central  lesions  having  vertigo  and  nystag- 
mus without  stimulus  of  movement,  the  fre- 
quency of  directional  staggering  associated 
with  these  attacks,  and  the  apparent  absence 
of  anxiety  and  fear  which  often  characterizes 
the  peripheral  disease.  However,  sometimes  it 
is  impossible  to  differentiate  central  from 
peripheral  vertigo  and  the  patient  must  be 
constantly  re-examined.-'’ 

As  the  tumor  of  the  cerebellopontine  angle 
expands,  paresthesias  of  the  face  usher  in  the 
second  phase  of  syndrome.  This  usually  pre- 
cedes the  facial  symptoms  even  though  the 
seventh  nerve  occupies  a position  close  to  the 
site  of  the  origin  of  the  tumor.  Occasionally, 
facial  weakness  is  noted  earlier  if  the  patient 
is  extremely  observant  or  if  he  used  his  cheek 
muscles  to  play  some  musical  instrument.  The 
corneal  reflex  is  absent  although  there  is  no 
objective  sensory  loss  in  the  trigeminal  area. 
In  any  individual  with  progressive  unexplained 
loss  of  hearing,  these  few  cranial  nerve  signs 
are  all  important  and  should  be  carefully 
watched  for. 

Progressive  deafness  and  discharge  from  the 
ear  are  the  commonest  symptoms  associated 
with  tumors  of  the  glomus  jugulare.  The  term 
glomus  jugulare  connotes  the  complex  of  glo- 
mera  in  the  region  of  the  middle  ear  and 
jugular  fossa.  Glomic  formations  in  this  region 
are  to  be  found  in  various  and  inconstant 
locations.  Thus  several  modes  of  extension 
and  appearance  may  occur  when  tumors  arise 
from  them.  Commonly,  the  first  involvement 
is  the  middle  ear.  The  tumor  may  arise  there 
primarily  as  from  the  cochlear  promontory,  or 
invade  from  the  jugular  fossa  below,  through 
the  thin  floor  of  the  middle  ear.  This  early 
involvement  of  the  middle  ear  certainly  ac- 
counts for  the  rather  common  early  loss  of 
hearing.  Once  in  the  middle  ear,  the  growth 
may  continue  laterally  and  destroy  or  push 
out  the  tympanic  membrane  to  appear  in  the 
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external  auditory  canal.  There  the  tumor  us- 
ually presents  as  a red  or  bluish-red  polyp 
in  the  external  auditory  canal  or  behind  the 
tympanic  membrane.  Because  of  its  extreme 
vascularity,  hemorrhage  is  commonly  a symp- 
tom and  the  tumor,  which  is  friable,  bleeds 
easily  on  manipulation,  as  well  as  spontaneous- 
ly. The  growth  may  extend  upward  into  the 
petrous  portion  of  the  temporal  bone,  back- 
ward into  the  mastoid,  medially  toward  the 
pharynx  or  inferiorly  into  the  occipital  bone 
or  into  the  posterior  cranial  fossa.  Thus  a tu- 
mor arising  near  the  jugular  ganglion  may  be 
immediately  within  the  posterior  cranial  fos- 
sa; that  from  the  vagal  body  may  project 
as  a round  hillock  into  the  pharynx,  or  be- 
neath the  ear  externally  or  both.  Because  of 
this  variance  in  location  and  extension,  in- 
volvement of  the  3rd  through  the  12th  cranial 
nerves  may  take  place,  resulting  in  neurologi- 
cal symptoms  which  include  deafness,  tinnitus, 
vertigo,  hoarseness,  dysphasia,  facial  weakness, 
diplopia  and  pain  in  the  ear,  head  or  face.^^ 

Olfactory  Signs 

Contiguous  tumors  arising  in  the  periorbital 
or  suprasellar  regions  may  involve  the  olfactory 
nerve  by  pressure  along  the  nerve  or  on  the 
cribriform  plate.  Loss  of  smell  may  be  a 
symptom  of  intracranial  tumors  due  to  in- 
creased intracranial  pressure.  Sometimes  one 
of  the  first  symptoms  of  the  presence  of  a 
meningioma  of  the  anterior  fossa  is  the  loss  of 
smell.  Hence  while  there  are  no  primary  tum- 
ors of  the  olfactory  nerve,  involvement  of  this 
nerve  is  sometimes  of  marked  significance  in 
the  neurologic  examination.  Loss  of  smell  is 
therefore  of  primary  diagnostic  significance. 
While  it  does  not  indicate  a tumor  of  the 
olfactory  nerve,  it  may  indicate  a lesion  or 
tumor  situated  in  the  neighborhood  of  the 
olfactory  nerve  or  cribriform  plate  on  the  floor 
of  the  anterior  fossa.  Organic  absence  of 
smell  is  accompanied  by  a change  in  taste, 
since  the  recognition  of  flavors  is  largely  an 
olfactory  function. 

In  central  lesions  or  tumors  of  the  olfactory 
cortex,  especially  in  the  uncinate  gyrus  of 
either  side,  hallucinations  of  smell  and  dream- 
like states  may  be  prominent  symptoms.  These 
odors  are  usually  of  a disagreeable  nature, 
such  as  burning  cabbage.  This  symptom  is 
particularly  valuable  in  localizing  tumors  that 
involve  the  anterior  part  of  the  temporal  lobe. 


These  olfactory  hallucinations  are  referred  to 
as  uncinate  fits.  Less  commonly,  hallucina- 
tions of  taste  have  also  been  described.  It 
goes  without  saying  that  local  nasal  factors 
such  as  deflected  septum,  ethmoiditis  and 
atrophic  rhinitis  should  be  checked  before 
anosmia  is  diagnosed. 

The  word  “throat”  is  broadly  used  to  cover 
an  area  containing  several  distinctly  separate 
structures  which  differ  as  to  anatomy  and  func- 
tion and  which  is  innervated  by  the  last  four 
cranial  nerves.  The  glossopharyngeal,  vagus 
and  spinal  accessory  nerves  pass  through  the 
jugular  foramen.  The  hypoglossal  nerve  crosses 
the  jugular  vein  near  its  point  of  exit  from  the 
jugular  foramen.  Because  of  the  close  spatial 
relationship  of  these  four  nerves  within  the 
posterior  fossa  of  the  cranium  at  the  base  of 
the  skull  and  the  fact  that  the  central  nuclei, 
except  for  the  spinal  portion  of  the  spinal 
accessory,  lie  in  close  association,  a lesion  ef- 
fecting one  of  them  is  likely  to  involve  one  or 
more  of  the  others.  As  a result,  various  syn- 
dromes due  to  involvement  of  various  combi- 
nations of  these  nerves  have  been  described. 

The  syndrome  of  the  jugular  foramen  is 
characterized  by  loss  of  taste  in  the  posterior 
third  of  the  tongue  (ninth  cranial  nerve), 
paralysis  of  the  vocal  cords  and  palate  (tenth 
cranial  nerve),  and  weakness  of  the  trapezius 
and  sternocleidomastoid  muscles  (eleventh 
cranial  nerve).  Many  pathologic  conditions 
including  vasular  lesions  at  the  foramen,  pri- 
mary or  metastatic  tumors,  fractures,  and  in- 
flammatory processes  are  known  to  produce 
the  jugular  and  allied  syndromes.  Neurinomas 
of  the  last  four  cranial  nerves  are  the  intra- 
cranial tumors  most  likely  to  produce  these 
syndromes.  Lesions  of  the  9th,  10th  and  11th 
cranial  nerves  have  been  more  frequently 
noted  than  lesions  effecting  all  of  the  last 
four  cranial  nerves.  The  symptomatology  of  a 
combined  lesion  of  these  nerves  is  constant  and 
easily  recognized.  The  characteristic  triad  of 
symptoms  is  nasal  regurgitation  of  fluids, 
dysphagia  of  solids  and  hoarseness  represent- 
ing respectively  paralysis  of  the  palate, 
pharynx  and  larynx.^'*  A lesion  of  the  glosso- 
pharyngeal nerve  produces  sensory  loss  on  the 
soft  palate  and  the  posterior  wall  of  the 
pharynx.  Injury  of  the  accessory  portion  of 
the  spinal  accessory  nerve  causes  paralysis  of 
the  soft  palate  and  larynx  as  well  as  a rapid 
pulse  while  a lesion  of  the  spinal  portion  pro- 
duces paralysis  of  the  sternomastoid  and  trape- 
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zius  muscles.  The  hypoglossal  nerve  may  be- 
come involved  by  central  lesions  such  as  a 
tumor  of  the  cervical  cord  and  the  medulla 
or  peripherally  as  result  of  pressure  from 
neoplasms  in  the  posterior  fossa.  Normally  the 
tongue  within  the  buccal  cavity  lies  in  the 
midline  and  is  protruded  approximately  in  the 
center.  Slight  deviation  of  the  tip  to  one  side 
or  the  other  may  occur  as  a result  of  various 
asymmetries  and  should  not  be  considered  ab- 
normal. Paresis  or  paralysis  of  one  half  of  the 
tongue  results  in  a deviation  of  the  tip  towards 
the  affected  side  when  the  tongue  is  protrud- 
ed, because  the  genioglossus  muscle  pushes 
the  base  forward  and  the  unopposed  action  of 
one  side  pushes  the  tip  out  toward  the  para- 
lyzed side.  However,  inside  the  mouth,  the  tip 
is  deviated  towards  the  healthy  side  because 
of  the  unopposed  action  of  the  stylohyoid 
muscle.  Lesions  of  the  hypoglossal  nucleus 
or  its  fibers  result  in  atrophy  of  the  affected 
side.  The  tongue  becomes  wrinkled,  furrowed 
and  wasted.  Supranuclear  lesions  result  in 
weakness  and  moderate  deviation  of  the  tongue 
but  never  atrophy  or  fibrillations. 

Nasopharyngeal  Tumors 

Nasopharyngeal  tumors  have  increased  in 
incidence  and  now  account  for  about  two  per 
cent  of  all  cancers.  As  with  cancer  in  general, 
the  hope  for  a good  prognosis  is  dependent 
upon  early  recognition.  Because  the  earliest 
presenting  signs  of  a nasopharyngeal  malig- 
nancy are  frequently  those  attributable  to  its 
intracranial  extension,  it  behooves  the  oto- 
laryngologist to  be  familiar  with  the  marked 
variability  which  may  characterize  this  condi- 
tion. Indeed,  neurologic  symptoms  are  the  ini- 
tial ones  in  at  least  25  per  cent  of  these 
tumors  and  the  nervous  system  is  involved 
at  one  time  or  another  in  over  half  of  them. 
The  reason  for  frequent  intracranial  extension 
of  these  tumors  is  that  the  usual  site  of  origin 
is  in  close  proximity  to  the  base  of  the  skull 
and  particularly  to  the  foramen  lacerum  and 
ovale.  This  is  of  even  greater  importance  when 
one  realizes  that  the  sixth  carnial  nerve  lies 
only  2 cm.  from  the  fossa  of  Rosenmuller 
which  is  the  site  of  origin  of  the  majority 
of  these  neoplasms.  Because  of  their  particular 
location  in  the  depths  of  the  nasopharynx, 
these  tumors  may  become  quite  sizable  with- 
out producing  any  indication  of  their  existence 
until  some  secondary  structures  are  in\  olved. 
The  cranial  nerves  in  the  middle  fossa  are  most 


susceptible,  particularly  the  fifth  and  sixth 
nerves,  producing  unilateral  trigeminal  pain 
and  diplopia  due  to  the  lateral  rectus  palsy. 
As  the  tumor  spreads  forward,  complete  uni- 
lateral opthalmoplegia  and  blindness  may  de- 
velop due  to  involvement  of  the  third,  fourth 
and  second  nerves. 

Steady  unilateral  facial  or  ear  pain  is  the 
most  common  initial  symptom  of  these  tumors. 
This  is  trigeminal  in  origin  and  may  simulate 
pain  due  to  a primary  tumor  of  the  gasserian 
ganglion.  Therefore  in  the  presence  of  trige- 
minal pain,  either  with  or  without  palsies  of 
neighboring  cranial  nerves,  one  should  suspect 
the  possibility  of  such  a growth  and  both  in- 
spect the  nasopharynx  directly  and  palpate  it 
manually.  Any  suspicious  area  should  be  bi- 
opsied.  However,  a negative  biopsy  does  not 
exclude  the  diagnosis.  Tumors  of  the  naso- 
pharynx may  produce  abnormalities  demon- 
strable by  conventional  roentgenograms  of  the 
skull.  In  the  lateral  skull  films,  the  two  im- 
portant abnormalities  are  the  presence  of  a 
soft  tissue  mass  in  the  nasopharynx  and  de- 
struction of  the  floor  of  the  sella  turica.  The 
submental  vertex  or  basal  view  of  the  skull 
is  one  of  the  most  valuable  projections  in  this 
disease  since  destruction  of  the  bone  at  the 
base  of  the  skull  may  be  demonstrated  in  a 
high  precentage  of  cases.® 

It  would  seem  that  the  role  of  the  ophthal- 
mologist in  the  diagnosis  of  brain  tumors  is 
as  a consultant  regarding  the  differential  diag- 
nosis of  papilledema  and  of  optic  atrophy  and 
also  regarding  the  status  of  the  extra-ocular 
muscles  and  the  visual  fields.  He  also  acts 
as  as  ordinary  practitioner  referring  patients 
to  the  neurological  surgeon  but  before  doing 
this,  he  might  want  to  refer  the  patient  to  the 
radiologist  to  stregthen  his  basis  for  consulting 
the  neurosurgeon. 

The  ear,  nose,  throat  specialist  must  come 
out  of  his  ivory  petrous  tower  and  begin  to 
reacquaint  himself  with  the  central  ramifica- 
tions of  the  auditory  nerve.  He  must  constantly 
keep  in  mind  the  fact  that  peripheral  symp- 
tomatology may  very  well  be  retrocochlear  in 
origin  and  that  one  can  never  be  quite  certain 
that  a given  nerve  deafness  is  purely  cochlear. 
By  virtue  of  his  alertness  and  awareness  of 
central  nervous  system  lesions  he  can  well 
make  the  difference  between  life  and  death 
of  the  patient.  His  role  should  be  that  of  the 
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Florid  Tuberous  Sclerosis  in  a Patient 
Surviving  to  Age  of  54  Yearst 

Pkue  Kelly,  M.D.*  and  H.  D.  Rosenbaum,  M.D.** 


Tuberous  sclerosis  is  a rare  heredo-familial 
disease  characterized  by  a diagnostic  triad  of 
epilepsy,  mental  deficiency,  and  adenoma 
sebaceum. 

There  are  typical  radiological  changes  in  this 
disease  which  help  substantiate  the  diagnosis  in  atypi- 
cal cases  or  incomplete  forms  of  the  disease. 

The  incidence  of  tuberous  sclerosis  is  estimated  to 
be  about  0.002%  of  the  general  population  and 
0.1%  to  0.5  % of  admissions  to  institutions  caring 
for  the  feeble-minded  and  epileptics  in  the  United 
States  and  0.6%  of  similar  admissions  in  Europe. i 
The  disease  often  is  fatal  in  childhood.  It  has  been 
reported^  that  30%  of  patients  with  tuberous  sclero- 
sis are  dead  by  the  fifth  year  of  life  and  that  75% 
are  dead  before  the  20th  year  of  life.  There  are, 
however,  cases  in  which  all  aspects  of  the  disease  are 
not  fully  developed.  Although  tuberous  sclerosis  in 
these  incomplete  forms  is  compatible  with  long  life, 
survival  of  a full  blown  example  of  this  disease  to  the 
late  middle  years  is  most  unusual.  The  rarity  of  such 
long  survival  prompted  the  following  case  report. 

Case  Report 

F.  R.,  a 54  year  old  white  male,  was  admitted  to 
the  University  of  Kentucky  Medical  Center  on  Au- 
gust 26,  1962  with  an  admitting  diagnosis  of  epilepsy 
and  congestive  heart  failure.  The  history,  obtained 
from  the  patient’s  mother,  revealed  that  grand  mal 
seizures  had  occurred  since  early  childhood.  These 
were  well  controlled  with  medication.  The  patient 
had  always  been  of  low  intelligence  and  did  not 
attend  school.  Skin  growths  about  the  nose,  chin  and 
cheeks  had  been  present  since  childhood  and  had 
continued  to  proliferate  until  the  present.  For  the 
year  prior  to  admission  the  patient  had  symptoms  of 
congestive  heart  failure  which  became  progressively 
worse. 

There  was  no  family  history  of  mental  deficiency, 

■\From  the  department  of  radiology.  University  of 
Kentucky  Medical  Center,  Lexington,  Ky. 

*Resident  in  radiology.  University  of  Kentucky  Medi- 
cal Center. 

** Professor  and  chairman,  department  of  radiology. 
University  of  Kentucky  Medical  Center. 


Figure  1. 


epilepsy  or  skin  tumors.  His  father  died  at  age  61 
years  with  hypertension,  heart  disease,  and  a C.V.A. 
His  mother  is  80  years  old  and  has  heart  disease  and 
peptic  ulcer  disease.  One  sister  died  at  age  23  years 
with  pneumonia.  One  sister  is  age  54  years  and  has 
had  surgery  for  carcinoma  of  the  gastrointestinal 
tract.  One  sister  and  three  brothers,  ages  not  known, 
are  reported  as  living  and  in  good  health. 

Physical  examination  revealed  a dull,  mentally  de- 
fective, white  male  with  numerous  variably-sized, 
waxy,  yellow,  non-tender,  movable  masses  distributed 
in  a butterfly  fashion  about  the  nose  and  nasolabial 
folds.  The  appearance  was  typical  of  adenoma  se- 
baceum (Figure  1).  The  pulse  rate  was  105/min., 
and  there  was  peripheral  edema  and  hepatomegaly 
indicative  of  congestive  heart  failure.  The  remainder 
of  the  examination  was  not  remarkable. 

Laboratory  tests  were  within  normal  limits  except 
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FIGURE  2. 


for  electrocardiographic  evidence  of  sinus  tachycardia 
and  biventricular  hypertrophy. 

The  admission  chest  film  revealed  cardiac  enlarge- 
ment of  moderate  degree.  Radiographs  of  the  skull 
showed  a thickened  cranial  vault  with  several  poorly 
defined  nodules  of  increased  density  throughout  the 
vault  (Figure  2).  In  addition,  a few  nondescript, 
scattered  intracranial  calcifications  were  seen.  AP 
films  of  the  hands  showed  extensive  cystic  changes 
throughout  the  phalanges  bilaterally  (Figure  3).  Simi- 
lar changes  were  present  in  the  feet.  Some  cortical 
sclerosis  and  minimal  periosteal  thickening  was  noted 
in  the  bones  distal  to  the  carpals  and  tarsals.  Wide- 
spread nodular  and  streaky  sclerotic  lesions  were  also 
seen  throughout  both  ilia  (Figure  4).  Moderate  hy- 
pertrophic changes  were  present  along  the  margins 
of  both  the  hip  joints. 

The  patient  responded  well  to  treatment  for  conges- 
tive heart  failure  and  was  discharged.  Within  the 
following  six  months  he  was  admitted  to  a nursing 
home  where  he  died.  No  postmortem  examination 
was  obtained. 

Comments 

The  classical  features  of  skin  lesions,  convulsions, 
and  mental  retardation  of  tuberous  sclerosis  were 
first  described  by  Bourneville  in  1880.'^  The  disease 
is  usually  manifested  early  in  life.  In  general,  patients 
surviving  to  adulthood  have  an  atypical  form  of  the 
disease  in  which  one  or  two  of  the  characteristic 
triad  are  not  present.  When  mental  deficiency  is 
slight  or  late  in  appearing,  life  expectancy  is  im- 
proved. In  a review  of  the  literature  it  is  noted  that 
adult  cases  usually  have  not  shown  the  full-blown 
picture  of  tuberous  sclerosis  but  have  been  instances 
of  an  atypical  form  in  which  only  one  or  two  of  the 
characteristic  diagnostic  triad  are  present. 

Tuberous  sclerosis  is  reported-*  as  being  inherited  as 
an  autosomal  dominant  but  it  may  be  modified  by  an 
ameliorator  gene.  Since  this  patient  had  an  unusually 
long  survival,  it  would  seem  that  his  disease  was  modi- 
fied by  the  presence  of  an  ameliorator  gene. 

Systems  other  than  the  brain,  bones,  and  skin  are 
involved  in  tuberous  sclerosis.  It  has  been  suggested 
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that  the  disease  consists  of  disseminated  hamartosis.^ 
The  heart,  kidneys,  liver,  and  lungs  may  be  involved 
with  the  hamartomatous  lesions.  Critchley  and  Earl® 
found  renal  tumors  in  80%  of  the  cases  with  tuberous 
sclerosis.  Retinal  tumors,  or  phacomas,  have  also  been 
found  frequently. 

Roentgenographic  changes  are  present  in  65%  of 
patients  who  have  tuberous  sclerosis. ^ Marcus  in 
1924,  as  cited  by  Dalsgaard-Nielsen,"  first  noted  the 
intracranial  calcifications  of  tuberous  sclerosis.  In 
1935  Gottlieb  and  Lavine^  observed  osseous  lesions 
in  the  hands  and  feet.  These  findings  have  been 
verified  by  a number  of  authors,  notably  Holt  and 
Dickerson, who  reported  that  lesions  also  may  oc- 
cur in  other  parts  of  the  skeleton. 

The  roentgenological  changes  in  the  skull  seen  in 
the  case  presented  are  typical  of  the  disease.  The 
sclerotic  densities  are  due  to  hamartomatous  tissue  in 
the  brain  substance  as  well  as  reactive  sclerosis  in  the 
overlying  cranial  vault.  Pneumoencephalograms  have 
shown  filling  defects  in  the  ventricular  system  due  to 
tuberous  sclerosis  lesions  in  this  location. 

(Continued  on  Page  360) 
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The  human  spine  is  not  engineered  for 
prolonged  sitting  at  desks,  pianos,  type- 
writers and  drafting  boards.  The  stresses 
set  up  by  the  heavy,  forward-tilted  head 
and  trunk,  balanced  precariously  on  an 
insufficient  base,  result  in  strain  of  the 
dorsal  musculature,  particularly  at  the 
low  lumbar  level. 

The  unusual  muscle-relaxant  and  anal- 
gesic properties  of  'Soma'  make  it  espe- 
cially useful  in  the  treatment  of  low  back 
sprains  and  strains.  ‘Soma’  is  widely 
prescribed  □ to  relieve  pain  □ to  relax 
muscles  □ to  restore  mobility. 

Indications:  ‘Soma’  is  useful  for  management  of 
muscle  spasm,  pain,  and  stiffness  in  a variety  of 
inflammatory,  traumatic,  and  degenerative  muscu- 
loskeletal conditions.  It  also  may  act  to  normalize 
motor  activity  in  certain  neurologic  disturbances. 

Contraindications:  Allergic  or  idiosyncratic  reac- 
tions to  carisoprodol. 

I 

Precautions:  ‘Soma’,  like  other  central  nervous  | 
system  depressants,  should  be  used  with  caution  ] 
in  patients  with  known  propensity  for  taking  ex-  J 
cessive  quantities  of  drugs  and  in  patients  with  j 
known  sensitivity  to  compounds  of  similar  chemi-  j 
cal  structure,  e.g.,  meprobamate.  ’ | 

Side  Effects:  The  only  side  effect  reported  with  any  ■ 
frequency  is  sleepiness,  usually  on  higher  than 
recommended  doses.  An  occasional  patient  may 
not  tolerate  carisoprodol  because  of  an  individual 
reaction,  such  as  a sensation  of  weakness.  Other 
rarely  observed  reactions  have  included  dizziness, 
ataxia,  tremor,  agitation,  irritability,  headache,  in- 
crease in  eosinophil  count,  flushing  of  face,  and 
gastrointestinal  symptoms. 

One  instance  each  of  pancytopenia  and  leuko- 
penia, occurring  when  carisoprodol  was  admin- 
istered with  other  drugs,  has  been  reported,  as  has 
an  instance  of  fixed  drug  eruption  with  carisoprodol 
and  subsequent  cross  reaction  to  meprobamate. 
Rare  allergic  reactions,  usually  mild,  have  included 
one  case  each  of  anaphylactoid  reaction  with  mild 
shock  and  angioneurotic  edema  with  respiratory 
difficulty,  both  reversed  with  appropriate  therapy. 

In  cases  of  allergic  or  hypersensitivity  reactions, 
carisoprodol  should  be  discontinued  and  appropri- 
ate therapy  initiated.  Suicidal  attempts  may  pro- 
duce coma  and/or  mild  shock  and  respiratory 
depression. 

Dosage:  Usual  adult  dose  is  one  350  mg.  tablet 
three  times  daily  and  at  bedtime. 

Supplied:  Two  Strengths:  350  mg.  white  tablets 
and  250  mg.  orange,  two-piece  capsules. 

Before  prescribing,  consult  package  circular. 


for  the  relief 
of  low  back 
sprains  and  strains 


SOMA 

(CARISOPRODOL) 

Wallace  Laboratories,  Cranbury,  N.J. 
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SPECIAL  ARTICLES 


Special  Communication 

P.L.  89-239:  Education,  Research,  Training  and  Demonstrations  in  the 
Fields  of  Heart  Disease,  Cancer,  Stroke  and  Related  Diseases 

Robert  C.  Long,  M.D.* 

Louisville,  Ky. 


The  year  1965  witnessed  the  enactment  into 
law  by  the  89th  Congress  many  bills  concern- 
ing the  health  care  of  this  Nation.  The  two  bills 
of  greatest  importance  were  P.L.  89-97,  the  Medicare 
Law,  and  P.L.  89-239.  The  importance  of  these  two 
pieces  of  medical  legislation  can  scarcely  be  over- 
emphasized, for  their  impact  may  bring  about  pro- 
found changes  not  only  in  medical  practice  but  also 
in  our  very  system  of  medical  care.  Every  physician 
should  be  well  informed  about  the  Medicare  Law  for 
it  has  occupied  a prominent  place  in  our  political 
scene  since  1957,  and  it  is  not  the  purpose  of  this 
communication  to  discuss  it  further.  On  the  other 
hand,  the  provisions  of  P.L.  89-239  are  scarcely 
known  to  the  physician,  the  public  or  to  the  politician, 
for  that  matter.  It  is  the  purpose  of  this  article,  there- 
fore, to  examine  the  origin  of  this  law,  its  more  im- 
portant provisions  and  to  speculate  upon  the  impact 
it  may  have  on  medical  practice  in  the  years  that  lie 
ahead.  This  article  will  also  recount  in  some  detail 
the  role  that  the  American  Medical  Association 
played  in  amending  the  bill  shortly  before  it  was  en- 
acted into  law. 

Let  us  then  briefly  review  some  of  the  legislative 
history  of  P.L.  89-239.  On  January  7,  1965,  shortly 
after  the  89th.  Congress  convened.  President  Johnson 
delivered  his  health  message  to  the  Congress.  In  the 
middle  of  this  speech,  the  President  turned  to  a sub- 
ject which  was  destined  to  be  of  special  interest  to 
the  health  professions.  Mr.  Johnson  called  for  an 
“all  out  attack”  on  heart  disease,  cancer  and  stroke 
and  other  major  diseases.  On  January  19,  Congress- 
man Oren  Harris  of  Arkansas,  Chairman  of  the 
House  Interstate  and  Foreign  Commerce  Committee, 
introduced  H.R.  3140,  the  Heart  Disease,  Cancer, 
and  Stroke  Amendments  of  1965.  On  that  same  day 
Senator  Lister  Hill  of  Alabama,  Chairman  of  the 
Senate  Labor  and  Public  Welfare  Committee  intro- 
duced a companion  bill,  S.  596.  At  this  time.  Medicine 
had  no  indication  of  the  speed  with  which  these  bills 
would  be  brought  up  for  consideration. 


*Doctor  Long  is  a member  of  the  Board  of  Trustees 
of  the  American  Medical  Association. 


Both  H.R.  3140  and  S.  596  and  that  portion  of  the 
President’s  Health  Message  were  based  upon  the  re- 
port of  the  President’s  Commission  on  Heart  Disease, 
Cancer  and  Stroke,  commonly  known  as  the  DeBakey 
Commission,  named  after  the  chairman.  Doctor 
Michael  E.  DeBakey.  The  Commission  published  Vol- 
ume I,  which  contained  its  recommendations  and  find- 
ings, in  December  1964.  It  was  not  until  February 
1965,  that  the  Commission  published  Volume  II  con- 
taining the  reports  of  the  various  subcommittees  and 
study  groups  whose  findings  were  supposedly  the  basis 
for  the  first  volume’s  conclusions.  In  effect,  the  Com- 
mission’s findings  were  published  a full  two  months 
before  the  data  upon  which  they  were  supposedly 
based  became  available.  It  should  also  be  noted  that 
the  Administration’s  bills  were  introduced  a month 
prior  to  the  publishing  of  Volume  II  of  the  Commis- 
sion’s report.  For  reasons  which  are  mainly  unknown, 
there  seemed  to  be  an  uncommon  haste  to  act  upon  a 
major  bill  which  could  radically  change  the  patterns 
of  medical  practice. 

In  early  February,  with  only  a few  days  notice,  a 
Subcommittee  on  Health  of  the  Senate  Labor  and 
Public  Welfare  Committee  held  two  days  of  hearings 
on  S.  596.  The  then-secretary  of  HEW,  Mr.  Cele- 
brezze,  and  his  staff,  opened  these  hearings  in  the 
Senate  presenting  the  Administration’s  testimony. 
The  lack  of  understanding  as  to  the  established  pro- 
visions of  H.R.  3140  and  S.  596  soon  became  appar- 
ent. During  the  question  and  answer  period,  the  Sec- 
retary was  asked  for  cost  estimates  for  the  program 
beyond  its  first  year  of  operation  but  was  unable  to 
provide  such  information  since  HEW  had  not  antic- 
ipated that  this  legislation  would  be  so  swiftly  intro- 
duced. In  the  secretary’s  words:  “.  . . I am  surprised 
we  came  in  with  any  kind  of  legislation  because,  as  I 
say,  this  report  was  just  finalized  in  December  of  last 
year,  and  we  are  just  in  February  now.”  In  spite  of 
Secretary  Celebrezze’s  surprise  with  which  the  legisla- 
tion was  introduced  and  in  spite  of  the  concern  ex- 
pressed by  some  of  the  senators  over  the  unknown 
costs  of  the  program,  the  Senate  easily  pa.ssed  the  bill 
by  a voice  vote. 

As  you  may  recall,  the  American  Medical  Asso- 
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ciation  sponsored  an  Orientation  Conference  on  Heart 
Disease,  Cancer  and  Stroke  in  Washington,  D.C.  at 
the  Statler  Hilton  on  Sunday,  July  18,  1965.  At  that 
time  representatives  of  the  various  state  medical  so- 
cieties were  brought  together  to  gain  an  understanding 
of  this  bill  and  to  assist  the  AMA  in  obtaining  some 
delay  in  Congressional  action  on  the  measure.  Shortly 
after  this  Orientation  Conference,  the  House  Inter- 
state and  Foreign  Commerce  Committee  held  public 
hearings  on  H.R.  3140  with  Doctor  Appel  and  Doctor 
Hussey  appearing  on  behalf  of  the  Association.  It  was 
pointed  out  to  the  Committee  that  the  bills  under 
consideration  were  extremely  vague,  not  only  in  their 
language,  but  in  the  manner  in  which  the  provisions 
of  the  bill  were  to  be  implemented.  The  AMA  asked 
that  the  House  Committee  delay  action  until  defini- 
tive and  supportable  information  could  be  gathered  as 
to  the  best  possible  method  of  constructively  acceler- 
ating research  and  care  in  heart  disease,  cancer  and 
stroke. 

When  the  House  hearings  opened,  by  the  best  in- 
formation available,  all  the  members  of  the  Interstate 
and  Foreign  Commerce  Committee  either  favored 
these  bills  or  at  least  were  unaware  of  any  reason  why 
they  should  not  speedily  pass  them  on  to  enactment. 
No  one  had  really  raised  any  objections  to  the  bill. 
No  one,  that  is,  until  the  American  Medical  Associa- 
tion appeared  before  the  Committee  and  challenged 
the  Commission’s  premises  and  conclusions  with  facts 
and  figures.  The  AMA  raised  these  objections  in  the 
face  of  possibly  being  charged  with  being  “against 
motherhood  and  for  sin.”  In  the  question  and  answer 
period  which  followed.  Congressman  James  Harvey, 
Representative  from  Michigan  commented: 

“As  I sat  here  and  listened  to  the  searching 
questions  put  to  you  I can’t  help  but  think 
that  certainly  the  easy  way  for  the  Medical 
Association  and  yourself  would  have  been  simply 
to  have  agreed  with  the  President’s  Commis- 
sion and  say  yes,  anytime  you  spend  money 
on  these  diseases  it  is  bound  to  be  a good  thing. 
Certainly,  we  in  this  country,  and  I speak  for 
myself  here  as  a Congressman,  don’t  want  our 
medical  profession  to  be  composed  of  yes  men. 

I don’t  think  we  have  obtained  the  finest  medical 
profession  in  the  world  because  you  have  been 
yes  men  but  because  of  the  reverse,  they  have 
always  had  the  courage  to  come  in  and  express 
their  views  and  to  challenge  the  views  as  they 
have  seen  them.  I can’t  help  but  think  as  we  sit 
here  that  the  American  people  are  going  to  bene- 
fit because  you  and  Doctor  Hussey  and  the 

o.hers  have  had  the  courage  to  come  in  here  and 
challenge  some  of  the  recommendations  of  the 
President’s  Commission.  I assure  you  that  as  a 
member  of  this  Committee  that  we  will  benefit 
from  your  testimony  and  because  you  have 
helped  to  focus  attention  on  the  issues  of  whether 
a gap  actually  does  exist  and  whether  this  is 
the  correct  way  to  close  that  gap  and  we  will 
benefit  by  that.  As  a member  I would  like  to 
thank  you.” 

At  this  point  it  would  seem  appropriate  to  state  the 


basic  objectives  of  the  bill  as  originally  written  and 
then  to  summarize  the  objections  raised  by  the  AMA 
in  its  testimony  before  Congress.  The  ostensible  aim 
of  the  bill  was  to  provide  for  a network  of  regional 
medical  complexes  across  the  country  to  combat 
heart  disease,  cancer,  stroke  and  other  maior  diseases. 
Each  complex  would  have  a medical  school  and  a 
teaching  hospital  at  its  core.  Linked  to  them  would  be 
categorical  research  institutes  and  diagnostic  and 
treatment  stations  in  outlying  community  hospitals. 

A summary  of  the  AMA  testimony  follows: 

1.  “From  the  outset,  we  want  to  make  unmis- 
takably and  unequivocally  dear  our  agreement  with 
the  President’s  Commission  on  Heart  Disease,  Can- 
cer and  Stroke  in  the  ostensible  objective  of  reducing 
or  eliminating  the  incidence  of,  and  deaths,  from 
these  diseases.” 

2.  The  Legislation  is  vague.  “The  recommenda- 
tions of  the  Commission  and  the  pending  legislation 
raise  many  questions  that  still  remain  unanswered. 
Whatever  their  differences  after  the  Senate  action,  the 
measures  before  you  are  vague  and  openended.  There 
are  no  definitions  really  of  a program;  no  limitations 
on  authority,  no  guideline  for  pursuing  a course  of 
action,  no  meaningful  limitations  of  expenditures  ex- 
cept for  lump  sum  allotments.  I fear  the  effect  of  this 
legislation  would  be  to  seriously  hamper  our  well- 
proven  existing  patterns  of  research,  education  and 
patient  care. 

Nowhere  in  the  Commission’s  report  or  in 
these  bills  are  the  criteria  spelled  out  for  establishing 
the  vast  array  of  new  complexes.  Also  lacking  are 
clues  as  to  how  the  complex  is  expected  to  enhance 
the  physicians  ability,  how  he  might  actively  par- 
ticipate in  a complex,  what  criteria  he  could  follow 
for  increasing  his  store  of  knowledge,  and  how  pre- 
cisely these  complexes  will  provide  him  with  new  and 
proven  techniques  with  which  to  treat  his  patients.” 

3.  “There  is  not  available  sufficient  manpower 
to  meet  the  needs  of  the  proposed  regional  medical 
complexes.” 

4.  “The  creation  of  regional  medical  center  com- 
plexes will  discourage  physicians  from  locating  in  sub- 
urban or  rural  areas.” 

5.  “There  is  no  serious  lag  in  the  dissemination 
of  new  discoveries  to  the  time  of  their  application.” 

The  DeBakey  Commission’s  Subcommittee  on 
Research  stated:  “This  Subcommittee  and  its  con- 
sultants are  unaware  of  any  significant  body  of  funda- 
mental information  which  is  stagnantly  awaiting  clin- 
ical application  by  competent  practitioners.  Indeed, 
it  considers  that  the  art  of  clinical  investigation  con- 
sists, in  large  measure,  of  a considered,  deliberate 
judgement  of  the  utility  and  applicability  of  such 
fundamental  information  and  careful  avoidence  of 
the  meaningless,  feckless,  and  indeed  harmful  activi- 
ties which  are  the  consequences  of  illconsidered  at- 
tempts to  apply  the  inapplicable.” 

The  Subcommittee  on  Research  also  stated 
that  there  has  been  no  major  breakthru  accomplished 
by  research  related  to  cancer,  heart  disease,  and 
stroke  which  currently  awaits  application.  There  must 
be  a time  in  which  new  diagnostic  and  therapeutic 
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developments  are  evaluated  by  physicians  in  relation 
to  their  own  patients. 

6.  “Adoption  of  a regional  medical  complex  law 
will  not,  in  our  opinion,  improve  communication  of 
new  diagnostic  and  therapeutic  discoveries  to  the 
practicing  physician. 

The  present  system  of  consultation  and  re- 
ferral makes  available  to  the  physician  for  his  pa- 
tients a knowledge  of  the  specialist  and  facilities  of 
the  medical  centers.  Further,  as  we  have  previously 
stated,  continuing  education  programs  provide  physi- 
cians with  opportunities  for  keeping  abreast  of  new 
discoveries.” 

7.  “Without  the  proposed  legislation  the  present 
system  of  distribution  of  medical  care,  medical  edu- 
cation and  research  is  attacking  heart  disease,  cancer 
and  stroke. 

“Research  in  heart  disease,  cancer  and  stroke 
is  today  supported  with  vigor  by  Federal  and  other 
government  agencies  and  by  private  voluntary  efforts. 
Finally,  we  must  recognize  that  thru  the  practice  of 
consultation  and  referral  patients  today  receive  spe- 
cialized services  for  care  of  these  and  other  major 
diseases. 

“While  this  Nation’s  program  for  health  care 
is  praiseworthy  we,  along  with  this  Committee,  recog- 
nize that  there  is  still  much  to  be  done,  but  we  would 
caution  with  one  caveat. 

“It  is  a scientific  fact  of  life  that  increased 
money  alone,  whether  its  source  be  public  or  private, 
will  not  bring  about  a breakthru  in  heart  disease, 
cancer,  stroke  or  any  other  disease.  Claims  that  can- 
cer and  heart  disease  are  capable  of  being  prevented 
or  cured  at  this  time  are  misleading  and  tend  to  sub- 
stitute emotional  judgement  for  factual  understanding. 
The  report  of  the  Subcommittee  on  Research  of  the 
President’s  Commission  says  in  part:  ‘It  is  for  this 
reason  (the  complexity  of  human  biological  research) 
that  guarantees  or  promises  that,  next  year  or  the 
following,  we  shall  understand  cancer  or  heart  disease 
or  arthritis  or  schizophrenia  are  both  extravagant  and 
irresponsible. 

One  day  we  almost  certainly  shall  possess 
such  understanding.  But  whereas  cancer  and  heart 
disease  have  probably  been  with  man  since  first  he 
appeared  on  this  planet,  biomedical  science  is  virtu- 
ally a newborn  babe.  About  90%  of  all  the  biomedi- 
cal scientists  in  history  are  alive  and  working  today, 
and  most  of  them  began  working  after  i940.  Tne 
studies  in  which  they  are  engaged  are  immensely  com- 
plex and  difficult.  Utterly  desirable  as  attainment  of 
their  goals  may  be,  their  research,  which  can  be 
facilitated  and  even  somewhat  accelerated,  simply 
cannot  successfully  be  hurried  and  none  can  say  when 
the  labor  will  be  completed.’ 

8.  “We  urge  the  Committee  to  put  this  legisla- 
tion aside  until  it  can  be  studied  and  evaluated  in  all 
respects.  HR  3140  and  S.  596  and  the  Commission’s 
report  are  ostensibly  a plan  to  support  and  accelerate 
medical  research  and  training.  In  effect,  however,  the 
pattern  of  medical  practice  and  patient  care  would 
be  changed.  The  Nation  must  not  take  on  a course  of 
action  before  it  knows  what  the  probable  effects  will 


be  to  the  everyday  medical  care  of  its  people.” 

This  is  an  incomplete  but,  it  is  hoped,  a pertinent 
summary  of  AMA  testimony  given  to  the  Congress 
on  July  27,  1965.  It  should  be  emphasized  at  this 
point  that  many  other  organizations  also  testified, 
principally  the  American  Heart  Association,  the 
American  Cancer  Society  and  several  constituent 
State  Medical  Societies.  In  some  respects  their  testi- 
mony was  similar  to  that  of  the  AMA,  while  in  other 
respects  it  differed  rather  substantially. 

In  spite  of  the  objections  raised  by  the  AMA  and 
others,  it  became  apparent  in  late  August  that  a bill, 
differing  little  from  the  original  version,  would  be 
favorably  reported  out  of  the  House  Committee  on 
Interstate  and  Foreign  Commerce.  And  so  it  appeared 
that  a law  would  be  enacted  that  would  contain  al- 
most all  of  the  provisions  so  vigorously  objected  to  by 
so  many  responsible  and  knowledgeable  organizations. 
It  was  at  this  time  that  the  AMA  Board  of  Trustees 
decided  to  go  over  the  head  of  the  House  Committee 
directly  to  President  Johnson,  and  it  so  instructed  his 
Advisory  Committee,  which  had  been  meeting  regular- 
ly with  the  Secretary  of  HEW  in  regard  to  regulations 
concerning  the  Medicare  Law.  The  Board  felt  that 
continuing  liaison  with  Secretary  Gardner  would  be 
markedly  aggravated  by  the  enactment  of  another  law 
so  strongly  opposed  by  physicians. 

And  so  one  evening  the  Advisory  Committee  and 
Secretary  Gardner  and  his  staff  met  with  the  Presi- 
dent to  discuss  the  impending  legislation  on  heart 
disease,  cancer  and  stroke.  Our  representatives  re- 
quested, as  they  had  in  their  testimony,  that  further 
action  on  this  highly  controversial  bill  be  postponed 
pending  further  study.  The  President  refused  to  con- 
sider this  request.  However,  after  further  discussion 
President  Johnson  directed  Health  Secretary  Gardner 
to  work  with  the  AMA  Committee  “to  make  the  bill 
less  objectionable.” 

That  evening  and  the  next  day  the  Advisory  Com- 
mittee and  its  staff,  working  with  HEW  officials, 
wrote  twenty  amendments  into  the  House  bill.  These 
amendments  were  promptly  supported  by  the  admin- 
istration and  are  part  of  the  present  law.  Most  of 
these  amendments  were  substantive  and  significantly 
altered  the  intent  and  scope  of  the  original  bill.  Space 
does  not  permit  the  inclusion  of  these  amendments 
in  this  communication.  They  are  available  for  those 
who  may  wish  them.  However,  there  is  one  very  im- 
portant change  that  should  be  emphasized,  and  that  is 
that  the  intent  of  the  original  bill  was  to  set  up  re- 
gional treatment  centers  throughout  the  country.  The 
emphasis,  although  never  admitted  by  the  adminis- 
tration, was  on  patient  care  rather  than  on  research, 
training  and  education.  The  present  law,  as  a result  of 
the  amendments  referred  to  above,  emphasizes  educa- 
tion, research  and  training,  and  patient  care  may  be 
carried  out  only  as  demonstrations  related  to  them.  As 
a matter  of  fact,  one  of  the  amendments  eliminated 
the  words  Complexes  and  Treatment  from  the  title  of 
the  law. 

Whether  these  amendments  will  accomplish  their 
objectives  depend  upon  many  factors,  not  the  least  of 
which  are  the  regulations  by  which  this  law  will  be 
implemented.  At  the  time  of  this  writing  these  regu- 
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lations  have  not  been  published.  One  thing,  however, 
seems  certain,  and  that  is  that  there  will  be  a con- 
tinuing and  increasing  encroachment  by  Government 
on  every  aspect  of  Medicine;  education,  research  and 
patient  care.  We,  the  profession,  being  aware  of  this 
must  not  abrogate  our  responsibility  to  the  people  in 
our  determination  to  provide  the  highest  quality  of 
medical  care  to  all.  We  should  strongly  support  those 
programs  which  would  help  to  achieve  this  noble 
goal;  and  we  must  vigorously  oppose  any  program 
which  would  result  in  the  deterioration  of  quality 
medical  care. 

Specifically,  the  following  changes  were  made  in 
HR  3140: 

1 —  No  national  network  of  regional  complexes  is 
now  established. 

2 —  The  word  “coordinated”  wherever  it  appeared 
has  now  been  replaced  by  the  word  “coopera- 
tive.” 

3 —  The  bill  now  applies  to  heart,  cancer,  stroke  and 
“related  diseases”  not  to  “other  major  diseases.” 

4 —  Practicing  physicians  are  given  a significant  role 


on  local  advisory  conunittees  and  on  the  statu- 
tory Advisory  Council  to  the  Secretary. 

5 —  The  “demonstrations”  provided  in  the  original 
bill  must  now  be  related  to  research  and  training. 

6 —  ^The  emphasis  in  the  amended  bill  is  on  the  op- 
eration of  pilot  projects  whose  effectiveness  will 
be  subject  to  review  before  new  projects  are 
approved. 

7 —  The  statutory  Advisory  Council  is  now  a body 
with  power  to  veto  as  well  as  advise. 

8 —  New  construction  is  eliminated  from  the  bill.  The 
amended  bill  provides  construction  funds  for  al- 
teration, repair,  remodeling  and  renovation  of 
existing  buildings. 

9 —  The  term  “diagnostic  and  treatment  stations”  is 
deleted  entirely  from  the  bill  and  replaced  by  the 
word  “hospital.” 

10 —  Only  patients  who  have  been  referred  by  a prac- 
ticing physician  can  receive  the  care  provided, 
which  now  must  be  incident  to  research,  train- 
ing, and  related  demonstrations. 

11 —  Appropriations  were  reduced  from  $650,000,000 
over  a four-year  period  to  $340,000,000  for 
three  years. 
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For  Better  Use  of  Our  Health  Resources 


The  demands  for  hospital  care  have 
so  increased  during  the  past  twenty  years 
that,  despite  an  enormous  expansion  of 
facilities  under  the  Hill-Burton  Act  and  other 
agencies,  we  are  increasingly  pressed  to  find 
available  accomodations  for  those  patients  who 
are  urgently  in  need  of  treatment.  We  are 
now  aware  that  there  must  be  careful  and 
systematic  community  planning  if  the  sick  are 
to  be  properly  handled.  This  will  include  the 
construction,  expansion  and  improvement  of 
general  and  specialized  hospitals,  geriatric 
centers,  nursing  homes  and  institutions  for 
chronic  and  incurable  diseases. 

The  American  Medical  Association,  Ameri- 
can Hospital  Association,  Blue  Cross,  United 
States  Public  Health  Service,  and  the  U.S.  De- 
partment of  Health,  Education  and  Welfare 
have  been  acutely  aware  for  the  past  ten  years 
of  the  necessity  of  such  community  planning 
and  have  sought,  independently  and  in  cooper- 
ation, to  establish  councils,  especially  in  the 
larger  urban  centers.  There  has  been  apathy 
or  rather  indifferent  response  to  such  effort 
the  country  over.  This  has  been  due  largely 
to  the  magnitude  of  such  undertaking,  to  the 
lack  of  precedent  and  to  difficulty  in  com- 
manding the  attention  of  community  leaders 
to  the  urgent  necessity.  Kentucky  has  been 
slow  to  encourage  such  activity  and  has  ac- 
complished little  with  the  exception  of  an  area 
in  the  Northern  counties  which  has  in  fact 
been  a part  of  the  Greater  Cincinnati  Hospital 
Planning  Council.  We  have  thereby  perhaps 
done  unwise  building  in  some  areas  and  failed 
in  obtaining  federal  matching  funds  in  in- 
stances where  hospital  construction  was  urgent- 
ly needed. 

Now  that  this  need  is  better  understood  a 
new  impetus  for  health  facilities  planning  is 
being  felt  and  regional  organizations  are  in 
process  of  being  formed.  This  is  being  en- 
couraged not  only  by  those  engaged  in  the 


health  professions  but  by  other  civic  leaders 
as  well.  The  Kentucky  Chamber  of  Commerce 
and  local  chambers  have  begun  to  take  an 
energetic  role  in  the  enterprise. 

The  Governor’s  executive  order  creating  a 
twenty-man  advisory  council  for  health  facili- 
ties states  that  such  planning  efforts  “seek  to 
achieve  optimal  utilization  of  limited  resources 
so  as  to  maximize  the  effectiveness,  efficien- 
cy, and  economy  of  medical  care.”  Mr.  Laurel 
W.  True,  Director  of  the  Health  Facilities  Pro- 
gram of  the  Kentucky  Department  of  Health 
at  Frankfort,  has  outlined  the  purposes  and 
the  plan  of  organization.  He  envisions  twenty 
geographic  areas  in  the  state,  each  of  which 
is  to  be  served  by  regional  planning  bodies 
for  the  purpose  of  securing  accurate  informa- 
tion regarding  the  health  needs  and  advising 
the  Health  Facilities  Program  on  the  necessity 
for  construction  and  modernization  of  hospitals 
and  other  health  facilities  in  that  area. 

The  construction  of  such  a body  is  set  forth 
in  this  language;  “The  governing  body  of  the 
regional  planning  agency  should  have  a mem- 
bership drawn  from  recognized  community 
leadership  and  broadly  representative  of  all 
areas  within  the  region.  Health  professionals 
including  administrators  and  physicians  should 
be  members  of  the  governing  body;  however, 
the  majority  of  members  should  be  lay  per- 
sons without  professional  or  financial  interest 
in  health  facilities.”  The  Director  emphasizes 
that  planning  bodies  must  be  so  constituted 
and  approved  by  the  State  Health  Facilities 
Program  before  their  cooperation  and  authori- 
ty for  that  area  are  recognized.  Only  one  such 
body  in  a given  area  will  be  used  as  a source 
of  information  and  advice  in  statewide  health 
facilities  planning  and  in  allocation  of  Federal 
matching  funds. 

In  instances  where  no  such  voluntary  region- 
al health  facilities  planning  agency  has  been 
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recognized  the  Commissioner  of  Health  may 
be  authorized  to  appoint  an  ad  hoc  sub-com- 
mittee of  the  Advisory  Council  to  serve  tem- 
porarily within  that  region. 

The  need  for  such  planning  becomes  more 
apparent  every  year  in  both  the  rural  and 
urban  communities  of  the  State.  Our  emphasis 
in  the  past  has  been  upon  building  general 
hospitals  primarily  for  the  care  of  acutely  Ul 
persons.  Without  special  provisions  for  the 
chronically  ill  we  have  been  compelled  to  care 
for  them  in  accomodations  which  were  de- 
signed primarily  for  emergency  and  seriously 
ill  patients.  We  thereby  have  a constant  short- 
age of  acute  bed  space.  Provision  for  con- 
valescent care  has  largely  been  neglected.  It 
is  anticipated  that  with  the  advent  of  the  new 
program  July  1st  of  this  year  our  problems 
will  be  further  compounded  and  it  will  take 
several  years,  even  with  the  most  diligent  and 
intelligent  planning,  to  readjust. 

The  most  advantageous  location  of  acute 
hospitals  in  rural  areas  has  always  been  a 
problem  but  with  the  rapid  increase  of  urban 
population  and  the  longer  distances  within  our 
cities  the  proper  location  of  acute  facilities 
more  accessible  to  the  peripheral  areas  is  an 
increasing  concern.  Duplication  of  costly  equip- 
ment in  hospitals  located  short  distances  apart 
is  constantly  cited  as  an  important  factor  in 
the  rapidly  rising  cost  of  medical  care.  How- 
ever, with  the  constant  enlargement  of  our 
metropolitan  hospitals  it  is  doubtful  if  this  is  as 
important  a factor  as  advertised. 


During  the  past  twenty  years  facilities  for 
educating  physicians  have  been  greatly  ex- 
panded and  this  has  increased  our  annual 
graduating  classes  by  more  than  a thousand. 
It  is  anticipated  that  within  the  next  five  to 
ten  years  it  will  be  increased  by  another 
thousand.  Yet  the  demands  of  government. 
Public  Health,  industry,  teaching  and  research 
have  engaged  so  many  of  the  best  trained 
that,  in  the  private  practice  of  medicine,  we 
are  actually  worse  off  than  we  were  twenty 
years  ago  when  there  were  105  physicians  to 
100,000  population.  Today  there  are  97  and 
every  indication  that  this  ratio  will  worsen 
rather  than  improve.  Physicians  are  now  gen- 
erally overworked  and  with  a rapidly  increas- 
ing p>opulation  and  more  intensive  care  of 
older  people  required  there  is  little  prospect 
for  more  leisurely  years  ahead.  We  will  have 
to  try  by  every  reasonable  means  to  increase 
our  efficiency  and  effectiveness. 

Mr.  Samuel  S.  Long,  Executive  Secretary 
of  the  Hospital  Planning  Association  of  To- 
ledo, Ohio,  defines  the  purpose  of  areawide 
or  community  planning  in  part  “to  promote 
the  highest  quality  and  quantity  of  patient 
care  within  the  resources  of  the  community  to 
provide”  — expressed  almost  exactly  as  in 
the  Governor’s  executive  order  noted  above. 
He  feels  that  we  spend  so  much  time  and 
energy  repairing  the  mistakes  and  inadequacies 
of  yesterday  that  we  neglect  to  plan  ahead 
for  the  necessities  of  tomorrow  — He  has 
something  there! 

Sam  a.  Overstreet,  M.D. 


This  Is  a Good  Year  To  Go 


The  city  is  Chicago  and  the  date  is 
June  26th-30th,  1966  for  the  115th  An- 
nual Convention  of  the  American  Medi- 
cal Association.  There  has  not  been  a year  in 
the  memory  of  any  of  us  when  American 
medicine  has  been  confronted  with  the  neces- 
sity of  making  more  important  decisions  and 
charting  a course  of  action  for  our  future.  The 
President,  Doctor  James  Z.  Appel,  has  given 
generously  of  his  time  and  energy  to  present 
before  all  physicians  who  would  hear,  a fair 
appraisal  of  what  is  ahead  for  medicine,  and 
the  considered  opinion  of  our  governing  bod- 
ies regarding  our  plans.  Other  officers  and  trus- 
tees have  been  almost  equally  as  active. 


The  Convention  in  Chicago  being  scheduled 
for  the  last  four  days  of  this  half-year  is  de- 
signed to  bring  before  us  the  very  latest 
thoughts  concerning  our  future  course.  The 
business  of  the  House  of  Delegates  will  in  all 
probability  command  a greater  amount  of  at- 
tention and  interest  this  year  than  will  the 
traditionally  fine  scientific  sessions. 

Every  physician  who  finds  it  possible  to 
attend  should  be  there.  He  should  have  an 
open  mind,  alert  attention  and  a ready  pen 
and  notebook  in  order  to  bring  back  to  his 
fellows  the  sense  and  the  message  of  this 
meeting.  Chicago  will  be  crowded,  but  there 
will  be  room  for  you. 

Sam  a.  Overstreet,  M.D. 
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Color  TV,  Top  Guest  Lecturers 
Slated  for  Annual  Meeting 

Color  television  clinics  and  a variety  of  individual 
presentations  by  sixteen  top-ranked  guest  speakers 
will  highlight  the  1966  KM  A Annual  Meeting  Sep- 
tember 20-22  in  Louisville,  according  to  Everett  H. 
Baker,  M.D.,  Louisville,  KMA  president  and  chair- 
man of  its  Council  on  Scientific  Assembly. 

The  program,  to  be  held  again  this  year  at  the 
Convention  Center  on  Sixth  and  Walnut  Streets,  is 
being  planned  by  the  Scientific  Program  Committee 
with  Roderick  Macdonald,  Jr.,  M.D.,  Louisville,  as  its 
chairman. 

Four-and-a-half  hours  of  color  television  will  be 
presented  at  the  general  scientific  sessions,  and  two 
hours  at  specialty  meetings,  under  the  sponsorship  of 
Smith  Kline  and  French  Laboratories.  Speakers  from 
a wide  range  of  medical  specialty  fields  will  be  the 
guests  of  sixteen  affiliated  specialty  groups,  and  will 
also  present  papers  at  the  general  sessions. 

A popular  feature  of  last  year’s  meeting,  the  ar- 
rangement of  the  program  so  that  general  and  spe- 
cialty meetings  will  not  conflict,  will  be  in  effect 
again  this  fall.  A record  number  of  scientific  and 
technical  exhibits  is  expected  for  the  1966  Annual 
Meeting. 

Headquarters  for  the  meeting  will  again  be  the 
Kentucky  Hotel,  where  the  House  of  Delegates  will 
convene  twice.  Reference  committees  will  also  meet 
at  the  hotel. 

Other  features  of  the  meeting  will  be  the  annual 
University  of  Louisville  Medical  Alumni  reunion,  for 
which  plans  are  now  being  made;  individual  reunions 
for  ten  classes;  and  the  third  Orientation  program  for 
new  members. 

AMA  to  Hold  1966  Convention 
In  Chicago  June  26-30 

A large  number  of  Kentucky  physicians  are  ex- 
pected to  attend  the  115th  Annual  Convention  of  the 
American  Medical  Association  June  26-30  in  Chicago, 
according  to  KMA  president  Everett  H.  Baker,  M.D., 
Louisville. 

The  scientific  program  will  be  held  at  McCormick 
Place  and  the  House  of  Delegates  will  convene  at  the 
Palmer  House,  which  will  serve  as  convention  head- 
quarters. Six  topics  will  be  presented  in  the  general 
scientific  sessions.  They  are:  population  expansion, 
emphysema,  burns,  mysterious  fevers,  community 
hospital  coronary  care  units,  and  headache. 

Color  television  and  medical  motion  pictures  will 
be  among  the  features  of  the  Convention  again  this 


year.  Both  will  be  presented  daily  at  the  general  ses- 
sions, and  several  of  the  scientific  sections  will  par- 
ticipate in  this  year’s  color  television  program. 

Twenty-three  specialty  sections  will  present  scien- 
tific programs,  many  of  which  will  be  joint  meetings 
of  two  or  more  sections  and,  in  some  instances,  a 
specialty  society.  Special  sessions  on  nursing,  maxil- 
lofacial surgery  and  nuclear  medicine  will  be  held. 
Other  highlights  will  include  approximately  350  sci- 
entific exhibits  and  hundreds  of  industrial  exhibits. 

Doctor  Baker  has  urged  that  Kentucky  physicians 
plan  to  attend  this,  the  most  important  medical  meet- 
ing of  the  year.  He  advised  that  hotel  reservations  be 
made  as  early  as  possible.  A form  for  this  purpose 
appears  on  page  280  of  this  issue  of  The  Journal. 
Further  information  on  the  program  and  activities  of 
the  meeting  will  be  carried  in  later  issues. 

Legislative  Chairman  Summarizes 
Ky.  General  Assembly  Actions 

A total  of  1,133  bills  and  resolutions,  of  which 
10  per  cent  were  related  to  health  matters,  were 
introduced  into  both  houses  of  the  1966  Kentucky 
General  Assembly,  which  adjourned  Friday  evening, 
March  18,  according  to  J.  Campbell  Cantrill,  M.D., 
chairman  for  state  affairs  of  the  KMA  Council  on 
Legislative  activities. 

Doctor  Cantrill  said  all  of  these  bills  were  care- 
fully screened  by  the  KMA  staff  and  those  with 
medical  implications  were  brought  to  the  attention 
of  the  KMA  Council  on  Legislative  Activities.  The 
Council  had  to  meet  three  times  during  the  session, 
once  jointly  with  the  Executive  Committee  of  the 
KMA  Board  of  Trustees.  In  addition,  one  telephone 
conference  on  the  legislative  program  was  held  with 
the  Executive  Committee. 

One  of  the  critical  votes  came  early  in  the  session 
when  the  Senate  voted  to  postpone  action  indefinitely 
on  S.B.  1 1 which  would  have  permitted  chiropractors 
to  be  recognized  under  the  Workmen’s  Compensation 
Act  and  to  be  paid  for  services  rendered. 

There  were  two  other  bills.  Doctor  Cantrill  said, 
which  were  sponsored  and  strongly  backed  by  KMA. 
The  first,  H.B.  197,  would  have  provided  two  years 
of  college  “prior  to  the  commencement  of  his  pro- 
fessional education  and  training”  in  the  healing  arts 
professions.  This  bill  passed  the  House  without  a 
dissenting  vote,  but  failed  to  come  to  a vote  in  the 
Senate. 

However,  S.  B.  295,  which  prohibits  advertising 
by  members  of  the  healing  arts  passed  in  the  final 
days  of  the  session.  All  major  bills,  the  council 
(Continued  on  Page  338) 
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chairman  said,  that  KMA  felt  were  not  in  the  public 
interest  failed  to  pass. 

Deep  appreciation  was  expressed  by  Doctor  Cantrill 
for  the  splendid  support  that  the  KMA  Legislative 
Key  Man  System  and  other  members  of  the  pro- 
fession provided  in  this  very  important  session.  He 
and  other  KMA  leaders  expressed  satisfaction  general- 
ly with  the  developments  in  this  year’s  legislature. 

It  was  pointed  out  that  this  material  was  being 
written  immediately  after  the  session,  just  as  The 
Journal  was  going  to  press.  A summary  of  the  more 
important  bills  relating  to  public  health  will  be  pre- 
pared and  distributed  to  all  county  societies  and  KMA 
Legislative  Key  Men.  Doctor  Cantrill  urged  each 
society  to  study  this  material  carefully. 

In  closing,  the  council  chairman  paid  high  tribute 
to  Mr.  Gilbert  Armstrong,  KMA’s  chief  lobbyist,  for 
his  services  in  the  recent  session.  He  felt  that  Mr. 
Armstrong  performed  exceedingly  well  in  view  of 
this  being  his  first  experience.  He  also  praised  Mr. 
Robert  G.  Cox,  who  assisted  Mr.  Armstrong,  for  his 
good  work  in  giving  valuable  assistance  in  the  closing 
days  of  the  session. 

Eleven  Leading  Guest  Speakers 
To  Address  KAGP  May  11-13 

Eleven  guest  authorities,  including  a representative 
of  the  U.S.  Division  of  Medical  Care  Administration, 
will  address  Kentucky  general  practitioners  at  the 
annual  meeting  of  the  Kentucky  Academy  of  General 
Practice  May  11-13  in  Louisville,  according  to  Carroll 

L.  Witten,  M.D.,  Louisville,  KAGP  president. 

“July  1st — Now  What?”  will  be  the  topic  of  John 
W.  Cashman,  M.D.,  main  speaker  at  the  Thursday 
luncheon  session.  Doctor  Cashman  is  chief  of  the 
Division  of  Medical  Care  Administration  of  the 
United  States  Public  Health  Service. 

Four  former  Louisvillians  will  be  among  the  speak- 
ers at  the  Fifteenth  Annual  Scientific  Session,  Clar- 
ence E.  Quaife,  M.D.,  Louisville,  program  chairman, 
said.  The  three-day  meeting  will  be  held  at  the  Ken- 
tucky Hotel. 

The  four  former  faculty  members  at  the  University 
of  Louisville  School  of  Medicine  are  Arthur  H.  Keen 

M. D.,  Philadelphia;  Joseph  A.  Little,  M.D.,  Nash- 
ville; Hugh  B.  Lynn,  M.D.,  Rochester,  Minn.;  and 
Richard  P.  Schmidt,  M.D.,  Gainesville,  Fla. 

Doctor  Little,  associate  professor  of  pediatrics  and 


Doctor  Cashman  Doctor  Little 


chief  of  the  pediatric  diagnostic  and  ambulatory  care 
unit  at  Vanderbilt,  will  present  papers  entitled  ‘The 
By-Products  of  a Pediatric  Cardiology  Service”  and 
“Anaphylactoid  Purpura — Revisited.” 

Other  speakers  on  the  program  will  be  Thomas  L. 
Marchioro,  M.D.,  Denver;  Richard  G.  Martin,  M.D., 
Houston;  Richard  E.  Palmer,  M.D.,  Alexandria,  Va.; 
Franklin  D.  Schwartz,  M.D.,  Chicago;  John  P.  Utz, 
M.D.,  Richmond;  and  William  H.  Weidman,  M.D., 
Rochester,  Minn. 

Ky.  Surgical  Society  Program 
To  Feature  Dr.  McLachlin 

A top-ranked  Canadian  surgeon  and  medical  edu- 
cator will  be  the  key  speaker  at  the  annual  meet- 
ing of  the  Kentucky 
Surgical  Society  at 
French  Lick,  Ind.,  May 
13  and  14,  Rudolf  J. 
Noer,  M.D.,  Louisville, 
Society  president,  has 
announced. 

Angus  D.  McLachlin, 
M.D.,  professor  and 
head  of  the  department 
of  surgery  at  the  Uni- 
versity of  Western  On- 
tario, London,  Ont.,  will 
address  the  Society  on 
Saturday  morning  on  the  “Sequelae  of  Venous 
Thrombosis  and  Their  Management”,  Blaine  Lewis, 
M.D.,  Louisville,  secretary,  said  in  discussing  the 
program. 

Other  topics  will  be  covered  in  presentations  by 
members  of  the  Society.  They  will  include;  “Cancer 
of  the  Large  Bowel”,  “Intestinal  Obstruction  Due 
to  Meckel’s  Diverticulum”,  “Surgical  Problems  in 
Patients  with  Neglected  Low-Grade  Neoplasms”, 
“Diagnosis  and  Treatment  of  Occult  Cancer  of 
Breast”,  and  “Acute  Urinary  Tract  Trauma  and  its 
Treatment”. 

Doctor  McLachlin,  who  has  held  his  present  posi- 
tion since  1945,  is  a member  and  has  been  an 
officer  in  many  of  the  surgical  societies  in  Canada 
and  the  United  States.  He  is  a fellow  of  the  Royal 
College  of  Surgeons  of  both  Canada  and  England, 
and  a fellow  of  the  American  College  of  Surgeons. 

He  received  his  undergraduate  medical  training  at 
the  University  of  Western  Ontario,  receiving  an 
M.D.  degree  there  in  1932,  and  a Master  of  Science 
in  1933.  His  Ph.D.  was  received  at  the  University 
of  Oxford,  England  in  1936,  and  an  M.S.  in  surgery 
from  the  University  of  Toronto  in  1942. 

The  two-day  meeting  will  include  a business 
meeting  and  election  of  officers.  Doctor  Noer  said. 

Sixth  District  Plans  Meeting 

Members  of  the  KMA  Sixth  Trustee  District  and 
their  wives  will  meet  for  the  second  time  this  year 
at  Bowling  Green  on  Tuesday  evening,  June  14,  ac- 
cording to  Rex  E.  Hayes,  M.D.,  Glasgow,  trustee. 
Further  information  will  be  published  in  the  May 
Journal. 
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Dr.  Kinsman  Retires  at  U.  of  L.; 
To  Resume  Active  Practice 

J.  Murray  Kinsman,  M.D.,  vice-president  of  the 
University  of  Louisville  and  former  dean  of  its  medi- 
cal school,  has  retired  and 
will  resume  private  prac- 
tice in  Louisville. 

He  was  dean  of  the 
School  of  Medicine  from 
1949  until  1963,  when  he 
became  a vice  president  of 
the  University.  He  had 
been  a member  of  the 
medical  faculty  for  38 
years.  He  will  be  asso- 
ciated in  practice  with 
William  C.  Buschemeyer, 
M.D.,  with  whom  he  prac- 
ticed before  becoming  dean  of  the  medical  school. 

Doctor  Kinsman,  a native  of  Nova  Scotia,  was 
awarded  his  medical  degree  by  McGill  University  in 
Montreal  in  1922,  and  completed  his  residency  in 
medicine  at  Louisville  General  Hospital.  He  is  a past 
president  of  the  Jefferson  County  Medical  Society 
and  the  Innominate  Society. 


meeting  will  be  held  jointly  with  the  Cincinnati 
Orthopedic  Society.  All  KMA  members  are  invited 
to  attend  the  meeting.  A golf  tournament  will  be  held 
on  Sunday. 

Twelfth  KMA  Trustee  District 
To  Meet  in  Somerset  May  25 

As  The  Journal  went  to  press  it  was  learned  that 
the  KMA  Twelfth  Trustee  District  will  hold  its  an- 
nual meeting  at  the  Quality  Court  Motel  in  Somerset 
on  Wednesday,  May  25. 

According  to  Robert  F.  Long,  M.D.,  Somerset,  Dis- 
trict trustee,  the  meeting  will  start  with  a scientific 
program  at  4:30  p.m.  A social  hour  will  begin  at 
6:00  p.m.  and  dinner  at  7:00,  followed  by  an  address 
by  KMA  president  Everett  H.  Baker,  M.D.,  Louisville, 
and  a discussion  of  the  KEMPAC  program. 

Doctor  L.ong  said  that  personal  invitations  will  be 
issued  for  the  meeting  to  physicians  and  their  wives 
in  the  Twelfth  District.  Assisting  Doctor  Long  in 
preparations  for  the  session  are  Steven  B.  Kelley, 
M.D.,  Somerset,  president  of  the  Pulaski  County 
Medical  Society,  and  William  Wyatt.  M.D.,  Somerset, 
society  secretary. 


Doctor  Kinsman 


Winner  of  Scientific  Exhibit 
To  Receive  $200  Award 

The  Executive  Committee  of  the  KMA  Board  of 
Trustees  has  unanimously  approved  a recommenda- 
tion of  the  Scientific  Exhibits  Committee  to  present 
a $200.00  cash  award  sponsored  by  Mead  Johnson 
Laboratories  to  the  individual  presenting  the  best 
scientific  exhibit  at  the  KMA  Annual  Meeting. 

This  is  the  first  year  that  a cash  prize  will  be 
awarded  to  a scientific  exhibitor.  In  addition,  a 
certificate  and  a KMA  wall  plaque  will  also  be 
given  for  the  winning  exhibit. 

A special  committee  is  appointed  by  the  Scientific 
Exhibits  Committee  to  judge  all  scientific  exhibits 
presented  at  the  Annual  Meeting.  The  judges  nor- 
mally recognize  at  least  two  other  exhibits  in  addi- 
tion to  the  first  place  winner. 

In  past  years  approximately  twenty-five  scientific 
exhibits  have  been  presented  at  each  KMA  Annual 
Meeting.  Exhibitor  application  forms  can  be  found 
in  the  March  through  June  issues  of  the  KMA 
Journal.  (See  Page  350  of  this  issue.)  July  1,  1966 
is  the  deadline  for  receiving  applications  for  this 
year’s  Annual  Meeting. 

Ky.  Orthopedic  Society  to  Meet 

The  Kentucky  Orthopedic  Society  will  hold  its 
annual  meeting  at  the  Springs  Motel  in  Lexington  on 
Saturday,  April  23,  Society  president  David  Stevens, 
M.D.,  Lexington,  has  announced.  Robert  D.  Ray, 
M.D.,  chairman  of  the  department  of  orthopedics  at 
the  University  of  Illinois  School  of  Medicine  will  be 
the  main  speaker. 

The  program  will  begin  at  noon  at  the  University 
of  Kentucky  Medical  Center  in  cooperation  with  the 
department  of  continuing  education.  The  evening 


May  1-7  Proclaimed  by  Governor 
As  State  Immunization  Week 

Immunization  Week  in  Kentucky  will  be  observed 
this  year  May  1-7,  according  to  Ralph  D.  Lynn,  M.D., 
Elkton,  chairman  of  the  KMA  Public  Health  Com- 
mittee. 

The  purpose  of  the  program  is  to  achieve,  as  nearly 
as  possible,  complete  immunization  in  the  state 
against  polio,  diphtheria,  pertussis,  tetanus,  smallpox, 
typhoid  fever,  and  measles. 

In  proclaiming  Immunization  Week,  Governor  Ed- 
ward T.  Breathitt  has  joined  the  Kentucky  Medical 
Association  and  other  state  organizations  in  urging  all 
Kentuckians  to  check  the  immunization  records  of 
their  families. 

Children  need  immunization  most,  the  KMA  com- 
mittee points  out,  but  adults  should  keep  track  of 
their  own  records,  particularly  in  the  case  of  the 
major  communicable  diseases.  All  KMA  members  are 
urged  by  Doctor  Lynn  to  check  the  immunization 
records  of  families  under  their  care,  with  special 
emphasis  on  children.  The  success  of  the  program 
depends  on  physicians,  he  said. 

Diabetes  Assn,  to  Meet  May  12 

The  Kentucky  Diabetes  Association  will  hold  its 
annual  interim  meeting  at  the  University  of  Ken- 
tucky on  Thursday,  May  12,  beginning  with  a 
Board  of  Directors  Meeting  at  10:30  a.m.  The 
general  program,  on  the  production  and  action  of 
insulin,  will  last  from  1:00  to  5:00  p.m.  All 
interested  physicians  are  invited  to  attend  the  meet- 
ing in  room  MN  442  in  the  Medical  Center. 
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First  aid  for  a button  popper 


Second  aid  for  a button  popper 
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SEQUELS’ 


By  providing  combined  anorexigenic-tranquilizing  action, 
BAMADEX  SEQUELS  Capsules  help  your  nonshrinking 
patients  to  establish  new  patterns  of  eating  less.  The  am- 
phetamine component  suppresses  the  appetite,  while  the 
meprobamate  helps  allay  nervousness  and  tension.  And  for 
most  patients,  the  sustained  release  of  the  active  ingredients 
provides  convenient  one-capsule-a-day  dosage. 

Side  Effects  commonly  associated  with  either  compo- 
nent are  possible  but,  to  the  extent  these  are  dose-related, 
they  should  normally  be  mild  and  infrequent,  since  the 
total  dosage  of  each  component  on  the  usual  one-capsule- 
iaily  regimen  is  quite  low.  Also,  the  sedating  effect  of 
meprobamate  and  the  stimulating  effect  of  d-amphetamine 
julfate  tend,  to  some  extent,  to  cancel  each  other  out.  Ad- 
verse effects  not  peculiar  to  either  component  have  not 
neen  reported.  Side  effects  associated  with  d-amphetamine 
iulfate  include:  insomnia,  excitability,  increased  motor 
ictivity,  confusion,  anxiety,  aggressiveness,  increased  li- 
?ido,  hallucinations,  rebound  fatigue,  depression,  dry 
mouth,  anorexia,  nausea,  vomiting,  diarrhea  and  increased 
:ardiovascular  reactivity.  Effects  associated  with  meproba- 


mate include:  skin  rash,  nonthrombocytopenic  purpura 
with  petechiae,  ecchymoses,  peripheral  edema,  fever  and 
transient  leukopenia;  also,  very  rarely,  fainting  spells,  angi- 
oneurotic edema,  bronchial  spasm,  hypotensive  crisis, 
anuria,  stomatitis,  proctitis  and  anaphylaxis.  Other  serious 
effects  have  occurred  after  concomitant  administration  of 
meprobamate  and  other  drugs.  Massive  overdosage  may 
produce  grave  effects. 

Precautions:  BAMADEX  SEQUELS  should  be  given 
only  under  close  supervision  to  patients  hypersensitive  to 
sympathomimetic  drugs,  with  cardiovascular  or  coronary 
disease  or  who  are  severely  hypertensive;  to  emotionally 
unstable  persons  and  to  epileptics.  Patients  should  be 
cautioned  not  to  drink  alcoholic  beverages  while  on  the 
drug,  and  not  to  drive  vehicles  if  they  become  drowsy.  In 
all  patients  kept  on  the  drug  for  long  periods,  the  drug 
should  be  withdrawn  gradually  to  avoid  possible  serious 
reactions. 

Contraindications:  Hyperexcitability,  agitated  prepsy- 
chotic  states  and  a history  of  previous  reactions  to  mepro- 
bamate. 


Bamadex’  Sequels' 

d-amphetamine  sulfate  ( 1 5 mg. ) Sustained  Release  Capsules 
and  meprobamate  ( 300  mg. ) 


LEDERLE  LABORATORIES 


A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


at  Merck  Sharp  & Dohme... 


precedes  development 


understanding... 


The  development  of  chlorothiazide  and  probene- 
cid were  events  of  major  importance,  but  perhaps 
even  more  important  for  the  future  was  the  Renal 
Research  Program  by  which  they  were  developed. 
When  Merck  Sharp  & Dohme  organized  this  pro- 
gram in  1943,  it  was  expressing  in  action  some  of 
its  basic  beliefs  about  research: 

• Many  problems  connected  with  renal  structure 
and  function  were  still  undefined  or  unsolved.  The 
Renal  Research  Program  would  begin  its  basic 
research  in  some  of  these  problem  areas. 

• From  knowledge thusacquired  might  comeclues 
to  the  development  of  new  therapeutic  agents  of 
significant  value  to  the  physician. 


For  example,  the  Renal  Research  Program  put 
fifteen  years  into  this  search  before  chlorothiazide 
became  available.  But  because  these  years  had 
first  led  to  a greater  understanding  of  basic 
problems,  the  desired  criteria  for  chlorothiazide 
existed  before  the  drug  was  developed. 

Along  with  other  research  teams  at  Merck  Sharp 
& Dohme,  the  Renal  Research  Program  continues 
to  add  new  understanding  of  basic  problems  — 
understanding  which  will  lead  to  important  new 
therapeutic  agents. 

Omerck  sharp  & dohme  Division  ol  Merck  & Co  . Inc.,  West  Point,  Pa. 

where  today’s  theory  is  tomorrow’s  therapy 


I 


c 


342 


i 


to  help  relieve  pain 
in  common 
anorectal  disorders 


"non-came” 

Diothane 


Diothane— with  its  chemically  distinct  “non-caine”  anesthetic 
agent  diperodon— provides  effective  temporary  topical  anes- 
thetic and  emollient  actions  for  soothing  relief  of  anorectal 
pain.  Anesthetic  activity  is  effective  and  relatively  prolonged; 
sensitization  is  infrequent.  Reports  to  Merrell  on  1 ,500  patients 
treated  pre-  and  postoperatively  with  Diothane  Ointment, 
indicate  only  22  developed  local  skin  reactions.  Reactions  to 
Diothane  have  been  burning  or  stinging  sensations  and  a few 
cases  of  allergic  manifestations.  An  additional  advantage: 
Diothane  Ointment  and  Suppositories  are  mildly  antiseptic. 
Prescribe  or  recommend  either  form . . . both  are  now  available. 


DIOTHANE  OINTMENT 

COMPOSITION: 
diperodon  1.0%;  oxyquinoline 
benzoate  0.1%  in  a special  oint- 
ment base. 

INDICATIONS: 

Provides  temporary  palliation  of 
pain  that  may  result  from  hemor- 
rhoidectomy and  from  common 
anorectal  disorders  such  as  hemor- 
rhoids, anal  fissures,  pruritus  ani. 


DIOTHANE  SUPPOSITORIES 

COMPOSITION: 

Each  suppository,  weighing  ap- 
proximately 2.6  Gm.,  contains 
diperodon  1.0%;  urea  10.0%; 
oxyquinoline  benzoate  0.1%  in  a 
special  hydrophilic  suppository 
base.  A unique  shape  keeps  the 
suppository  in  intimate  contact 
with  mucous  membranes. 

INDICATIONS: 

Provide  for  temporary  palliation 
of  pain  caused  by  hemorrhoids 
and  pruritus  ani. 

^Merrell^ 


THE  WM.  S.  MERRELL  COMPANY 
Division  of  Richardson-Merrell  Inc. 
Gncinnati,  Ohio  45215/Weston,  Ontario 


Three  Kentucky  Physicians  Return 
From  HOPE  Ship  Mission 

Three  Kentucky  physicians  returned  March  15 
from  a two-month  voluntary  tour  of  duty  aboard 
the  SS  HOPE  hospital  ship  in  Nicaragua.  One 
served  on  the  HOPE  two  years  ago. 

The  three  are;  John  C.  Weeter,  M.D.,  Louisville 
plastic  surgeon,  who  completed  his  second  tour; 
Samuel  L.  Cooke,  M.D.,  Louisville  otolaryngologist; 
and  Harold  D.  Rosenbaum,  M.D.,  chairman  of  the 
department  of  radiology  at  the  University  of  Ken- 
tucky. 

They  were  among  30  volunteer  U.S.  physicians, 
who  with  nurses  and  technologists,  treated  patients 
and  gave  classroom  instruction  to  their  Nicaraguan 
counterparts.  The  ship  will  remain  there  until  No- 
vember. 

Ky.  Thoracic  Society  Symposium 
Set  April  21  in  Louisville 

Several  of  the  country’s  leading  authorities  on  res- 
piratory disease  have  accepted  invitations  to  speak  at 
the  Kentucky  Thoracic  Society’s  annual  symposium 
April  21  in  Louisville,  according  to  Herbert  T.  Rans- 
dell,  Jr.,  M.D.,  Louisville,  president. 

The  day-long  meeting  will  be  held  at  Rankin  Am- 
phitheater, Louisville  General  Hospital,  beginning  at 
9:00  a.m.,  Grover  B.  Sanders,  M.D.,  Louisville,  pro- 
gram chairman,  has  announced.  The  topic  of  the 
morning  session  will  be  “Bacterial  and  Viral  Respira- 
tory Infections,’’  and  the  afternoon  session  will  deal 
with  “Environmental  Factors  in  Respiratory  Dis- 
ease,” Doctor  Sanders  said. 

The  guest  faculty  will  include  John  C.  Sinclair, 
M.D.,  New  York  Babies’  Hospital;  C.  Rollins  Hanlon, 
M.D.,  St.  Louis  University  School  of  Medicine;  James 
McCarroll,  M.D.,  Cornell  University;  and  Ernest  L. 
Wynder,  M.D.,  Sloan-Kettering  Institute  for  Cancer 
Research,  New  York  City. 

Doctor  Ransdell  has  urged  that  all  physicians  plan 
to  attend  “what  promises  to  be  a highly  interesting 
and  richly  rewarding  session,”  See  advertisement, 
page  345,  for  further  information. 

Year-Round  Diabetes  Screening 
Approved  for  Kentuckians 

A year-round  statewide  blood  sugar  diabetes  screen- 
ing program  sponsored  by  the  Kentucky  State  De- 
partment of  Health  has  been  approved  by  the  KMA 
Diabetes  Committee,  according  to  Irving  F.  Kanner, 
M.D.,  Lexington,  chairman. 

The  program  is  made  possible  by  the  recent  pur- 
chase of  an  auto  analyzer,  an  automated  system  for 
continuous  chemical  examination. 

A representative  from  the  county  health  department 
will  meet  with  each  county  medical  society  to  decide 
first  if  there  is  a need  for  such  a program,  and  if  so, 
to  determine  what  group  or  groups  of  people  are  to 
be  screened. 

After  approval,  the  State  Health  Department  will 


furnish  most  of  the  necessary  supplies  for  the  pro- 
gram, including  blood  containers,  record  forms,  and 
educational  material. 

The  Kentucky  Medical  Association  started  the  first 
Diabetes  Detection  and  Education  program  for  the 
country  in  1951.  In  the  15  years  of  existence,  a sig- 
nificant service  has  been  rendered  to  the  public. 
Doctor  Kanner  said.  More  than  2,300  previous  un- 
known diabetics  have  been  found,  and  if  they  are 
willing  to  follow  usual  procedure  will  live  normal 
lives. 

Ky.  Medical  Assistants  to  Meet 
May  14-15  in  Louisville 

“Time  Capsule  ’66”  will  be  the  theme  of  the  Fourth 
Annual  Convention  of  the  Kentucky  State  Association 
of  Medical  Assistants  on  Satur- 
day and  Sunday,  May  14  and  15 
in  Louisville,  according  to  Mrs. 
Wanda  Taylor,  Louisville,  presi- 
dent. 

Medicare,  mentally  disturbed 
patients,  Americans  in  Vietnam, 
and  reconstructive  hand  surgery 
will  be  among  the  topics  presented 
by  speakers  during  the  session  at 
Stouffer’s  Louisville  Inn. 

Everett  H.  Baker,  M.D.,  presi- 
Doctor  Baker  dent  of  the  Kentucky  Medical  As- 
sociation, will  address  the  group  at  the  Sunday  lunch- 
eon session.  Other  speakers  named  will  be  George  F. 
Brockman,  M.D.,  Greenville,  and  Harold  E.  Kleinert, 
M.D.,  Louisville. 

A representative  of  Metropolitan  Life  Insurance 
Company,  carrier  for  Kentucky  for  the  Medicare  pro- 
gram, will  deliver  an  address  on  the  administration 
of  the  program.  Smith  Kline  and  French  Laboratories 
will  sponsor  a speaker  who  will  discuss  mental  dis- 
turbances. 

The  meeting  will  begin  at  10:00  a.m.  Saturday  and 
end  at  2:30  p.m.  Sunday.  A banquet  will  be  held  at 
7:00  p.m.  Saturday. 

KMA  Represented  at  Ethics  Meeting 

KMA’s  new  Judicial  Council  was  represented  at  the 
AMA’s  First  National  Conference  on  Medical  Ethics 
by  N.  Lewis  Bosworth,  M.D.,  Lexington,  chairman, 
and  another  member  of  the  council,  Henry  B.  Asman, 
M.D.,  Louisville,  KMA  secretary. 

The  two-day  meeting  was  held  in  Chicago  March 
5 and  6.  Leading  speakers  were  James  Z.  Appel,  M.D., 
Lancaster,  Pa.,  AMA  President,  and  Walter  H.  Judd, 
M.D.,  Washington,  D.C.,  a member  of  AMA’s  Ju- 
dicial Council. 

Dr.  Denham  Named  to  U.  K.  Board 

Harry  C.  Denham,  M.D.,  Maysville  surgeon,  was 
recently  reappointed  by  Governor  Edward  T.  Breath- 
itt as  a member  of  the  University  of  Kentucky  Board 
of  Trustees.  Doctor  Denham’s  term  will  expire  De- 
cember 31,  1969.  He  is  a partner  in  the  Denham 
Clinic  at  Maysville  with  his  brother,  Mitchel  B.  Den- 
ham, M.D. 
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Attentioii  Physicians! 

YOU  ARE  INVITED  TO  ATTEND 


Scientific  Session  Of  The  Kentucky  Thoracic  Society 

APRIL  21,  1966 


THE 

Theme; 

Moderator: 

9:00-  9:10 
9:10-  9:55 


9:55  - 10:40 


10:40-  11:25 


1 1 :40  - 1 2:00 


Theme: 

Moderator: 

2:00-  2:45 


2:45-  3:30 


3:30-  4:15 


4:30-  5:00 


RANKIN  AMPHITHEATER  — LOUISVILLE  GENERAL  HOSPITAL 
HERBERT  T.  RANSDELL,  JR.,  M.D.,  PRESIDING 
Morning  Session 

“Bacterial  and  Viral  Respiratory  Infections” 

Grover  B.  Sanders,  M.D. 

GREETINGS! 

Donn  L.  Smith,  M.D.,  Dean 

University  of  Louisville  School  of  Medicine 

INFECTIONS  IN  ADULTS 
Walter  Daly,  M.D. 

Indiana  University  School  of  Medicine 
Indianapolis,  Indiana 

RESPIRATORY  DISEASES  IN  BABIES 
John  C.  Sinclair,  M.D. 

New  York  Babies’  Hospital 
New  York  City 

ROLE  OF  TRACHEOSTOMY  IN  RESPIRATORY  INSUFFICIENCY 

C.  RoUins  Hanlon,  M.D.,  Chairman 

Department  of  Surgery 

Saint  Louis  University 

Saint  Louis,  Missouri 

PANEL  DISCUSSION — Speakers  listed  above 

Afternoon  Session 

“Environmental  Factors  in  Respiratory  Diseases” 

Hugh  Scott  Fulmer,  M.D. 

AIR  POLLUTION 
James  McCarroU,  M.D. 

Department  of  Public  Health 
Cornell  University 
New  York  City 

CURRENT  CONCEPTS  ON  THE  ETIOLOGY  OF  RESPIRATORY 

TRACT  CANCER 

Ernest  L.  Wynder,  M.D.,  Chief 

Div.  Environmental  Cancerogenesis 

Sloan-Kettering  Institute  for  Cancer  Research 

New  York  City 

ENVIRONMENTAL  FACTS— AIR  POLLUTION  AND  SMOKING 

Hugh  Scott  Fulmer,  M.D.,  Associate  Professor 

Department  of  Community  Medicine 

University  of  Kentucky  Medical  Center 

Lexington,  Kentucky 

PANEL  DISCUSSION — Speakers  listed  above 
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KMA  Announces  13  New  Members 
Enrolled  as  of  March  15 

Thirteen  Kentucky  physicians  have  been  added  to 
the  membership  lists  of  KMA  during  the  period 
from  February  15  through  March  15,  according  to 
the  records  of  the  membership  department. 

Included  are:  Keith  E.  Ellis,  M.D.,  Benton;  Carl 
Henry,  M.D.,  Paducah;  Van  R.  Jenkins,  M.D.,  Car- 
lisle; and  Don  C.  McEadden,  M.D.,  Mt.  Sterling. 

Completing  the  list  are  the  following,  all  from 
Lexington:  James  W.  Bard,  M.D.;  Joe  D.  Bernard, 
M.D.;  Herbert  Braunstein,  M.D.;  Edward  P.  Craw- 
ford, M.D.;  Gordon  K.  Danielson,  M.D.;  Ward  O. 
Griffen,  Jr.,  M.D.;  Robert  D.  Milledge,  M.D.; 
Lloyd  E.  Redick.  M.D.;  and  David  E.  Weinstein, 
M.D. 

Annual  Samuel  D.  Gross  Lecture 
To  be  April  18  in  Louisville 

David  M.  Hume,  M.D.,  chairman  of  the  depart- 
ment of  surgery  at  the  Medical  College  of  Virginia, 
will  be  the  Phi  Delta  Ep- 
silon fraternity’s  Samuel 
D.  Gross  Lecturer  at  11:00 
a.m.,  April  18  at  Rankin 
Amphitheater,  Louisville 
General  Hospital. 

The  lecture,  the  25th  of 
the  series  named  in  honor 
of  the  late  Samuel  D. 
Gross,  professor  of  sur- 
gery at  the  Louisville 
Medical  Institute  from 
1840-1855,  is  co-spon- 
sored by  Phi  chapter  of 
Phi  Delta  Epsilon  and  the  department  of  surgery  at 
the  University  of  Louisville. 

Doctor  Hume  will  speak  on  organ  transplantation. 
A former  faculty  member  at  Harvard  University 
School  of  Medicine,  he  is  recognized  as  the  first  to 
achieve  a successful  kidney  transplantation.  He  has 
held  his  current  post  at  the  Medical  College  of 
Virginia  since  1956. 

New  Deanship  Goes  to  Dr.  Cheng 

Samuel  H.  Cheng,  M.D.,  was  named  the  first  as- 
sistant dean  for  clinical  affairs  at  the  University  of 
Louisville  School  of  Medicine  in  action  taken  March 
17  by  the  U.  of  L.  Board  of  Trustees. 

Doctor  Cheng  will  coordinate  the  work  of  interns, 
residents  and  fellows  in  hospitals  affiliated  with  the 
school,  and  will  be  primarily  responsible  for  recruit- 
ing interns  and  residents.  He  has  served  as  associate 
professor  of  medicine  and  chief  of  gastroenterology 
until  this  appointment. 

Dr.  Deuschle  Named  to  VN  Team 

Kurt  W.  Deuschle,  M.D.,  chairman  of  the  de- 
partment of  community  medicine  at  the  University 
of  Kentucky  was  named  by  President  Johnson  re- 


cently to  serve  on  a 15-man  task  force  to  combat 
hunger,  ignorance,  and  disease  in  Vietnam. 

Doctor  Deuschle,  who  was  responsible  for  the 
one-of-its-kind  “Senior  Clerkship”  program  in  com- 
munity medicine  at  the  University,  formerly  served 
with  the  U.S.  Public  Health  Service  and  with  the 
medical  school  faculties  of  Cornell  University  and 
the  State  University  of  New  York  Upstate  Medical 
Center. 

Cardiovascular  Program  Planned 
By  U.K.  Radiology  Dept. 

A symposium  on  Cardiovascular  Disease  will  be 
piesented  by  the  department  of  radiology  at  the 
University  of  Kentucky  Medical  Center  May  2-6, 
Harold  D.  Rosenbaum,  M.D.,  professor  and  chair- 
man of  the  department,  has  announced. 

Doctor  Rosenbaum  said  that  an  outstanding  guest 
faculty  will  be  composed  of  the  following:  Herbert 

L.  Abrams,  M.D.,  Stanford  University;  John  A. 
Campbell,  M.D.,  University  of  Indiana;  Benjamin 
Felson,  M.D.,  University  of  Cincinnati;  Mordecai 
Halpern,  M.D.,  University  of  Southern  California; 
and  D.  J.  Hanson,  M.D.,  Roger  Williams  Hospital, 
Providence,  R.  I. 

Others  are:  G.  B.  C.  Harris,  M.D.,  Children’s 
Hospital  Medical  Center,  Boston;  R.  Brian  Holmes, 

M. D.,  University  of  Toronto;  Joseph  Jorgens,  M.D., 
VA  Hospital,  Minneapolis;  John  Keith,  M.D.,  Hos- 
pital for  Sick  Children,  Toronto;  Eugene  C.  Klatte, 
M.D.,  Vanderbilt;  J.  Stauffer  Lehman,  M.D.,  Hahne- 
mann; Richard  G.  Lester,  M.D.,  Duke;  Thomas  R. 
Marshall,  M.D.,  University  of  Louisville;  and  R.  Van 
Praagh,  M.D.,  Hektoen  Institute  for  Medical  Re- 
search, Chicago. 

Dr.  Gaither  Honored  by  Hospital 

J.  Gant  Gaither,  M.D.,  Hopkinsville,  a past  presi- 
dent of  the  Kentucky  Medical  Association,  was  hon- 
ored January  31  at  ceremonies  dedicating  to  him  a 
new  addition  to  Jennie  Stuart  Memorial  Hospital  at 
Hopkinsville.  Doctor  Gaither  has  served  for  many 
years  as  a member  of  the  hospital  board  of  trustees. 

A retired  physician  and  surgeon.  Doctor  Gaither 
was  graduated  in  1907  from  the  University  of  the 
South  Medical  Department,  Sewanee,  Tenn.,  and  prac- 
ticed in  Mississippi  before  returning  to  his  native 
Hopkinsville  in  1910.  A plaque  bearing  his  name  and 
a portrait  of  Doctor  Gaither  will  hang  in  the  new  wing 
of  the  hospital. 

Ky.  Student  Awarded  Fellowship 

Elizabeth  Ann  Wright  of  Kernville,  Cal.,  a junior 
at  the  University  of  Kentucky  College  of  Medicine,  is 
one  of  35  U.S.  medical  students  to  receive  foreign 
fellowships  for  supervised  medical  experience  in  un- 
der-developed areas  of  the  world,  the  Association  of 
American  Medical  Colleges  announced  February  25. 
The  fellowships  are  made  possible  by  a grant  from 
Smith  Kline  & French  Laboratories  of  Philadelphia. 
Miss  Wright  will  work  at  Nehora  Health  Center, 
Hevel  Lachish,  Israel  for  at  least  10  weeks. 
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BRING  IT  DOWN 
AND 

KEEP  IT  DOWN 


Metatensin  lowers  blood  pressure  and 
keeps  it  low— effectively  and 
economically.  It  combines  reserpine 
with  trichlormethiazide  which  affords 
more  potent  saluresis  with  less  loss  of 
potassium  than  from  earlier  thiazides. 
Reserpine  contributes  antihypertensive 
effect  by  relieving  anxiety  and  tension. 
Metatensin  is  well-tolerated  over  long 
periods:  with  its  effectiveness  and 
economy  it  assures  antihypertensive 
therapy  you  and  your  patients 
can  stay  with. 

METATENSir 

Each  scored  tablet  contains: 

METAHYDRIN®  (trichlormethiazide) 

2 mg.  or  4 mg.  and 
Reserpine  0.1  mg. 

Usual  adult  dose:  One  tablet  twice 
daily.  Precautions  and  side  effects; 

Patients  with  hepatic  cirrhosis  or 
diarrheal  syndromes,  or  under  therapy 
with  digitalis,  ACTH,  or  potassium-losing 
steroids,  should  be  observed  for  signs 
of  hypokalemia.  With  thiazides, 
electrolyte  depletion,  diabetes,  gout, 
granulopenia,  nausea,  pancreatitis, 
cholestatic  jaundice,  flushing,  mild 
muscle  cramps,  constipation, 
photosensitivity,  acute  myopia, 
perimacular  edema,  paresthesias, 
neonatal  bone  marrow  depression  in 
infants  of  mothers  who  received 
thiazides  during  pregnancy,  skin  rash 
or  purpura  with  or  without 
thrombocytopenia,  may  occur.  With 
reserpine,  untoward  effects  may  include 
depression,  peptic  ulcer  and  bronchial 
asthma.  Withdraw  medication  at  least 
7 days  prior  to  electroshock  therapy, 

2 weeks  prior  to  elective  surgery. 

Contraindications:  Complete  renal 
shutdown,  rising  azotemia  or  development 
of  hyperkalemia  or  acidosis  in  severe 
renal  disease. 

Supplied:  Metatensin  tablets,  2 mg., 

4 mg.— bottles  of  100  and  1000. 

LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 


LAKESIDE 


PRODUCTS 
FOR  PATIENTS 
YOU  SEE 
EVERY  DAY 
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Care-by-Parent  Pediatric  Unit 
Open  at  U.  K.  Medical  Center 

A new,  one-of-a-kind  pediatric  ward  for  minimal- 
ly-ill  children  is  now  open  at  the  University  of 
Kentucky  Medical  Center.  The  ward  is  designed 
and  operated  so  that  a parent  may  remain  with  a 
child  during  the  hospital  stay  and  assume  complete 
care  for  the  patient. 

No  nurses  are  assigned,  and  the  reduction  in 
personnel  is  reflected  in  reduction  of  hospital 
charges.  Rooms  are  equipped  like  motel  rooms,  with 
private  bath,  and  a parent  utility  room  with  laundry 
and  kitchen  equipment  assists  parents  in  caring  for 
children. 

Therapeutic  and  diagnostic  procedures,  consulta- 
tions and  many  tests  may  be  scheduled  in  advance, 
thus  reducing  the  length  of  stay.  The  ward  is  under 
the  direction  of  a full  time  pediatric  staff  member. 
Admission  is  by  referral. 

Ob-Gyn  Collection  Planned  For 
U.  of  L.  Medical  Library 

The  Louisville  Obstetrical  and  Gynecological  So- 
ciety has  initiated  a plan  to  establish  and  develop  a 
collection  devoted  to  obstetrics  and  gynecology  and 
related  subject  matter  at  Kornhauser  Memorial  Li- 
brary at  the  University  of  Louisville  School  of 
Medicine. 

The  Library  and  Museum  Committee  of  the  Society 
is  anxious  to  collect  books,  journals,  memorabilia, 
instruments,  works  of  art,  manuscripts,  class  notes, 
class  cards,  diplomas,  physicians’  diaries,  old  profes- 
sional advertising  or  catalogs,  or  other  material  re- 
lated to  the  specialty. 

The  committee  invites  any  member  or  friend  of 
the  medical  profession  to  contribute  to  the  collection, 
either  through  gifts  of  the  actual  items,  or  contribu- 
tions to  the  fund.  Gifts  or  inquiries  should  be  ad- 
dressed to  the  committee,  Louisville  Obstetrical  and 
Gynecological  Society,  Kornhauser  Memorial  Medi- 
cal Library  (U.  of  L.)  101  West  Chestnut  St.,  Louis- 
ville. Ky.,  40202. 

Dr.  Gray  to  Speak  in  Africa 

Laman  A.  Gray,  M.D.,  Louisville,  clinical  pro- 
fessor of  obstetrics  and  gynecology  at  the  University 
of  Louisville,  will  address  the  East  London  Congress 
of  Obstetrics  and  Gynecology  beginning  March  31 
at  East  London,  South  Africa. 

Doctor  Gray  will  return  to  Louisville  April  29 
after  serving  as  a visiting  professor  of  obstetrics 
and  gynecology  at  medical  schools  in  South  Africa, 
at  the  University  of  Cairo,  Egypt,  and  the  Uni- 
versity of  Athens,  Greece. 

Zimmerman  Resigns  C.  of  C.  Post 

James  C.  Zimmerman,  Louisville,  executive  vice- 
president  of  the  Kentucky  Chamber  of  Commerce 
since  1961,  resigned  February  27  to  accept  the  office 
of  executive  vice-president  of  the  Owensboro  National 
Bank.  Mr.  Zimmerman  joined  the  Kentucky  Chamber 
staff  in  1955  as  director  of  industrial  development. 


U.  of  K.  Researchers  Get  Grant 

A grant  of  $10,400  was  recently  awarded  to 
Charles  B,  Wilson,  M.D.,  and  Horace  Norrell,  M.D., 
both  of  the  department  of  surgery  at  the  University  of 
Kentucky,  for  research  on  the  cause  of  hydrocephalus 
in  infants.  The  Easter  Seal  Research  Foundation  gave 
the  grant  as  part  of  a total  three-year  commitment 
of  $28,013. 


Pertinent  Paragraphs 


The  Academy  of  Psychosomatic  Medicine  has  announced 
the  Annual  Award  contest  for  the  best  paper 
(not  over  4000  words)  on  a clinical  or  research 
subject  in  psychosomatic  medicine.  Deadline  for  sub- 
mitting papers  is  August  1,  1966.  For  more  informa- 
tion, write  to  Benjamin  Schneider,  M.D.,  chairman, 
123  E.  Market  St.,  Danville,  Pa. 

The  American  Geriatrics  Society  has  announced  the 
renewal  of  three  $1800  grants  to  encourage  resi- 
dent physicians  to  devote  more  time  to  the  study 
of  the  medical  problems  of  the  aging.  The  grants, 
made  possible  by  Lederle  Laboratories,  will  cover 
the  period  between  July  1966  to  June  1967. 

The  Annual  Otolaryngologic  Assembly  of  1966  will 

be  held  October  1-7  in  the  new  Illinois  Eye  and  Ear 
Infirmary  at  the  Medical  Center,  Chicago.  Interested 
physicians  should  direct  inquiries  to:  Department  of 
Otolaryngology,  P.O.  Box  6998,  Chicago,  111.,  60680. 

A few  years  ago  nomenclature  purists  insisted  that 
drugs  be  named  to  indicate  their  chemical  structure 
. . . We  refer  to  corticosteroids,  thiazide  diuretics, 
sympathetic  amines,  anticholinergics,  phenothiazines 
and  anticoagulants  but  we  resort  to  a contrived  word 
to  identify  the  particular  drug  we  want.  We  know 
drugs  more  by  their  actions  than  by  their  precise 
chemical  structures,  which,  after  all,  is  the  essential 
information.  By  analogy,  if  we  know  how  to  operate 
a motor  vehicle  competently,  it  isn’t  really  very  im- 
portant whether  or  not  we  know  the  dimension  of 
the  cylinders,  its  compression  ratio  or  the  mechanism 
of  the  automatic  transmission. — ^Theodore  G.  Klumpp, 
M.D.,  in  GP,  (32:197-198),  November,  1965. 


PERMANENT  ASSOCIATE  WANTED 

Rural  practice  in  McCreary  County. 
Early  full  partnership  For  informa- 
tion, contact:  Dr.  M.  A.  Winchester, 
Whitley  City,  Ky. 
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"In  40  of  44  cases  of  irritable  or  spastic 
colon,  Cantil  [mepenzolate  bromide]  or 
Cantil  with  Phenobarbital  reduced  or 
abolished  abdominal  pain,  diarrhea  and 
distention  and  promoted  restoration  of 
normal  bowel  function  . . . Cantil 
[mepenzolate  bromide]  proved  to  be 
singularly  free  of  anticholinergic 
side-effects  . . . Urinary  retention, 
noted  in  two  cases  was  eliminated  in 
one  by  reducing  dosage."' 


CANTILf 

(mepenzolate  bromide) 

helps  restore  normal  motility  and  tone 


IN  BRIEF: 


One  or  two  tablets  three  times  a day  and 
one  or  two  at  bedtime  usually  provide 
prompt  relief.  Cantil  with  Phenobarbital 
may  be  prescribed  if  sedation  is  required. 

Dryness  of  the  mouth  or  blurring  of  vision 
may  occur  but  it  is  usually  mild  and 
transitory.  Urinary  retention  is  rare. 
Caution  should  be  observed  in  prostatic 
hypertrophy— withhold  in  glaucoma.  Cantil 
with  Phenobarbital  is  contraindicated  in 
patients  sensitive  to  phenobarbital. 

Supplied:  CANTIL  (mepenzolate  bromide) 
—25  mg.  per  scored  tablet.  Bottles  of  100 
and  250.  CANTIL  with  PHENOBARBITAL 
—containing  in  each  scored  tablet  16  mg. 
phenobarbital  (warning:  may  be  habit 
forming)  and  25  mg.  mepenzolate  bromide. 
Bottles  of  100  and  250. 

1.  Riese,  J.A.:  Amer.  J.  Gastroent.  28:541  (Nov.)  1957 
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Application 

FOR  SPACE  IN  THE  SCIENTIFIC  EXHIBIT 

(Research  and  Teaching  Exhibits) 

1966  Annual  Meeting  Kentucky  Medical  Association 

Convention  Center  Louisville,  Kentucky  September  20,  21,  22 

fill  Out  and  Mail  to: 

BENJAMIN  B.  JACKSON,  M.D.,  Chairman 

Committee  on  Scientific  Exhibits 
Kentucky  Medical  Association 
3532  Janet  Avenue 
Louisville,  Kentucky  40205 

Applications  for  space  should  be  received 
before  July  1,  1966 

Dimensions  and  structure  of  KMA  Scientific 
booth  are  shov/n  in  accompanying  illustration 


1 . Title  of  Exhibit: 

2.  Name  (s)  of  Exhibitor  (s):  (AMA  Member?) 


Institution  (if  desired): 

Mailing  Address 

3.  Do  you  have  a built-in  exhibit? 

4.  Description  of  Exhibit:  (Attach  Brief  Description  Not  To  Exceed  100  Words  to  this  blank) 

5.  Exhibit  will  consist  of  the  following:  (Check  which) 

Charts  and  Posters.  . . . Photographs.  . . . Drawings  ....  X-rays.  . . . 

Specimens.  . . . Moulages.  . . . Other  Material 

, „ , „ . ( Describe ) 

6.  Booth  Requirements: 

Amount  of  wall  space  needed? 


Back  wall  Side  walls  (All  side  walls  are  4') 

Square  feet  needed? Shelf  desired?  (yes  or  no)  


7.  Indicate  sources  of  assistance  provided  in  connection  with  the  exhibit 

8.  Has  this  exhibit  been  exhibited  before?  If  so,  when  & where? 

Date  

Signature  of  Applicant 


The  Mead  Johnson  Aesculapius  Award  of  $200.00  and  identifying  plaque  will  be  presented  by  the 
KMA  for  the  best  exhibit  in  1966. 

The  Kentucky  Medical  Association  will  provide  without  cost  to  the  exhibitor  the  following;  Exhibit 
space,  shelves,  sign  for  booth,  current,  bracket  lights,  provided  all  items  are  approved  in  advance 
by  the  committee. 

Cost  of  transporting  exhibits  to  the  meeting  must  be  borne  by  the  individual  exhibitor  as  well  as 
costs  of  cards,  signs,  etc.,  which  are  a part  of  the  exhibit. 

View  boxes,  furniture,  decorations,  etc.,  may  be  rented,  if  desired,  by  applying  directly  to  Jos.  T. 
Griffin  Company,  704  West  Main  Street,  Louisville  2,  who  supply  equipment  for  the  annual  KMA 
meeting. 

Due  to  the  shortage  of  space,  please  have  your  exhibit  as  compact  as  possible. 

350 


April  1966 


The  Journal  c 


METAHYDRIN  (trichlormethiazide) 
is  prescribed  by  physicians  because  it 
not  only  approximates  the  diuretic 
efficacy  of  parenteral  meralluride 
injection  . . . but,  it  is  the  least  expensive 
of  all  “brand-name"  thiazides.  Therefore, 
when  you  prescribe  METAHYDRIN 
(trichlormethiazide)  your  patients  receive 
the  thiazide  diuretic  that  removes  a little 
more  salt  and  water  than  earlier 
thiazides,  with  relatively  less  loss  of 
potassium  . . . and,  it's  therapy  they  can 
more  easily  afford  . . . only  pennies  a day. 


SAVES 

LIVES 

SAVES 

MONEY 

WASTES 

WATER 


METAHYDRIN’ 

(trichlormethiazide) 

oral  diuretic 

Dosage:  One  2 or  4 mg.  tablet 
once  or  twice  daily. 

Precautions:  As  with  all  effective 
diuretics,  vigorous  therapy  may  produce 
electrolyte  depletion.  Patients  with 
severely  reduced  renal  function  should 
be  observed  carefully  since  thiazides 
may  be  contraindicated.  Care  should 
be  taken  with  patients  predisposed  to 
diabetes  or  gout.  Patients  with  a 
tendency  to  potassium  deficiency,  as  in 
hepatic  cirrhosis  or  diarrheal  syndromes, 
or  those  under  therapy  with  digitalis, 

ACTH,  or  certain  adrenal  steroids,  also 
should  be  watched  carefully. 

Side  Effects:  Nausea,  flushing, 
constipation,  skin  rash,  muscle  cramps 
and  gastric  discomfort  have  occasionally 
been  noted;  rarely  thrombocytopenia 
and  bone  marrow  depression, 
photosensitivity,  cholestatic  jaundice, 
pancreatitis,  perimacular  edema,  gout 
and  diabetes  have  been  caused  by 
the  administration  of  thiazides. 
Contraindications:  Complete  renal 
shutdown;  rising  azotemia  or 
development  of  hyperkalemia  or 
acidosis  in  severe  renal  disease; 
demonstrated  hypersensitivity. 

How  Supplied:  Bottles  of  100  and 
1000  tablets. 
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NEWS  ITEMS 


Joe  G.  Conley,  M.D.,  a 1964  graduate  of  the  Uni- 
versity of  Louisville  School  of  Medicine,  is  now  serv- 
ing on  active  duty  with  the  U.S.  Naval  Reserve  in 
Louisville.  Doctor  Conley,  who  holds  the  rank  of 
Lieutenant,  is  stationed  at  the  Armed  Forces  Examin- 
ing Station.  He  completed  his  internship  last  July  at 
Louisville  General  Hospital. 

Ronald  L.  Levine,  M.D.,  Louisville,  has  Opened  an  of- 
fice in  that  city  for  the  practice  of  obstetrics  and 
gynecology.  Doctor  Levine  was  graduated  from  the 
L^niversity  of  Louisville  School  of  Medicine  in  1959 
and  interned  at  Louisville  General  Hospital.  Follow- 
ing three  years  of  general  practice,  he  completed  his 
residency  at  the  same  hospital. 

Richard  F.  Keeler,  M.D.,  is  the  new  public  health 
officer  for  Letcher  County,  with  offices  at  Whites- 
biirg,  according  to  a recent  announcement.  Doctor 
Keeler,  a 1964  graduate  of  the  University  of  Virginia 
College  of  Medicine,  interned  at  Norfolk  General 
Hospital. 

F.  A.  Martin,  M.D.,  a urologist,  has  started  practice 
at  Paris.  Doctor  Martin,  who  graduated  in  1956  from 
the  Manila  Central  University,  interned  at  Manila 
Sanitarium  and  Hospital  in  the  Philippines,  and  at  St. 
Joseph  Hospital  in  Lexington.  Following  completion 
of  his  residency  in  urology,  he  served  a one-year 
preceptorship  in  urology,  and  maintained  a private 
practice  in  Manila  for  two  years.  Doctor  Martin  came 
to  Paris  from  Pikeville. 

Edmund  V.  Currie,  M.D.,  has  Started  general  practice 
at  Harlan,  where  he  is  associated  with  the  Daniel 
Boone  Clinic.  A native  of  Canada,  Doctor  Currie 
received  his  medical  degree  from  the  University  of 
Toronto  in  1949.  Following  ten  years  of  practice  in 
Montreal,  he  was  a surgical  resident  at  St.  Joseph 
Infirmary  in  Louisville  and  is  continuing  his  surgical 
training  in  Harlan. 

Joseph  Book,  M.D.,  one  of  the  founders  of  the  Daniel 
Boone  Clinic  at  Middlesboro,  has  resigned  to  serve 
for  three  years  under  the  Committee  of  Manpower 
Opportunities  in  Israel. 

Robert  B.  Cloar,  M.D.,  a general  practitioner  at  Mid- 
dlesboro, has  given  up  his  practice  and  moved  to 
Dallas,  Tex.,  where  he  will  take  residency  training, 
according  to  recent  press  reports. 

B.  J.  Jackson,  M.D.,  a general  practitioner,  has  be- 
come associated  with  Lewis  E.  Wash,  M.D.,  at 
Lawrenceburg,  according  to  a recent  announcement. 
Doctor  Jackson,  who  was  graduated  in  1962  from  the 
University  of  Louisville  School  of  Medicine,  interned 
at  St.  Joseph  Infirmary  in  Louisville.  He  was  dis- 
charged in  January  from  the  U.S.  Navy  with  the  rank 
of  lieutenant. 

J.  S.  Bean,  M.D.,  former  secretary  of  the  Hardin 
County  Medical  Society,  was  the  subject  of  a feature 
story  in  the  Elizabethtown  News  honoring  him  on  his 
birthday,  Eebruary  13.  Doctor  Bean,  who  graduated 


in  1904  from  the  Hospital  College  of  Medicine  in 
Louisville,  began  his  practice  in  Ohio  County,  and  has 
practiced  in  Hardin  County  for  fifty  years. 

Robert  A.  Stewart,  M.D.,  Ashland,  has  been  awarded 
a special  post-doctoral  fellowship  grant  by  the 
U.S.  Public  Health  Service  and  will  study  at  Yale 
University.  Doctor  Stewart,  a pathologist  and  a grad- 
uate of  Wayne  State  University  School  of  Medicine, 
will  work  with  Averill  A.  Liebow,  M.D.,  at  Yale.  He 
has  practiced  at  Ashland  for  seven  years. 


KMA  Council  and 
Committee  Reports 

Council  on  Medical  Education  and  Hospitals 

George  A.  Sehlinger,  M.D.,  Louisville,  Chairman 
KMA  Headquarters  Office  March  3,  1966 

The  council  on  Medical  Education  and  Hospitals 
met  at  the  KMA  Headquarters  office  to  discuss 
PL  89-239,  Heart,  Cancer,  Stroke  Amendments  of 
1965.  A detailed  report  was  given  by  Donn  L. 
Smith,  M.D.,  dean  of  the  University  of  Louisville 
School  of  Medicine.  Dean  Smith  told  the  council 
that  several  medical  school  deans  have  held  meet- 
ings to  study  methods  of  carrying  out  regulations 
in  the  law.  The  council  recommended  that  some 
time  be  given  at  the  1966  Interim  Meeting  at 
Cumberland  Falls  for  Doctor  Smith  to  bring  other 
Kentucky  physicians  up-to-date  on  this  program. 

The  council  reviewed  the  critique  of  the  Medical 
Education  Conference  at  Park  Mammoth  and  agreed 
that  it  was  a very  valuable  meeting.  It  was  the 
concensus  of  the  council  that  a meeting  of  this 
type  be  held  every  other  year. 

James  B.  Holloway,  M.D.,  chairman  of  the  KMA 
Hospital  Committee,  reported  on  his  committee’s 
plans  for  a state-wide  hospital  planning  commis- 
sion. After  much  discussion  on  this  subject,  it  was 
moved  that  Doctor  Holloway  present  to  the  Execu- 
tive Committee  a proposal  for  development  of  this 
program  under  the  auspices  of  KMA. 

KMA  Council  on  Legislative  Activities 

John  C.  Quertermous,  M.D.,  Murray,  Chairman, 
National  Affairs;  J.  Campbell  Cantrill,  M.D., 
Georgetown,  Chairman,  State  Affairs 

Your  KMA  Council  on  Legislative  Activities  held 
three  very  important  meetings  during  the  1966  Session 
of  the  Kentucky  General  Assembly  for  the  primary 
purpose  of  considering  legislative  proposals  intro- 
duced into  the  Legislature. 

These  meetings  were  held  on  January  12  in  Louis- 
ville and  on  February  9 and  March  2 in  Frankfort. 

In  addition,  the  Council  considered  a number  of 
issues  at  the  national  level.  Several  recommendations 
were  made  to  the  KMA  Board  of  Trustees. 

The  Council  on  Legislative  Activities  wishes  to  ex- 
press appreciation  to  all  the  members  who  participated 
in  efforts  to  pass  good  legislation  or  resist  legislation 
that  was  not  deemed  to  be  in  the  public  interest. 

(Continued  on  Page  354) 
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NORPRAMIN* 

(desipramine  hydrodiloride) 


non-sedating*  rapid-acting 
ANTI  DEPRESSANT 


overcomes  guilt,  lifts  depression,  restores  confidence 


Feelings  of  guilt,  worthlessness,  emptiness  and  loss 
frequently  characterize  depression.  Such  feelings, 
along  with  insomnia,  physical  complaints,  sadness, 
apprehension,  and  other  symptoms  of  depression 
rapidly  respond  to  Norpramin  (desipramine  hydro- 
chloride). Improvement  often  begins  in  2-5  days, 
sometimes  in  less.  A few  patients,  sensitive  to  central 
nervous  system  stimulants  may  become  restless  as 
depression  is  lifted— in  such  cases  dosage  may  be 
reduced  or  a tranquilizer  added. 


Indications;  In  depression  of  any  kind— neurotic  and  psychotic  depressive 
reactions;  manic-depressive  or  involutionai  psychotic  reactions.  Dosage: 
Optimal  results  are  obtained  at  a dosage  of  two  25  mg.  tablets  t.i.d.  (150 
mg./day).  Contraindications  and  Precautions:  Glaucoma,  urethral  or  ure- 
teral spasm,  recent  myocardial  infarction,  severe  coronary  heart  disease 
and  epilepsy.  Should  not  be  given  within  two  weeks  of  treatment  with  a 
monoamine  oxidase  inhibitor.  Safety  in  human  pregnancy  has  not  been 
established.  Adverse  Effects:  Side  effects,  usually  mild  may  include;  dry 
mouth,  constipation,  dizziness,  palpitation,  delayed  urination,  "bad  taste," 
sensory  illusion,  tinnitus,  agitation  and  stimulation,  sweating,  drowsiness, 
headache,  orthostatic  hypotension,  flushing,  nausea,  cramps,  weakness, 
blurred  vision  and  mydriasis,  rash,  allergy,  transient  eosinophilia,  granulo- 
penia, altered  liver  function,  ataxia  and  extrapyramidal  signs.  Supplied: 
Norpramin  (desipramine  hydrochloride)  tablets  of  25  mg.,  in  bottles  of 
50,  500  and  1000. 
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Diabetes  Committee 

Irving  F.  Kanner,  M.D.,  Lexington,  Chairman 
KMA  Headquarters  Office  March  2,  1966 

Members  of  the  Diabetes  Committee,  at  its  re- 
cent meeting  at  KMA  Headquarters  office,  reviewed 
the  1965  Diabetes  Program  which  just  concluded. 
The  chairman  pointed  out  that  a total  of  66,501 
free  tests  were  reported,  252  new  diabetics  reported, 
and  985  positives  were  found  during  the  drive. 
The  chairman  also  said  the  number  of  tests  re- 
ported was  down  from  last  year,  possibly  due  to 
the  State  Health  Department  not  reporting  its  re- 
sults separately.  Considerable  discussion  was  held  in 
outlining  plans  for  the  1966  drive  this  fall,  which 
will  be  held  November  13-19. 

The  committee  heard  a report  from  Mr.  Omar 
Greeman,  acting  director  of  the  Chronic  Diseases 
Division  of  the  State  Health  Department,  who  an- 
nounced that  the  department  would  soon  be  able 
to  make  available  a capillary  blood  sugar  test  for 
year-round  diabetes  detection. 

School  Health  Committee 

O.  B.  Murphy,  M.D.,  Lexington,  Chairman 
KMA  Headquarters  Office  February  23,  1966 

Members  of  the  KMA  School  Health  Committee 
met  at  the  Headquarters  Office  and  primarily  dis- 
cussed previous  efforts  made  to  get  a better  physical 
education  program  in  the  state’s  school  system.  Mem- 
bers of  the  committee  agreed  that  additional  attempts 
be  made  to  state  educational  authorities  for  inclusion 
of  such  a program  in  the  regular  school  curriculum. 

The  committee  reviewed  school  health  activities 
previously  initiated  and  members  agreed  to  continue 
promoting  them  with  special  emphasis  on  the  program 
designed  to  develop  a good  liaison  between  the  KMA 
School  Health  Committee  and  local  county  society 
school  health  chairmen.  Members  of  the  committee 
briefly  discussed  the  school  health  exhibit,  “Health 
Appraisal  of  the  School  Child”:  which  will  be  dis- 
played at  the  KEA  Aimual  Convention. 

The  committee  chairman  also  gave  a report  on  the 
Seventh  National  Conference  on  the  Medical  Aspects 
of  Sports,  which  was  held  in  Philadelphia  last  No- 
vember during  the  AMA  Clinical  Meeting. 

Public  Health  Committee 

Ralph  Lynn,  M.D.,  Elkton,  Chairman 
KMA  Headquarters  Office  February  24,  1 966 

Discussion  of  a venereal  disease  education  program 
in  the  state  of  Kentucky  highlighted  the  recent  meet- 
ing of  the  KMA  Public  Health  Committee.  Thomas 
Wallace,  M.D.,  a member  of  the  committee,  gave  a 
detailed  report  on  the  recent  AMA  Meeting  he  at- 
tended regarding  the  same  subject.  Doctor  Wallace 
discussed  an  educational  program  now  in  progress 
throughout  Kentucky  and  pointed  out  there  is  a short- 
age in  the  educational  material  being  used  due  to  the 
school  systems’  interest. 

The  committee  approved  a promotional  program 
for  Immunization  Week  which  the  members  set  for 


May  1-7.  A brief  discussion  also  was  held  on  Com- 
munity Health  Week.  Members  felt  this  program  will 
probably  grow  in  future  years  and  that  local  county 
medical  societies  should  develop  local  health  projects 
during  the  Community  Health  Week. 


KMA  Technical  Advisory  Committee 
On  Indigent  Medical  Care 

C.  C.  Waldrop,  M.D.,  Williamstown,  Chairman 
Frankfort,  Ky.  March  9,  1966 

The  KMA  Technical  Advisory  Committee  on  In- 
digent Medical  Care  met  in  Frankfort  on  March  9, 
1966  with  William  H.  McBeath.  M.D.,  director  of  the 
Department  of  Medical  Assistance,  and  his  staff. 

G.  L.  Simpson,  M.D.,  Greenville,  chairman  of  the 
Governor’s  Advisory  Council  on  Medical  Assistance, 
reviewed  the  entire  Medical  Assistance  Program  in 
Kentucky  since  its  inception. 

Doctor  McBeath  and  his  staff  summarized  Title 
XIX  of  PL  89-97  (Medicare),  as  well  as  Sections  A 
and  B of  Title  XVIII. 

The  Committee  voted  to  meet  again  for  the  purpose 
of  framing  recommendations  to  be  presented  to  the 
KMA  Board  of  Trustees  for  its  consideration  when  it 
meets  at  Cumberland  Falls  on  April  13. 


Vascular  Injuries 

(Continued  from  Page  321) 

astomosed  to  aid  wound  healing  and  prevent 
distal  atrophy. 

4.  A plea  is  made  to  consider  restoration  of 
circulation  rather  than  to  sacrifice  the  extrem- 
ity. 
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For  cold  hands  and  feet,  nothing 
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Ky.  Physicians  in  the  Armed  Forces 


Douglas  R.  Alvey,  M.D.,  Franklin,  general  practi- 
tioner, has  reported  to  Brook  Army  Hospital  at  Fort 
Sam  Houston,  Tex.,  after  which  he  will  go  to  Fort 
Benning,  Ga.  He  is  one  of  a number  of  Kentucky 
physicians  drafted  in  the  recent  special  call.  A 1961 
graduate  of  the  University  of  Louisville  School  of 
Medicine,  he  completed  his  internship  at  Indianapolis 
General  Hospital  in  1962. 


COUNTY  SOCIETY  REPORTS 


McCracken 

The  regular  meeting  of  the  McCracken  County 
Medical  Society  was  held  at  Boswell’s  Restaurant 
on  February  23,  Walter  Johnson,  M.D.,  Paducah, 
president,  presiding. 

George  Keiser,  M.D.,  St.  Louis,  presented  the 
scientific  program  on  his  experience  with  cardiac 
pacemakers.  His  speech  was  illustrated  with  slides, 
and  in  conclusion,  a motion  picture  of  the  surgical 
procedure  for  implanting  the  pacemaker  was  shown. 

Following  a brief  intermission,  Doctor  Johnson 
called  the  business  meeting  to  order.  The  secretary 
read  a letter  from  the  American  Medical  Association 
regarding  the  increase  of  annual  dues  to  $70. 

Other  correspondence  from  KMA  was  read,  thank- 
ing the  Society  for  hosting  the  First  District  meet- 
ing in  January,  and  expressing  the  appreciation  of 
the  president,  Everett  H.  Baker,  M.D. 

The  Society  president  authorized  a letter  of  ap- 
preciation to  Lt.  Governor  Harry  Lee  Waterfield 
for  his  negative  vote  to  break  the  17-17  tie  on 
Kentucky  Senate  Bill  II,  which  would  authorize 
chiropractors  to  practice  under  the  Workman’s  Com- 
pensation Act.  A second  letter  was  authorized  to 
Senator  Tomm  Garrett,  who  also  voted  against  the 
bill. 

Doctor  Johnson  then  urged  the  members  to  write 
to  state  senators  and  representatives  urging  their 
support  of  House  Bill  197,  which  requires  an  ap- 
plicant for  licensure  in  the  healing  arts  to  have 
completed  two  years  of  college  education. 

A correction  was  made  in  times  announced  for 
future  meetings.  The  social  hour  will  begin  at  5:30, 
dinner  at  6:30,  and  the  scientific  program  at  7:00. 

The  meeting  adjourned  at  8:20  p.m. 

Following  are  those  county  medical  society  officers 
reported  by  press  time.  Additional  lists  of  officers  will 
be  published  in  later  issues. 

Allen 

President,  Earl  P.  Oliver,  M.D.;  vice-president, 
John  M.  Hall,  M.D.;  secretary-treasurer,  Owen  L. 
Davis,  M.D.;  delegate,  E.  J.  Halcomb,  Jr.,  M.D.; 
alternate.  Doctor  Davis.  All  are  from  Scottsville. 


Campbell-Kenton 

President,  Dexter  Meyer,  M.D.,  Covington;  presi- 
dent-elect, Donald  Janney,  M.D.,  Covington;  vice- 
president,  Robert  O’Conner,  M.D.,  Fort  Thomas; 
secretary-treasurer,  C.  C.  Hugan,  Jr.,  M.D.,  Coving- 
ton: delegates,  C.  J.  Brueggemann,  M.D.,  Covington, 
Donald  K.  Dudderar,  M.D.,  Newport,  W.  V.  Pierce, 
M.D.,  Covington;  Thomas  L.  Heavern,  M.D.,  New- 
port; Paul  H.  Klingenberg,  M.D.,  South  Fort  Mitchell; 
and  Robert  T.  Longshore,  M.D.,  Covington. 

Clay 

President,  J.  L.  Becknell,  M.D.,  Manchester;  vice- 
president,  Ira  F.  Wheeler,  M.D.,  Oneida;  secretary- 
treasurer,  W.  E.  Becknell,  M.D.,  Manchester;  delegate, 
Doctor  W.  E.  Becknell;  alternate.  Doctor  Wheeler. 

Crittenden 

President,  James  O.  Nall,  M.D.;  vice-president  and 
secretary,  R.  M.  Brandon,  M.D.;  delegate.  Doctor 
Brandon;  alternate.  Doctor  Nall.  Both  are  from 
Marion. 

Floyd 

President,  James  A.  Holbrook,  M.D.;  vice-presi- 
dent, James  D.  Adams,  M.D.;  secretary-treasurer, 
Russell  L.  Hall,  M.D.;  delegate.  Doctor  Adams;  al- 
ternate, Lowell  Martin,  M.D.,  Martin,  Ky.  All  but 
Doctor  Martin  are  from  Prestonsburg. 

Franklin 

President,  John  P.  Stewart,  M.D.;  vice-president, 
William  A.  Johnson,  M.D.;  secretary-treasurer,  Doyle 
D.  Hagg,  M.D.;  delegates,  Sanford  L.  Weiler,  M.D., 
(two  years),  Harry  Cowherd,  M.D.  (one  year);  alter- 
nates, Thomas  H.  Baker,  M.D.  (two  years),  and 
Joseph  Liebman,  M.D.  (one  year).  All  are  from 
Erankfort. 

Fulton 

President,  Robert  W.  Bushart,  M.D.;  vice-president, 
Glynn  F.  Bushart,  M.D.;  secretary-treasurer,  J.  A. 
Poe,  M.D.;  delegate.  Doctor  Robert  Bushart;  alter- 
nate, R.  T.  Peterson,  M.D.  All  are  from  Fulton. 

Grayson 

President,  P.  A.  O’Neill,  M.D.,  Leitchfield;  vice- 
president  and  president-elect,  R.  A.  Cave,  M.D., 
Leitchfield;  secretary-treasurer,  Ralph  G.  Thomas, 
M.D.,  Leitchfield;  delegate,  C.  L.  Bland,  M.D., 
Leitchfield;  alternate,  A.  L.  Embry,  M.D.,  Millwood. 

Green 

President,  George  Cheatham,  M.D.;  secretary- 
treasurer,  Kenneth  J.  S.  DeSimone,  M.D.;  delegate, 
Robert  P.  Simmons,  M.D.;  alternate,  Robert  L. 
Shuffett,  M.D.  All  are  from  Greensburg. 

Greenup 

President,  Charles  B.  Johnson,  M.D.,  Russell;  vice- 
president,  Virgil  Skaggs,  M.D.,  Russell;  secretary-treas- 
urer, C.  1.  Haeberle,  M.D.,  Russell;  delegate,  John  O. 
Jones,  M.D.,  Elatwoods;  alternate.  Doctor  Johnson. 

Harlan 

President,  Charles  J.  Corea,  M.D.,  Lynch;  vice- 
president,  Howard  L.  Elliott,  M.D.;  secretary-treas- 
(Continued  on  Page  358) 
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Each  tablet  contains: 

Dactil®  (piperidolate  hydrochloride),  50  mg.; 
Standardized  cellulolytic*  enzyme,  2 mg.; 
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helps  restore  normal  tone.  It  has  little  or  no 
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efficiency  of  the  patient. 
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in  glaucoma  and  in  jaundice  due  to 
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iirer,  James  K.  Hurlocker,  M.D.;  delegates,  Henry 
Evans,  M.D.  and  Doane  Fischer,  M.D.;  alternate  dele- 
gates, Gilbert  Hamilton,  M.D.,  and  Walter  H.  Step- 
chuck,  M.D.,  Evarts.  All  but  Doctors  Corea  and  Step- 
chuck  are  from  Harlan. 

Hopkins 

President,  William  Gardner,  M.D.;  vice-president, 
Arthur  Hall,  M.D.;  secretary-treasurer,  Kenneth  P. 
Haywood,  M.D,;  delegates,  Loman  Trover,  M.D.  and 
Frederick  Scott,  M.D.;  alternates,  Frederick  Ferguson, 
M.D.  and  James  Freeman,  M.D,,  Dawson  Springs.  All 
but  Doctor  Freeman  are  from  Madisonville. 

Meade 

Secretary,  George  E.  Clark,  M.D.,  Brandenburg; 
delegate.  Doctor  Clark. 

Mercer 

President,  Bacon  R.  Moore,  III,  M.D,;  vice-presi- 
dent, John  S.  Baughman,  III,  M.D.;  secretary-treasur- 
er, C.  B.  VanArsdall,  Jr.,  M.D.;  delegate.  Doctor 
Moore;  alternate,  E.  H.  John,  M.D,  All  are  from  Har- 
rodsburg. 

Montgomery 

President,  D,  P.  Edmundson,  M.D.;  vice-president, 
E.  L.  Jones,  M.D.;  president-elect,  Roy  M.  Kash, 
M.D,;  secretary-treasurer,  R.  J.  Salisbury,  M.D,;  dele- 
gate, Doctor  Salisbury;  alternate  delegate,  D.  C.  Mc- 
Fadden,  M.D,  All  are  from  Mount  Sterling. 

Morgan 

President,  George  R.  Bellamy,  M.D.;  vice-president 
and  president-elect,  Morris  L.  Peyton,  M.D.;  secre- 
tary, Alec  Spencer,  M.D.;  delegate.  Doctor  Bellamy; 
alternate.  Doctor  Peyton.  All  are  from  West  Liberty. 

Nelson 

President,  Emmett  W.  Wood,  M.D.,  Bardstown; 
vice-president,  Tyree  G.  Forsee,  M.D.,  Bardstown; 
secretary-treasurer,  William  R.  Yates,  M.D.,  Bloom- 
field; delegate,  James  M.  Millen,  M.D.,  Bardstown; 
alternate,  Kenneth  L.Stinnette,  M.D.,  Bardstown. 

Nicholas 

President,  Jack  T.  Morford,  M.D.;  vice-president, 
Vail  R.  Jenkins,  M.D.;  secretary-treasurer,  W.  R.  King- 
solver,  M.D.;  delegate.  Doctor  Kingsolver;  alternate. 
Doctor  Jenkins.  All  are  from  Carlisle. 

Pendleton 

President,  W.  M.  Townsend,  M.D.,  Falmouth; 
secretary-treasurer,  Robert  L.  McKenney,  M.D.,  Fal- 
mouth; delegate  to  KMA,  Doctor  McKenney;  alter- 
nate delegate.  Doctor  Townsend. 

Pulaski 

President,  Steven  B.  Kelley,  M.D.;  vice-president, 
Elmer  R.  Smith,  M.D.;  secretary-treasurer,  William 
Wyatt,  M.D.;  delegates.  Barton  L.  Ramsey,  M.D.  and 
Doctor  Wyatt;  alternates,  Gerald  A.  Weigel,  M.D. 
and  Doctor  Kelley.  All  are  from  Somerset. 

Shelby-Oldham-Henry 

President,  Wyatt  Norvell,  M.D.,  New  Castle;  presi- 
dent-elect, W.  P.  McKee,  M.D.,  Shelby ville;  secretary- 
treasurer,  A.  D.  Doak,  M.D.,  Shelbyville. 


Wayne 

President,  Robert  B.  Breeding,  M.D.;  vice-presi- 
dent, Claude  L.  McHargue,  M.D.;  secretary-treasurer, 
W.  Robert  Kelsay,  Jr..  M.D.;  delegate.  Doctor  Breed- 
ing; alternate,  John  W.  Simmons,  M.D.  All  are  from 
Monticello. 


Websfer 

President,  E.  W.  Atherton,  M.D.,  Clay;  vice-presi- 
dent, W.  W.  Wainer,  M.D.,  Providence;  secretary- 
treasurer,  J.  A.  Logan,  III,  M.D.,  Sebree;  delegate, 
Paul  M.  Taylor,  M.D.,  Providence. 

Woodford 

President,  Lewis  Wash,  M.D.,  Lawrenceburg;  vice- 
president  and  president-elect,  Ben  F.  Roach,  M.D., 
Midway;  secretary-treasurer,  Olson  Parrott,  M.D., 
Versailles;  delegate.  Doctor  Wash;  alternate.  Doctor 
Roach. 


Signs  of  a Brain  Tumor 

(Continued  from  Page  327) 
careful  physician  who  will  keep  in  mind  not 
only  the  turbinates,  tonsils  and  the  peripheral 
ear  but  the  entire  central  nervous  system.^ 
This  has  been  an  attempt  to  reacquaint  the 
ear,  eye,  nose,  and  throat  specialists  with  some 
of  the  signs  and  symptoms  encountered  in 
their  field  which  suggest  the  presence  of  a 
brain  tumor. 
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In  colicky  infants  Pediatric  Piptal  with 
Phenobarbital  slows  down  spasm,  diminishes 
pain  and  crying  and  improves  feeding  pat- 
terns. It  permits  sleep  and  rest  for  patient  and 
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affords  a mild,  calming  action  and  enhances 
the  antispasmodic  action  of  Piptal  (pipenzo- 
late  bromide).  The  latter  drug,  as  reported  in 
the  medical  literature,  has  a favorable  ratio  of 
effectiveness  to  side-effects  which  is  unusual 
in  anticholinergics  and  thus  is  particularly 
appropriate  to  pediatric  use. 
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with  tenesmus  and,  rarely,  flushing  without 
fever.  It  is  contraindicated  in  bowel  obstruc- 
tion or  sensitivity  to  phenobarbital  or  anti- 
cholinergics. Available  in  30  cc.  dropper 
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Kn  jHemoriam 

OSCAR  WILLIAM  FRICKMAN,  M.D. 

Newport,  Ky. 

1899-  1966 

Oscar  W.  Frickman,  M.D.,  66,  of  Newport,  died 
suddenly  at  his  home  in  Fort  Thomas  on  February  5. 
Semi-retired  from  his  practice  of  industrial  medicine. 
Doctor  Frickman  had  served  as  medical  director  of 
Interlake  Steel  Corporation  and  of  Acme-Newport 
Steel  Company.  He  was  graduated  in  1923  from  the 
Medical  Department  of  the  University  of  Cincinnati. 

CARL  ALBERT  MARQUARDT,  M.D. 

Augusta,  Ky. 

1905  - 1966 

Carl  A.  Marquardt,  M.D.,  a general  practioner  and 
Augusta’s  only  physician,  died  suddenly  February  11, 
nine  days  after  his  61st  birthday.  Doctor  Marquardt, 
who  was  active  in  civic,  religious  and  fraternal  af- 
fairs, had  practiced  in  Bracken  County  since  1935. 
He  was  a 1931  graduate  of  the  Loyola  University 
School  of  Medicine,  Chicago. 

JOHN  ANDREW  SNOWDEN,  M.D. 

(Formerly)  Winchester,  Ky. 

1882  - 1966 

John  A.  Snowden,  M.D.,  83,  former  Winchester 
general  practitioner,  died  February  17,  at  Clewston, 
Fla.,  following  a short  illness.  Doctor  Snowden,  a 
former  mayor  of  Winchester,  was  a 1908  graduate  of 
the  Kentucky  School  of  Medicine  in  Louisville.  He 
had  been  active  in  medical,  civic,  and  religious  af- 
fairs in  his  community. 

CECIL  CLAUD  MERRITT,  M.D. 

Tollesboro,  Ky. 

1884  - 1966 

C.  C.  Merritt,  M.D.,  81,  Tollesboro,  who  retired 
in  1962  after  more  than  50  years  of  general 
practice,  died  March  9.  Doctor  Merritt  had  prac- 
ticed in  Lewis,  Fleming,  and  Mason  counties  since 
his  graduation  from  the  Medical  Department  of  the 
University  of  Louisville  in  1910.  He  was  an  emeritus 
member  of  the  Kentucky  Medical  Association. 

JOHN  B.  FLOYD,  SR.,  M.D. 

Lexington,  Ky. 

1888  - 1966 

John  B.  Floyd,  Sr.,  M.D.,  78,  Lexington,  former 
director  of  the  Kentucky  Department  of  Health’s 


division  of  tuberculosis,  died  March  10  at  a Lex- 
ington hospital  after  a long  illness.  Doctor  Floyd, 
who  was  retired,  practiced  for  many  years  in 
Richmond.  He  was  graduated  in  1915  from  the 
Medical  Department  of  the  University  of  Louisville. 
He  was  instrumental  in  the  use  of  mobile  x-ray 
units  in  Kentucky  in  fighting  tuberculosis.  Doctor 
Floyd  was  an  emeritus  member  of  KMA. 


Florid  Tuberous  Sclerosis 

(Continued  from  Page  329) 

The  cyst-like  changes  in  the  phalanges  and  the 
distinctive  type  of  periosteal  new  bone  formation 
along  the  shafts  of  the  metatarsals  and  meta- 
carpals  are  characteristic  of  this  disease.  The  cystic 
areas  of  the  phalanges  result  from  non-specific  fibrous 
replacement  of  bone.  The  periosteal  thickening  is 
typically  wavy,  irregular  and  may  be  localized. 

Summary 

A case  of  tuberous  sclerosis,  with  the  characteristic 
diagnostic  triad  of  epilepsy,  mental  deficiency  and 
sebaceum  adenoma,  is  presented  in  an  adult  surviving 
to  the  age  of  54  years.  Characteristic  roentgenologi- 
cal changes  in  the  bones  were  present.  The  case  was 
unusual  in  that  patients  with  the  characteristic  full- 
blown picture  of  tuberous  sclerosis  rarely  survive 
until  this  age. 
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* * ♦ 

'"May  I earnestly  recommend,  therefore,  that  general 

practitioners  assume  as  a professional  responsibility 
the  obligation  of  recording  their  personal  experiences 
with  individual  drugs.  It  is  my  hope  that  they  will 
pass  along  their  conclusions,  based  on  collective  ex- 
periences, to  the  companies  who  develop  and  produce 
those  drugs.  It  is  also  my  hope  that  they  will  pass 
along  such  data  to  the  Food  and  Drug  Administration 
when  and  if  the  occasion  warrants.  May  I reiterate 
that  as  members  of  a great  profession  general  prac- 
titioners have  a responsibility  not  only  to  their  patients 
today,  but  the  patients  of  tomorrow  and  to  the  most 
important  mission  on  earth,  the  discovery  of  new 
agents  to  conquer  the  still  unconquered  diseases  that 
afflict  mankind.”  Theodore  G.  Klumpp,  M.D.,  in  GP, 
(32:211),  November  1965. 
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Obstetrical  or  post— surgical  patients 
requiring  a dependable  increase  in 
hemoglobin  will  receive  as  much  iron 
('250  mg.  in  a 5 cc.  ampul)  as  In  one 
pint  of  blood.  Imferon  ('Iron  dextran 
injection)  is  less  expensive  and  it  avoids 
the  well-recognized  hazards  of  whole 
blood  transfusion.  When  patients 
cannot— or  cannot  be  relied  upon  to— 
take  oral  Iron,  Imferon  ('iron  dextran 
injection)  will  rapidly  supply  needed 
iron  for  reserve  stores. 


ONE  PINT 
OF  BLOOD 
PROVIDES 
NO  MORE 
IRON 


THAN  ONE  5 CC. 
AMPUL  OF 


IMFERON® 

(iron  dextran  injection) 


IN  BRIEF:  ACTION  AND  USES:  A single  dose  of  Imferon 
(iron  dextran  injection)  will  measurably  begin  to  raise  hemo- 
globin and  a complete  course  of  therapy  will  effectively  rebuild 
iron  reserves.  The  drug  is  indicated  only  for  specifically- 
diagnosed  cases  of  iron  deficiency  anemia  and  then  only  when 
oral  administration  of  iron  is  ineffective  or  impractical.  Such 
iron  deficiency  may  include:  patients  in  the  last  trimester  of 
pregnancy:  patients  with  gastrointestinal  disease  or  those  re- 
covering from  gastrointestinal  surgery:  patients  with  chronic 
bleeding  with  continual  and  extensive  iron  losses  not  rapidly 
replenishable  with  oral  iron;  patients  intolerant  of  blood  trans- 
fusion as  a source  of  iron;  infants  with  hypochromic  anemia; 
patients  who  cannot  be  relied  upon  to  take  oral  iron. 
COMPOSITION:  Imferon  (iron  dextran  injection)  is  a well- 
tolerated  solution  of  iron  dextran  complex  providing  an  equiva- 
lent of  50  mg.  in  each  cc.  The  solution  contains  0.9%  sodium 
chloride  and  has  a pH  of  5.2-6.0.  The  10  cc.  vial  contains  0.5% 
phenol  as  a preservative. 

ADMINISTRATION  AND  DOSAGE:  Dosage,  based  upon 
body  weight  and  Gm.  Hb./100  cc.  of  blood,  ranges  from  0.5  cc. 
in  infants  to  5.0  cc.  in  adults,  daily,  every  other  day,  or  weekly. 
The  total  iron  requirement  for  the  individual  patient  is  readily 
obtainable  from  the  dosage  chart  in  the  package  insert.  Deep 
intramuscular  injection  in  the  upper  outer  quadrant  of  the 
buttock,  using  a Z-track  technique,  (with  displacement  of  the 
skin  laterally  prior  to  injection),  insures  absorption  and  will 
help  avoid  staining  of  the  skin.  A 2-inch  needle  is  recommended 
for  the  adult  of  average  size. 

SIDE  EFFECTS:  Local  and  systemic  side  effects  are  few. 
Staining  of  the  skin  may  occur.  Excessive  dosage,  beyond  the 
calculated  need,  may  cause  hemosiderosis.  Although  allergic 
or  anaphylactoid  reactions  are  not  common,  occasional  severe 
reactions  have  been  observed,  including  three  fatal  reactions 
which  may  have  been  due  to  Imferon  (iron  dextran  injection). 
Urticaria,  arthralgia,  lymphadenopathy,  nausea,  headache  and 
fever  have  occasionally  been  reported.  Initial  test  doses  of 
0.5  cc.  are  advisable. 

PRECAUTIONS:  If  sensitivity  to  test  doses  is  manifested,  the 
drug  should  not  be  given.  Imferon  (iron  dextran  injection)  must 
be  administered  by  deep  intramuscular  injection  only.  Inject 
only  in  the  upper  outer  quadrant  of  the  buttock,  not  in  the  arm 
or  other  exposed  area. 

CONTRAINDICATIONS:  Imferon  (iron  dextran  injection)  is 
contraindicated  in  patients  sensitive  '.o  iron  dextran  complex. 
Since  its  use  is  intended  for  the  treatment  of  iron  deficiency 
anemia  only  it  is  contraindicated  in  other  anemias. 
CARCINOGENICITY  POTENTIAL:  Using  relatively  massive 
doses,  Imferon  (iron  dextran  injection)  has  been  shown  to 
produce  sarcoma  in  rats,  mice  and  rabbits  and  possibly  in 
hamsters,  but  not  in  guinea  pigs.  The  risk  of  carcinogenesis, 
if  any  in  man,  following  recommended  therapy  with  Imferon 
(iron  dextran  injection)  appears  to  be  extremely  small. 
SUPPLIED:  2 cc.  ampuls,  boxes  of  10;  5 cc.  ampuls,  boxes 
of  4;  10  cc.  multiple  dose  vials. 
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Blood-glucose 
screening  for  ^ 
/our  patients? 


DEXTROSTIX- 

Drovides  a clinically  useful 
jetermination  when  performed 
according  to  directions^ 


5EXTROSTIX  is  not  intended  to  replace 
he  more  precise  analytical  laboratory  methods. 


..because  “Abnormalities  of  glucose 
netabolism  are  among  the  [most 
:ommon]  encountered  in  clinical 
iractice. . . .”*  Simple,  quick,  econom- 
cal  blood-glucose  screening 
\/ith  Dextrostix‘5'  Reagent  Strips  is 
iracticable  in  every  regular  physical 
jxamination,  emergency  situation, 
ind  whenever  hypo-  or  hyper- 
jlycemia  may  be  of  clinical 
significance  — for  “The  precision 
tnd  accuracy  of  Dextrostix 
..meet  the  need  for  an  always 
jvailable  simple  screening 
nethod. . . All  that  is  required 
or  screening  with 
Dextrostix  is  60  seconds 
md  a globular  drop  of 
sapillary  or  venous  blood. 

Abnormal  readings  will  be 
1 valuable  aid  to  diagnosis; 
lormals  will  help  you 
establish  an  important 
saseline  for  future  reference. 


(/larks,  V.,  and  Dawson,  A.: 
Brit.  M.  J.  7:293,  1965. 


Yes— ^ your  patients 


AMES  COMPANY,  INC. 
Elkhart,  Indiana 


AfVIES 


heart  disease 
or  psychic  tension? 

“Heart  symptoms”— chest  pain,  tachycardia,  ar- 
rhythmia—invariably  alarm  and  preoccupy  the 
patient,  though  they  may  be  completely  without 
organic  basis.  Such  symptoms  often  are  somatic  masks 
of  psychic  tension,  arising  from  constant  encounters 
with  stressful  situations. 

When  the  problem  is  diagnosed  as  emotionally  pro- 
duced, consider  Valium  (diazepam)  as  adjunctive 
therapy.  Valium  (diazepam)  acts  rapidly  to  calm  the 
patient,  to  reduce  his  psychic  tension  and  relieve 
associated  cardiovascular  complaints. 

Neurotic  fatigue  — the  chronic  tiredness  resulting 
from  emotional  strain  which  so  often  accompanies 
psychogenic  “heart”  symptoms  — also  can  be  con- 
trolled by  this  highly  useful  agent.  Valium  (diazepam) 
often  achieves  results  where  other  psychotherapeutic 
agents  have  failed. 

Valium  (diazepam)  is  generally  well  tolerated,  and 
usually  does  not  impair  mental  acuity  or  ability  to 
function.  If  side  effects  such  as  ataxia  and  drowsiness 
occur,  they  usually  disappear  with  dosage  adjustment. 


In  prescribing:  Dosage  — Adults:  Mild  to  moderate  psychoneu- 
rotic reactions,  2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psychoneurotic 
reactions,  5 to  10  mg  t.i.d.  or  q.i.d.;  alcoholism,  10  mg  t.i.d.  or 
q.i.d.  in  first  24  hrs,  then  5 mg  t.i.d.  or  q.i.d.  as  needed;  muscle 
spasm  with  cerebral  palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d. 
Geriatric  patients;  1 or  2 mg/day  initially,  increase  gradually  as 
needed.  • 

Contraindications:  Infants,  patients  with  history  of  convulsive 
disorders  or  glaucoma. 

Warning:  Not  of  value  in  the  treatment  of  psychotic  patients, 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 

Precautions:  Limit  dosage  to  smallest  effective  amount  in  elderly 
patients  (not  more  than  1 mg,  one  or  two  times  daily)  to  preclude 
ataxia  or  oversedation.  Advise  patients  against  possibly  hazard- 
ous procedures  until  correct  maintenance  dosage  is  established; 
driving  during  therapy  not  recommended.  In  general,  concurrent 
use  with  other  psychotropic  agents  is  not  recommended.  Warn 
patients  of  possible  combined  effects  with  alcohol.  Safe  use  in 
pregnancy  not  established.  Observe  usual  precautions  in  impaired 
renal  or  hepatic  function  and  in  patients  who  may  be  suicidal; 
periodic  blood  counts  and  liver  function  tests  advisable  in  long- 
term use.  Cease  therapy  gradually. 

Side  Effects:  Side  effects  (usually  dose-related)  are  fatigue, 
drowsiness  and  ataxia.  Also  reported:  mild  nausea,  dizziness, 
blurred  vision,  diplopia,  headache,  incontinence,  slurred  speech, 
tremor  and  skin  rash;  paradoxical  reactions  (excitement,  de- 
pression, stimulation,  sleep  disturbances  and  hallucinations)  and 
changes  in  EEG  patterns.  Abrupt  cessation  after  prolonged  over- 
dosage may  produce  withdrawal  symptoms  similar  to  those  seen 
with  barbiturates,  meprobamate  and  chlordiazepoxide  HCl. 

Supplied:  Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of  SO  for  con- 
venience and  economy  in  prescribing. 


\^llUnT(diazepam) 

2-mg,  5-mg,  10-mg  tablets 
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INDICATIONS:  Grand  mal  epilepsy  and 
certain  other  convulsive  states. 
PRECAUTIONS:  Periodic  examination 
of  the  blood  is  advisable.  Nystagmus  in 
combination  with  diplopia  and  ataxia 
indicates  dosage  should  be  reduced. 
SIDE  EFFECTS:  Allergic  phenomena 
such  as  polyarthropathy,  fever,  skin 
eruptions,  and  acute  generalized  mor- 
billiform eruptions  with  or  without  fever. 
Upon  discontinuation  of  therapy  erup- 
tions usually  subside.  Rarely,  dermatitis 
goes  on  to  exfoliation  with  hepatitis. 


and  further  dosage  is  contraindicated. 
Though  mild  and  rarely  an  indication 
for  stopping  dosage,  gingival  hypertro- 
phy, hirsutism,  and  excessive  motor 
activity  are  occasionally  encountered, 
especially  in  children,  adolescents,  and 
young  adults.  During  initial  treatment, 
minor  side  effects  may  include  gastric 
distress,  nausea,  weight  loss,  transient 
nervousness,  sleeplessness,  and  a feel- 
ing of  unsteadiness.  All  usually  subside 
with  continued  use.  Hematologic  dis- 
orders. including  megaloblastic  anemia, 


leukopenia,  granulocytopenia,  pancyto- 
penia, and  aplastic  anemia  have  been 
reported.  Nystagmus  may  develop. 
DILANTIN  is  supplied  in  several  forms  in- 
cluding KapsealscontainingO.1  Gm.and 


0.03  Gm.  di- 
phenylhydan- 
toin  sodium. 


PARKE-DAVIS 

PAfiKC.  DAVIS  A COMPANY.  Dtlroil,  Michigan  46337 


The  color  combinations  of  the  banded 
capsules  are  Parke-Davis  trademarks. 


the  epileptic... talent  in  eclipse 
or  fulfillment  of  potential? 

the  difference  is  often 

Kapseals® 

Dilantin' 

(diphenylhydantoin 

sodium) 

PARKE-DAVIS 


HW&D  BRAND  OFLUTUTRIN 


3000  UNIT  TABLETS 


In  controlling  abnormal  uter- 


ine activity,  LUTREXIN,  the 
non-steroid  “uterine  relaxing 
factor”  has  been  found  to  be 
the  drug  of  choice  by  many 
clinicians. 


reported,  even  when  massive 


dosage  available  on  request. 

Supplied  in  bottles  of 
twenty-five  3,000  unit  tablets. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


in  vivo  measurement  of  LUTREXIN  (Lututrin)  on  contracting  uterine  muscle 


IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA 


AND  SELECTED  CASES  OF  PREMATURE  LABOR  AN^  2ND 


AND  3RD  TRIMESTER  THREATENED  ABORTION 


No  side  effects  have  been 


/ 


doses  (25  tablets  per  day)  were 
administered. 
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In  the  management  of  mild  to  moderate  pain,  give  your  patients  comprehensive  relief. 
TRANCO-GESIC  extends  the  range  of  usefulness  of  aspirin  by  dimming  pain  perception— 
and  also  reducing  mental  and  muscle  tension. 


TRANCO-BESIC 

tablets 

chlormezanone  100  mg.  with  aspirin  300  mg. 

subdues  the  major 
contributors  to  pain: 

• pain  perception 

• mental  tension 

• muscle  tension-spasm 


Imnfhrop 


WINTHROP  LABORATORIES.  NEW  YORK.  N.  Y.  10015 


TRANCO-GESIC  is  so  well  tolerated  it  can  be 
prescribed  for  anyone  who  can  take  aspirin.  It 
Is  non-narcotic,  and  free  from  dangers  of 
addiction,  habituation,  or  dependence. 
TRANCO-GESIC  is  effective  in  all  types  of  mild 
and  moderate  pain.  Of  862  patients  who  were 
treated  with  chlormezanone  and  aspirin  for 
various  disorders,  88%  reported  excellent  or 
good  pain  relief.'' 

Side  effects  have  been  minor.  Occasionally  gastric  distress, 
weakness,  sedation  or  dizziness  occur.  Reversible  cholestatic 
jaundice  has  been  reported  on  rare  occasions.  However,  in 
4,653  patients  treated  with  chlormezanone,  97.7%  had  no  side 
effects.'  Contraindication:  just  one:  sensitivity  to  aspirin. 
Dosage:  Adults,  usually  2 tablets  three  or  four  times  daily. 
Children  (from  5 to  12  years),  1 tablet  three  or  four  times  daily. 
1.  Collective  studies.  Department  of  Medical  Research, 
Winthrop  Laboratories. 


MESSAGE 
FROM  THE 
PRESIDENT 


Participate  or  ? 


This  is  a timely  subject  when  viewed  in  the  light  of  the  present  Medicare 
Law.  However,  my  subject  of  “Participation”  deals  with  you  and  your  local 
environment — specifically,  your  local  medical  society  and  the  health  problems 
of  your  community  and  state. 

Many  of  the  problems  of  medicine  today  have  been  brought  on  us  because 
we,  the  physicians,  were  “too  busy”  to  participate  in  local  problems.  We  do  not 
even  attend  our  medical  society  meetings.  Most  medical  societies  feel  fortunate 
to  have  25  per  cent  attendance  at  their  meetings  and  only  about  10  per  cent  are 
willing  to  work.  How  can  an  organization  possibly  carry  out  any  program  for  the 
betterment  of  medicine  with  such  poor  participation?  It  is  impossible  to  obtain 
the  feelings  of  the  majority  of  the  physicians  of  the  community  on  a given  subject 
because  so  few  of  them  will  take  the  time  to  participate.  Yet,  who  is  the  first 
to  criticize,  and  usually  in  loud  tones,  when  the  handful  of  men  who  are  con- 
cerned take  action  on  a specific  problem? 

I recently  came  across  a paper  written  approximately  55  years  ago  by  my 
wife’s  father,  a physician  in  rural  Boone  County,  Kentucky.  The  subject  of  the 
paper,  in  essence,  was  that  physicians  must  join  together  in  the  comradeship  of 
the  county  medical  society  to  protect  their  patients  against  charlatans  and  quacks, 
and  to  educate  themselves  in  the  great  strides  taking  place  in  medicine.  He  noted 
that  the  prestige  of  the  physicians  was  strengthened  by  the  activities  of  a strong 
medical  society. 

Our  problems  today  are  basically  the  same,  only  they  are  more  complex.  Ad- 
vances in  technical  knowledge  have  brought  about  a high  degree  of  specializa- 
tion. Advances  in  the  social  economic  culture  have  produced  a third  party  in 
medicine  which  threatens  complete  socialization  of  the  art  of  healing.  Increasing- 
ly, it  becomes  more  important  that  each  of  us  actively  participate  in  organized 
medicine. 

Participate  or  Capitulate? 

D.  K.  Dudderar,  M.D. 
Vice-President  (Eastern) 

fThis  is  the  third  in  a series  of  four  guest  articles  written  at  the  request  of  KM  A president 
Everett  H.  Baker,  M.D.,  by  the  president  of  the  Woman’s  Auxiliary  and  the  three  KM  A 
vice-presidents. 
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Indications:  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 


An  eminent  role  in 
medical  practice 

• Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

• The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 

Miltown’ 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  In  two  strengths:  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 

WALLACE  LABORATORIES 
\£r^Cranbury,  N.J.  cM-srsi 


IN  THE  BOOKS 


FUNDAMENTALS  OF  CLINICAL  HEMATOLOGY,  Second 
Edition;  by  Byrd  S.  Leavell,  M.D.,  and  Oscar  A.  Thorup, 
M.D.;  Published  by  the  W.B.  Saunders  Company, 
Philadelphia  and  London,  1966;  597  Pages;  Price,  $12.50. 

This  book  has  been  written  with  the  practicing 
physician  in  mind. 

The  hematologic  problems  are  described  with 
simplicity  yet  fairly  good  completeness.  Theoretical 
discussions  are  eliminated  to  the  maximum  extent. 
True  case  histories  are  presented  for  most  diseases, 
an  unusual  and  useful  feature  of  this  book. 

A brief  summary  of  hematology  laboratory  tech- 
niques is  given. 

The  topic  of  blood  banking  theory  is  completely 
omitted  from  this  publication.  Some  of  the  unusual 
hematologic  conditions  are  also  omitted  or  de- 
scribed only  very  briefly.  The  number  of  illustrations 
is  limited. 

G.  Raccuglia,  M.D. 

MEDICAL  PHARMACOLOGY,  Third  Edition;  by  Andres 
Goth,  M.D.;  Published  by  the  C.V.  Mosby  Company,  St. 
Louis,  1966;  634  Pages;  Price,  $12.50. 

The  author  contemplating  production  of  a text- 
book of  pharmacology  is  in  an  unenviable  position 
for  the  field  is  rapidly  changing  and  draws  material 
in  both  breadth  and  depth  from  a variety  of  dis- 
ciplines. His  efforts  will  generally  follow  one  of  two 
directions.  He  can  choose  to  produce  a large,  all  en- 
compassing volume,  that  attempts  to  cover  all  aspects 
of  the  field  in  depth,  or  he  can  try  to  assemble 
a more  concise  volume  with  emphasis  on  general 
principles  and  concepts. 

As  in  previous  editions  of  his  Medical  Pharma- 
cology, Principles,  and  Concepts,  Andres  Goth  has 
chosen  the  latter  direction  in  this  third  edition.  The 
book  begins  with  a discussion  of  the  general  princi- 
ples of  pharmacology  which  is  remarkably  clear  and 
concise.  About  half  of  the  remaining  (over  300) 
pages  in  the  volume  are  devoted  to  drugs  which  act 
on  some  aspect  of  nervous  function,  either  autonomic 
or  central.  Almost  one  hundred  pages  are  occupied 
with  chemotherapy  and  antibiotics,  leaving  only 
about  two  hundred  pages  for  the  rest  of  pharma- 
cology. This  distribution  is  probably  not  as  un- 
balanced as  it  may  seem  in  view  of  the  current 
preoccupation  of  physicians,  pharmacologists,  and 
drug  researchers  with  tranquilizers,  sedatives,  anti- 
hypertensives, and  antibiotics. 

This  reviewer  was  pleased  to  find  that  conciseness 
has  not  eliminated  the  frequent  use  of  structural 
formulae  to  illustrate  the  drugs  being  discussed.  Each 
chapter  is  accompanied  by  up-to-date  references,  in- 
cluding a list  of  review  articles.  This  especially  useful 
feature  gives  the  reader  an  opportunity  for  further 
reading  in  depth  if  he  is  diligent  enough  to  pursue  it. 


Doctor  Goth’s  book  also  benefits  from  having 
only  a single  author.  In  a day  when  many  texts 
are  little  more  than  loosely  edited  collections  of 
chapters  written  by  many  different  people,  it  is  a 
pleasure  to  read  a book  presented  in  one  style  and 
from  one  point  of  view. 

The  success  of  the  concise  approach  to  a field  as 
large  as  pharmacology  is  open  to  question,  however. 
The  student  may  desire  a brief  statement  of  basic 
principles  to  simplify  the  learning  process,  but  the 
present  attempt  to  satisfy  this  desire  has  resulted  in 
a book  which  deals  with  most  subjects  in  a super- 
ficial manner.  I am  not  convinced  that  an  adequate 
knowledge  of  anatomy  can  be  gained  from  study  of 
the  skin  alone. 

Donald  M.  Thomas,  M.D. 

FERMENT  IN  MEDICINE;  by  Richard  M.  Magraw,  M.D.;  Pub- 
lished by  the  W.  B.  Saunders  Company,  Philadelphia  and 
London,  1966;  272  Pages;  Price,  $6.50. 

Among  the  many  unnecessary  books  written 
recently,  this  one  probably  will  not  be  outstanding 
among  its  fellows  as  they  all  rush,  lemming-like, 
toward  a well  earned  oblivion.  The  author  states, 
“This  book  attempts  a restatement  of  the  nature  and 
purpose  of  medical  practice  on  the  assumption  that 
these  have  been  obscured  ...”  I believe  the  as- 
sumption is  unwarranted,  the  restatement  obscure  and 
the  attempt  unsuccessful.  The  author  also  states,  “It 
is  by  now  commonplace  to  say  ....”,  but  though 
he  recognizes  the  commonplace  quality  of  what  he 
is  to  say,  he  says  it. 

Doctor  Magraw  has  a free  hand  with  the  grand 
and  sweeping  statement,  however  tenuous  its  con- 
nection with  fact,  as,  “Certainly  the  medical  faculties 
of  university  medical  centers  have  been  generally 
unaware  of  and  uninterested  in  the  changes  that  are 
occurring.”  At  the  other  extreme  from  this  large 
fault  is  the  small  fault  of  lavish  use  of  currently 
fashionable  words  such  as  “sophisticated”,  “ex- 
plosion” and  “hopefully”,  a style  I think  of  as  Neo- 
flatulent. 

A peculiarly  objectionable  feature  of  this  book  is 
the  Jovian  assumption  of  the  author  that  the  average 
doctor  is  discontented  and  frustrated  and  “ . . . . 
tends  to  treat  first  his  own  anxiety  by  deciding  what 
disease  entity  the  patient  has,  rather  than  focusing  on 
what  bothers  the  patient.”  And  then  there  is  this  odd 
statement,  “To  the  degree  that  a physician  has  trouble 
in  trusting  another  to  serve  as  his  doctor  and  there- 
fore in  assuming  the  role  of  the  patient,  we  are 
justified  in  doubting  his  readiness  to  carry  out  the 
treatment  of  others  in  the  way  most  conducive  to 
their  well  being.”  This  makes  very  little  sense  to  me. 

Having  discussed  the  doctor  and  the  patient  and 
their  relationship,  the  author  goes  on  to  a considera- 
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- tion  of  the  hospital  and  is  a little  more  understand- 

able. One  sentence  is  too  good  not  to  quote,  “ . . . 
I hospitalization  may  be  unwisely  and  too  lavishly  ap- 

■ plied,  like  an  old  fashioned  flax-seed  poultice.” 

I The  section  on  research  and  its  many  serious 

I problems  in  its  relations  with  medical  education  and 

I medical  care  is  good.  The  urge  to  discuss  this  is 

I currently  rather  widespread.  Whether  anything  will 

. come  of  this  other  than  a spate  of  words  remains 

to  be  seen.  The  same  applies  to  the  discussions  of 

medical  specialization  and  coordination  and  the 
paramedical,  supplemental  medical  professions.  One 
cannot  escape  the  feeling  that  if  the  state  of  medi- 
cine nationally  is  as  ill  as  depicted  by  Doctor  Ma- 
graw,  then  we,  locally,  are  enjoying  an  uniquely 
felicitous  professional  climate. 

Chapter  13  contains  considerable  information  and 
a number  of  provocative  questions  and  statements 
which  give  some  new  interest  to  the  subject  of 
health  insurance. 

“Automation”,  one  of  the  most  fascinating  fer- 
mentations going  on  in  medicine,  should  have  got- 
ten more  space  in  the  book,  to  my  way  of  thinking. 
The  difficulties  of  programming  are  greater  than  I 
had  realized  and  the  benefits  of  error-free  consulta- 
tion are  apparently  more  distant  in  the  future  than 
I hoped. 

In  the  final  section  on  “Emerging  Patterns  of 
Medical  Care  and  Practice”,  the  author  reiterates, 
‘To  the  public,  apparently,  the  most  important  con- 
sideration about  medical  care  is  the  matter  of  cost 
and  the  mode  of  payment.  As  we  have  said,  the 
quality  of  care  is  ignored  or  taken  for  granted  by 
the  public.”  I do  not  know  how  Doctor  Magraw 
reached  this  conclusion  but  I do  know  it  does  not 
apply  to  the  patients  I see.  I also  think  there  are 
many  well  informed  people  who  will  take  issue  with 
his  opinion  that  doctors  and  the  American  Medical 
Association  “.  . . . in  matters  of  health  ....  have 
little  effectiveness”  as  leaders.  Nor  do  I accept  his 
statement  that  “Organized  medicine  is  for  the  mo- 
ment weak  and  discredited  . . . . ” 

In  an  Epilogue,  Doctor  Magraw  makes  like  Mary 
Worth,  admonishes  us  tenderly,  pats  our  little  bruises, 
tells  us  to  blow  hard  and  then  urges  us  onwards 
and  upwards.  He  seems  to  feel  that  we  (doctors  in 
the  age  group  45-55)  are  sulking,  that  “we  may  be 
said  to  be  suffering  a kind  of  unresolved  grief  re- 
action, for  we  are  looking  for  something  that  has 
gone”.  Now,  that  well  and  truly  does  it. 

Jack  Chumley,  M.D. 

* * ♦ 

There  is  o meaty  kernel  of  truth  in  the  story  that 
pharmaceutical  companies  have  to  tell  to  doctors. 
Some  of  these  companies  have  developed  splendid 
laboratories  for  research.  They  spend  millions  of 
dollars  a year  looking  for  new  drugs.  And  every 
year  they  are  finding  new  drugs,  some  of  which 
lower  mortality  rates,  shorten  illness,  prevent  disease 
or  make  life  for  the  chronically  ill  more  tolerable. 
The  more  ethical  companies  search  diligently  for  the 
truth  about  the  effects  of  their  drugs  and  tell 
doctors  plainly  what  they  have  found. — Harry  F. 
Dowling,  M.D.,  in  Emory  University  Quarterly;  (21:- 
98-99),  Summer,  1965. 


This  year... vacation  in 


KENTUCKY’S 


STATE 

AND 

NATIONAL 

PARKS 


Some  are  rich  in  history  (like  Fort 
Boonesborough),  some  in  tradition 
(like  My  Old  Kentucky  Home),  some  in 
scenery  (like  Cumberland  Gap),  some 
in  natural  marvels  (like  Mammoth 
Cave),  some  in  magnificent  accommo- 
dations (like  any  of  the  12  state  resort 
parks).  Whatever  your  sport  or  pas- 
time, you  can  spend  many  happy 
weeks  exploring  Kentucky’s  great 
chain  of  state  and  national  parks.  This 
year  . . . join  the  nation  in  a Kentucky 
vacation! 

Send  for  exciting  vacation  literature. 


Travel  Division,  Public  Information  Dept. 
Capitol  Annex  Building,  Frankfort,  Ky. 
Department  pub-006 
Please  send  me  complete  information  on 
how  to  have  the  best  vacation  ever  at 
Kentucky’s  State  Resort  Parks. 

Name  — 

Address 
City  — 

State  _ 
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PROFESSIONAL  LIABILITY  INSURANCE 

Is  a Li(^L  marl^  dlstlnctioyi 


Professional  Protection  Exclusively  since  1899 


in 


% 


LOUISVILLE  OFFICE:  Riley  Lassiter,  Representative 
203  Parkside  Building,  4140  Shelbyville  Road 
Telephone:  502-895-5501 

Mailing  Address:  P.O.  Box  20065,  Louisville  40207 


Founded  in  1904 

Highland  Hospital,  inc. 

ASHEVILLE,  NORTH  CAROLINA 
Affiliated  with  Duke  University 


Contact:  Medical  Director,  Highland  Hospital,  Asheville, 
N.C.  28801 


A non-profit,  psychiatric  institution,  offering  therapeutic  J 
milieu,  group  and  individual  psychotherapy,  and  standard  1 
somatic  treatments.  Limited  day-patient  and  out-patient  serv-  I 
ices.  The  hospital  is  located  in  a 75-acre  park  amid  the  I 

scenic  beauties  of  the  Smoky  Mountain  Range  of  Western  | 

North  Carolina,  affording  exceptional  opportunity  for  | 
physical  and  emotional  rehabilitation. 


— 

374 


i 

May  1966  • The  Journal  of  if  . 


ECONOMY 


When  you  prescribe  or  recommend  Allbee  with  C,  you  can  be  sure 
your  patient  is  getting  a rational,  specific  multivitamin  formulation  at 
an  economical  price.  The  potent  formula  is  sensible  and  simple.  It 
contains  therapeutic  amounts  of  the  water-soluble  B and  C vitamins. 
These  vitamins  are  expended  rapidly  in  the  body  and  need  to  be 
replenished  frequently.  There  are  no  extraneous  factors,  no  frills  in 
Allbee  with  C.  It’s  the  no-nonsense  vitamin  in  the  yellow  and  green 
capsule  that  always  gives  your  patient  his  money's  worth. 


Each  capsule  contains:  Thiamine  mon- 
onitrate (Bi),  15  mg.;  Riboflavin  (Bj), 
10  mg.;  Pyridoxine  hydrochloride  (Be), 
5 mg.;  Nicotinamide,  50  mg.;  Calcium 
pantothenate,  10  mg.;  Ascorbic  acid 
(vitamin  C),  300  mg. 

A,  H.  ROBINS  COMPANY.  INC,.  12  I M C 

RICHMOND,  VIRGINIA  23220  /I'tl'l  /LI  D I l\  D 


—a  good  reason  for 

ALLBEE  WITH  C 


THERE’S  NOTHING 
LIKE  A VACATION* 
FOR  RELAXING 
STRESS-INDUCED 
SMOOTH  MUSCLE 
SPASM  : . . 


. . NOTHING,  THAT  IS, 

EXCEPT  THE  SEDATIVE-ANTISPASMODIC 
BENEFITS  OF 


DONNATAL 


There's  nothing  quite  like  a vacation  to  ease  the  pressures  of 
the  modern,  "workingday”  world.  And  for  the  patient  who  can’t 
get  away  from  it  all,  there’s  nothing  quite  like  Donnatal  to  relax 
stress-induced  smooth  muscle  spasm.  For  31  years  it  has  been 
the  antispasmodic-sedative  most  often  prescribed  for  relieving 
functional  disturbances  of  tone  and  motility  of  the  gastrointes- 
tinal tract. 

belladonna  alkaloids  in  optimaliy  balanced  ratio 

In  Donnatal,  natural  belladonna  alkaloids  are  rationally  balanced 
in  a specific,  fixed  ratio  that  provides  "the  greatest  efficacy  with 
the  smallest  possible  dose.’’^  They  avoid  the  clinical  uncertain- 
ties of  the  variable  tincture  and  extract  of  belladonna,  and  are 
considered  superior  in  range  of  action  to  atropine  alone.^ 
Furthermore,  they  are  generally  recognized  as  being  more  effec- 
tive than  the  synthetics  for  relieving  visceral  spasm. 

phenobarbital  for  sedation 

Years  of  clinical  use  have  established  phenobarbital  as  one  of 
the  most  efficient  and  highly  regarded  sedatives.  In  fact,  for 
general  sedation  it  is  the  drug  of  choice.^  In  Donnatal,  pheno- 
barbital potentiates  the  spasmolytic  effects  of  the  belladonna 
alkaloids,  lessening  emotional  tensions  and  checking  the  neuro- 
genic impulses  that  trigger  Gl  disorders. 

more  than  24  indications  in  PDR 

Donnatal  has  withstood  the  test  of  time  to  become  the  classic 
sedative-antispasmodic  because  of  its  unsurpassed  effective- 
ness, safety,  economy,  uniformity  of  composition,  and  dosage 
convenience.  Its  widespread  acceptance  and  usage  by  the  pro- 
fession can  also  be  attributed  to  its  versatility  in  treating  dis- 
orders characterized  by  smooth  muscle  spasm.  There  are  more 
than  two  dozen  distinct  and  separate  indications  for  Donnatal 
listed  in  the  current  PDR. 


IN  EACH  TABLET,  CAPSULE,  OR 
(5  cc.)  OF  ELIXIR 

hyoscyamine  sulfate 0.1037  mg. 

atropine  sulfate 0.0194  mg. 

hyoscine  hydrobromide  . . . 0.0065  mg. 

phenobarbital  ('A  gr.)  16.2  mg. 

(warning:  may  be  habit  forming) 

IN  EACH  EXTENTAB 

hyoscyamine  sulfate 0.3111  mg. 

atropine  sulfate 0.0582  mg. 

hyoscine  hydrobromide  . . . 0.0195  mg. 

phenobarbital {^/*  gr.)  48.6  mg. 

(warning:  may  be  habit  forming) 


BRIEF  SUMMARY:  Blurring  of  vision, 
dry  mouth,  difficult  urination,  and  flush- 
ing or  dryness  of  the  skin  may  occur 
on  higher  dosage  levels,  rarely  on 
usual  dosage.  Administer  with  caution 
to  patients  with  incipient  glaucoma, 
or  urinary  bladder  neck  obstruction. 
Contraindicated  in  acute  glaucoma, 
advanced  renal  or  hepatic  disease,  or 
a hypersensitivity  to  any  of  the  ingre- 
dients. 

REFERENCES:  1.  Vollmer,  H.:  Arch.  Neurol, 
and  Psychiat.,  43:1057,  1940.  2.  Morrissey, 
J.H.:  J.  Urology,  57:635,  1947.  3.  Krantz,  J.C., 
Jr.,  and  Carr,  C.J.:  Pharmacological  Prin- 
ciples of  Medical  Practice,  2nd  ed.,  Balti- 
more (1954),  552. 


‘This  one  at  Westover,  elegant  Colonial  Vir- 
ginia plantation,  located  on  the  James  River 
near  Richmond.  Built  in  the  early  1730’s  by 
William  Byrd  II,  founder  of  Richmond,  it  is 
now  the  home  of  Mrs.  Bruce  Crane  Fisher. 


A.  H.  ROBINS  COMPANY,  INC.,  RICHMOND,  VA. 

AH'[^OBINS 


Continuing  Educational  Opportunities 

From  The 

KMA  Postgraduate  Medical  Education  Office 


SEND  IN  MEETING  INFORMATION 

Many  medical  organizations  are  setting  dates  for 
their  summer  and  fall  meetings.  At  the  same  time 
they  are  choosing  the  topics  to  be  discussed,  ar- 
ranging for  speakers  and  planning  programs. 

The  Continuing  Medical  Education  office  of  the 
Kentucky  Medical  Association  would  like  to  urge 
these  societies  and  organizations  to  notify  this  of- 
fice of  these  dates  and  topics  so  they  can  be  added 
to  the  “Continuing  Education  Opportunities”  calen- 
dar in  The  Journal.  In  this  way  conflicts  in  dates 
can  be  avoided  and  a wider  audience  can  be  in- 
formed of  these  upcoming  meetings. 

Please  send  such  information,  when  available, 
to  the  KMA  Continuing  Medical  Education  Office, 
3532  Janet  Avenue,  Louisville,  Ky.,  40205. 


IN  KENTUCKY 

MAY 

13- 14  Kentucky  Surgical  Society  Annual  Meet- 

ing, French  Lick  Sheraton  Hotel,  French 
Lick,  Indiana 

14- 15  Kentucky  State  Association  of  Medical  As- 

sistants Annual  Meeting,  Stouffer’s  Inn, 
Louisville 

18-19  Kentucky  Pediatric  Society  and  Kentucky 
Chapter,  American  Academy  of  Pediatrics, 
joint  annual  meeting,  Owensboro 
25  KMA  Twelfth  Trustee  District  Meeting, 

Quality  Court  Motel,  Somerset 

JUNE 

1 KMA  Fifteenth  Trustee  District  Meeting, 

Middlesboro 

1 Professor’s  Day,  University  of  Kentucky 

Medical  Center,  8:30-4:30 

3-4  Symposium  on  “The  Use  and  Control  of 
Radium  in  Medical  Applications”  co-spon- 
sored by  Kentucky  Radiological  Health 
Program  and  U.  of  L.  Medical  Center,  at 
Rankin  Amphitheater,  Louisville  General 
Hospital. 

4 Anesthesiology  Postgraduate  Seminar,  Uni- 

versity of  Kentucky  Medical  Center 

8 KMA  Third  Trustee  District  Meeting,  Mad- 
isonville 

9 Kentucky  Heart  Association  Annual  Busi- 
ness Meeting,  Louisville 

14  KMA  Sixth  Trustee  District,  Bowling  Green 


16 

KAGP  Lancaster  Seminar,  Garrard  County 
High  School,  Lancaster 

30 

KAGP  Owensboro  Seminar,  Owensboro 

JULY 

20-21 

KAGP  Cumberland  Valley  Seminar,  Du- 
Pont Lodge,  Cumberland  Falls 

AUGUST 

6-7 

KAGP  Elizabethtown  Seminar,  Holiday 
Inn,  Elizabethtown 

21 

KAGP  Bluegrass  Seminar,  Imperial  House, 
Lexington 

SEPTEMBER 

20-22 

KMA  ANNUAL  MEETING,  Convention 
Center,  Louisville 

IN  SURROUNDING  STATES 

MAY 

15-18 

Illinois  State  Medical  Society,  Sherman 
House,  Chicago 

22-25 

American  Thoracic  Society,  San  Francisco 
Hilton  Hotel,  San  Francisco 

22-26 

American  Orthopaedic  Association,  Colo- 
rado Springs,  Colo. 

24-28 

Ohio  State  Medical  Association,  Cleveland 

26-28 

American  Gastroenterological  Association, 
Drake  Hotel,  Chicago 

30- 

American  Ophthalmological  Society,  White 

June  1 

Sulphur  Springs,  W.  Va. 

JUNE 

2-4 

American  Gynecological  Society,  The 
Homestead,  Hot  Springs,  Va. 

9-11 

Great  Smoky  Mountain  Pediatric  Seminar, 
Gatlinburg,  Tenn. 

23-27 

American  College  of  Chest  Physicians, 
Sheraton-Chicago  Hotel,  Chicago 

25-26 

American  Diabetes  Association,  LaSalle 
Hotel,  Chicago 

26-30 

AMERICAN  MEDICAL  ASSOCIATION 
Annual  Convention,  Palmer  House  and 
McCormick  Place,  Chicago 
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brings 
peace  to  the 
hyperactive 
colon 


CANTIL 


(mepenzolate  bromide) 


helps  restore  normal  motility  and  tone 


"In  40  of  44  cases  of  irritable  or  spastic 
colon,  Cantil  [mepenzolate  bromide]  or 
Cantil  with  Phenobarbital  reduced  or 
abolished  abdominal  pain,  diarrhea  and 
distention  and  promoted  restoration 
of  normal  bowel  function  ...  Cantil 
[mepenzolate  bromide]  proved  to  be 
singularly  free  of  anticholinergic  side- 
effects  . . . Urinary  retention,  noted  in 
two  cases  was  eliminated  in  one  by  re- 
ducing dosage."' 


LAKESIDE 


IN  BRIEF:  One  or  two  tablets  three  times  a day  and  one  or 
two  at  bedtime  usually  provide  prompt  relief.  Cantil  with  Phe- 
nobarbital may  be  prescribed  if  sedation  is  required. 

Dryness  of  the  mouth  or  blurring  of  vision  may  occur  but  it  is 
usually  mild  and  transitory.  Urinary  retention  is  rare.  Caution 
should  be  observed  in  prostatic  hypertrophy— withhold  in  glau- 
coma. Cantil  with  Phenobarbital  is  contraindicated  in  patients 
sensitive  to  phenobarbital. 

Supplied:  CANTIL  (mepenzolate  bromide)— 25  mg.  per  scored 
tablet.  Bottles  of  100  and  250.  CANTIL  with  PHENOBARBITAL 
—containing  in  each  scored  tablet  16  mg.  phenobarbital  (warn- 
ing: may  be  habit  forming)  and  25  mg.  mepenzolate  bromide. 
Bottles  of  100  and  250. 

1.  Riese,  J.  A.:  Amer.  J.  Gastroent.  28:541  (Nov.)  1957 
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DACTILASE® 

Each  tablet  contains: 

Dactil®  (piperidolate  hydrochloride),  50  mg.; 
Standardized  cellulolytic*  enzyme,  2 mg.; 
Standardized  amylolytic  enzyme,  15  mg.; 
Standardized  proteolytic  enzyme,  10  mg.; 
Pancreatin  3X**  (source  of  iipolytic  activity), 

100  mg.;  Taurocholic  acid,  15  mg. 

•Need  in  human  nutrition  not  established. 

••As  acid  resistant  granules  equivalent  in  activity  to  300  mg.  Pancreatin  N.F* 


WHEN 
STOMACHS 
ARE  ALL 
BUTTERFLIES 


In  chronic  or  acute  indigestion,  flattery, 
gassy  stonnachs  obtain  prompt,  gratifying 
relief  through  the  antispasmodic,  surface 
anesthetic  and  enzymatic  activity  of 
Dactiiase.  Dactilase  decreases  hypermotility 
and  pain  and  reduces  the  production  of 
gas.  Dactilase  does  not  induce  stasis,  but 
helps  restore  normal  tone.  It  has  little  or  no 
effect  on  enzyme  secretions,  but  adds 
enzymes,  thus  contributing  to  the  digestive 
efficiency  of  the  patient. 

Side  Effects  and  Contraindications: 

Dactilase  is  almost  entirely  free  of  side 
effects.  However,  it  should  be  withheld 
in  glaucoma  and  in  jaundice  due  to 
complete  biliary  obstruction. 

Administration  and  Dosage:  One  tablet 
with,  or  immediately  following,  each  meal. 
Tablets  should  be  swallowed  whole. 

Supplied:  Bottles  of  60  and  250. 

LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 
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For  cold  hands  and  feet,  nothing 
beats  hot  stoves— but  they  are 
awkward  to  carry  around.  Now 
Gerilid,  in  good-tasting  take-along 
chewable  tablets  can  provide 
rapid  vasodilation  of  peripheral 
circulation,  bringing  real  warmth 
to  the  extremities  and  decreasing 
sensitivity  to  sudden  temperature 
change.  Patients  like  Gerilid  and 
know  they  are  getting  relief. 


GERILID 


Each  chewable  tablet  contains: 
nicotinic  acid  (niacin)  75  mg.  and 
aminoacetic  acid  (glycine)  750  mg. 

Administration  and  Dosage:  One  or  two 
chewable  tablets  3 times  a day  before 
meals.  If  flushing  is  objectionable,  dosage 
may  be  lowered.  However,  tolerance  to 
flushing  usually  develops  without  loss  of 
efticacy  in  regard  to  vasodilation.  The 
recommended  dosage  should  not 
be  exceeded. 

Side  effects:  Occasional  lightheadedness 
or  transient  itching  which  may  disappear 
with  continued  use.  There  are  no  known 
contraindications:  however,  caution  is 
advised  when  there  is  a concomitant 
administration  of  a coronary  vasodilator. 

Supplied : Packages  of  50  chewable  tablets. 

Also  available  in  liquid  form  as 
Geriliquid®,  in  bottles  of  8 and  16  ounces. 


LAKESIDE  LABORATORIES, INC.,  Milwaukee,  Wisconsin 53201 
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Obstetrical  or  post— surgical  patients 
requiring  a dependable  increase  in 
hemoglobin  will  receive  as  much  iron 
C250  mg.  in  a 5 cc.  ampul)  as  in  one 
pint  of  blood.  Imferon  Ciron  dextran 
injection)  is  less  expensive  and  it  avoids 
the  well-recognized  hazards  of  whole 
blood  transfusion.  When  patients 
cannot— or  cannot  be  relied  upon  to— 
take  oral  iron,  Imferon  firon  dextran 
injection)  will  rapidly  supply  needed 
iron  for  reserve  stores. 


ONE  PINT 
OF  BLOOD 
PROVIDES 
NO  MORE 
IRON 


THAN  ONE  5 CC. 
AMPUL  OF 


IMFERON® 

(iron  dextran  injection) 

IN  BRIEF:  ACTION  AND  USES:  A single  dose  of  Imferon 
(iron  dextran  injection)  will  measurably  begin  to  raise  hemo- 
globin and  a complete  course  of  therapy  will  effectively  rebuild 
iron  reserves.  The  drug  is  indicated  only  for  specifically- 
diagnosed  cases  of  iron  deficiency  anemia  and  then  only  when 
oral  administration  of  iron  is  ineffective  or  impractical.  Such 
iron  deficiency  may  include:  patients  in  the  last  trimester  of 
pregnancy;  patients  with  gastrointestinal  disease  or  those  re- 
covering from  gastrointestinal  surgery;  patients  with  chronic 
bleeding  with  continual  and  extensive  iron  losses  not  rapidly 
replenishable  with  oral  iron;  patients  intolerant  of  blood  trans- 
fusion as  a source  of  iron;  infants  with  hypochromic  anemia; 
patients  who  cannot  be  relied  upon  to  take  oral  iron. 
COMPOSITION;  Imferon  (iron  dextran  injection)  is  a well- 
tolerated  solution  of  iron  dextran  complex  providing  an  equiva- 
lent of  50  mg.  in  each  cc.  The  solution  contains  0.9%  sodium 
chloride  and  has  a pH  of  5.2-6.0.  The  10  cc.  vial  contains  0.5% 
phenol  as  a preservative. 

ADMINISTRATION  AND  DOSAGE:  Dosage,  based  upon 
body  weight  and  Gm.  Hb./lOO  cc.  of  blood,  ranges  from  0.5  cc. 
in  infants  to  5.0  cc.  in  adults,  daily,  every  other  day,  or  weekly. 
The  total  iron  requirement  for  the  individual  patient  is  readily 
obtainable  from  the  dosage  chart  in  the  package  insert.  Deep 
intramuscular  injection  in  the  upper  outer  quadrant  of  the 
buttock,  using  a Z-track  technique,  (with  displacement  of  the 
skin  laterally  prior  to  injection),  insures  absorption  and  will 
help  avoid  staining  of  the  skin.  A 2-inch  needle  is  recommended 
for  the  adult  of  average  size. 

SIDE  EFFECTS:  Local  and  systemic  side  effects  are  few. 
Staining  of  the  skin  may  occur.  Excessive  dosage,  beyond  the 
calculated  need,  may  cause  hemosiderosis.  Although  allergic 
or  anaphylactoid  reactions  are  not  common,  occasional  severe 
reactions  have  been  observed,  including  three  fatal  reactions 
which  may  have  been  due  to  Imferon  (iron  dextran  injection). 
Urticaria,  arthralgia,  lymphadenopathy,  nausea,  headache  and 
fever  have  occasionally  been  reported.  Initial  test  doses  of 
0.5  cc.  are  advisable. 

PRECAUTIONS:  If  sensitivity  to  test  doses  is  manifested,  the 
drug  should  not  be  given.  Imferon  (iron  dextran  injection)  must 
be  administered  by  deep  intramuscular  injection  only.  Inject 
only  in  the  upper  outer  quadrant  of  the  buttock,  not  in  the  arm 
or  other  exposed  area. 

CONTRAINDICATIONS:  Imferon  (iron  dextran  injection)  is 
contraindicated  in  patients  sensitive  to  iron  dextran  complex. 
Since  its  use  is  intended  for  the  treatment  of  iron  deficiency 
anemia  only  it  is  contraindicated  in  other  anemias. 
CARCINOGENICITY  POTENTIAL:  Using  relatively  massive 
doses,  Imferon  (iron  dextran  injection)  has  been  shown  to 
produce  sarcoma  in  rats,  mice  and  rabbits  and  possibly  in 
hamsters,  but  not  in  guinea  pigs.  The  risk  of  carcinogenesis, 
if  any  in  man,  following  recommended  therapy  with  Imferon 
(iron  dextran  injection)  appears  to  be  extremely  small. 
SUPPLIED:  2 cc.  ampuls,  boxes  of  10;  5 cc.  ampuls,  boxes 
of  4;  10  cc.  multiple  dose  vials. 
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METAHYDRIN  (trichlormethiazide) 
is  prescribed  by  physicians  because  it 
not  only  approximates  the  diuretic 
efficacy  of  parenteral  meralluride 
injection  . . . but,  it  is  the  least  expensive 
of  all  "brand-name”  thiazides.  Therefore, 
when  you  prescribe  METAHYDRIN 
(trichlormethiazide)  your  patients  receive 
the  thiazide  diuretic  that  removes  a little 
more  salt  and  water  than  earlier 
thiazides,  with  relatively  less  loss  of 
potassium  . . . and,  it's  therapy  they  can 
more  easily  afford  . . . only  pennies  a day. 


SAVES 

MONEY 

WASTES 

WATER 


METAHYDRIN' 

(trichlormethiazide) 

oral  diuretic 

Dosage:  One  2 or  4 mg.  tablet 
once  or  twice  daily. 

Precautions:  As  with  all  effective 
diuretics,  vigorous  therapy  may  produce 
electrolyte  depletion.  Patients  with 
severely  reduced  renal  function  should 
be  observed  carefully  since  thiazides 
may  be  contraindicated.  Care  should 
be  taken  with  patients  predisposed  to 
diabetes  or  gout.  Patients  with  a 
tendency  to  potassium  deficiency,  as  in 
hepatic  cirrhosis  or  diarrheal  syndromes, 
or  those  under  therapy  with  digitalis, 
ACTH,  or  certain  adrenal  steroids,  also 
should  be  watched  carefully. 

Side  Effects:  Nausea,  flushing, 
constipation,  skin  rash,  muscle  cramps 
and  gastric  discomfort  have  occasionally 
been  noted;  rarely  thrombocytopenia 
and  bone  marrow  depression, 
photosensitivity,  cholestatic  jaundice, 
pancreatitis,  perimacular  edema,  gout 
and  diabetes  have  been  caused  by 
the  administration  of  thiazides. 
Contraindications:  Complete  renal 
shutdown;  rising  azotemia  or 
development  of  hyperkalemia  or 
acidosis  in  severe  renal  disease; 
demonstrated  hypersensitivity. 

How  Supplied:  Bottles  of  100  and 
1000  tablets. 
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BRING  IT  DOWN 
AND 

KEEP  IT  DOWN 


Metatensin  lowers  blood  pressure  and 
keeps  it  low— effectively  and 
economically.  It  combines  reserpine 
with  trichlormethiazide  which  affords 
more  potent  saluresis  with  less  loss  of 
potassium  than  from  earlier  thiazides. 
Reserpine  contributes  antihypertensive 
effect  by  relieving  anxiety  and  tension. 
Metatensin  is  well-tolerated  over  long 
periods:  with  its  effectiveness  and 
economy  it  assures  antihypertensive 
therapy  you  and  your  patients 
can  stay  with. 

METATENSir 

Each  scored  tablet  contains: 

METAHYDRIN®  (trichlormethiazide) 

2 mg.  or  4 mg.  and 
Reserpine  0.1  mg. 

Usual  adult  dose:  One  tablet  twice 
daily.  Precautions  and  side  effects: 

Patients  with  hepatic  cirrhosis  or 
diarrheal  syndromes,  or  under  therapy 
with  digitalis,  ACTH,  or  potassium-losing 
steroids,  should  be  observed  for  signs 
of  hypokalemia.  With  thiazides, 
electrolyte  depletion,  diabetes,  gout, 
granulopenia,  nausea,  pancreatitis, 
cholestatic  jaundice,  flushing,  mild 
muscle  cramps,  constipation, 
photosensitivity,  acute  myopia, 
perimacular  edema,  paresthesias, 
neonatal  bone  marrow  depression  in 
infants  of  mothers  who  received 
thiazides  during  pregnancy,  skin  rash 
or  purpura  with  or  without 
thrombocytopenia,  may  occur.  With 
reserpine,  untoward  effects  may  include 
depression,  peptic  ulcer  and  bronchial 
asthma.  Withdraw  medication  at  least 
7 days  prior  to  electroshock  therapy, 

2 weeks  prior  to  elective  surgery. 

Contraindications:  Complete  renal 
shutdown,  rising  azotemia  or  development 
of  hyperkalemia  or  acidosis  in  severe 
renal  disease. 

Supplied:  Metatensin  tablets,  2 mg., 

4 mg.— bottles  of  100  and  1000. 
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NORPRAMIN^ 

(desipramine  hydrochloride) 


non-sedating*  rapid-acting 
ANTI  DEPRESSANT 


overcomes  guilt,  lifts  depression,  restores  confidence 


Feelings  of  guilt,  worthlessness,  emptiness  and  loss 
frequently  characterize  depression.  Such  feelings, 
along  with  insomnia,  physical  complaints,  sadness, 
apprehension,  and  other  symptoms  of  depression 
rapidly  respond  to  Norpramin  (desipramine  hydro- 
chloride). Improvement  often  begins  in  2-5  days, 
sometimes  in  less.  A few  patients,  sensitive  to  central 
nervous  system  stimulants  may  become  restless  as 
depression  is  lifted— in  such  cases  dosage  may  be 
reduced  or  a tranquilizer  added. 


Indications:  In  depression  of  any  kind— neurotic  and  psychotic  depressive 
reactions;  manic-depressive  or  involutional  psychotic  reactions.  Dosage: 
Optimal  results  are  obtained  at  a dosage  of  two  25  mg.  tablets  t.i.d.  (150 
mg. /day).  Contraindications  and  Precautions:  Glaucoma,  urethral  or  ure- 
teral spasm,  recent  myocardial  infarction,  severe  coronary  heart  disease 
and  epilepsy.  Should  not  be  given  within  two  weeks  of  treatment  with  a 
monoamine  oxidase  inhibitor.  Safety  in  human  pregnancy  has  not  been 
established.  Adverse  Effects:  Side  effects,  usually  mild  may  include:  dry 
mouth,  constipation,  dizziness,  palpitation,  delayed  urination,  ‘‘bad  taste," 
sensory  illusion,  tinnitus,  agitation  and  stimulation,  sweating,  drowsiness, 
headache,  orthostatic  hypotension,  flushing,  nausea,  cramps,  weakness, 
blurred  vision  and  mydriasis,  rash,  allergy,  transient  eosinophilia,  granulo- 
penia, altered  liver  function,  ataxia  and  extrapyramidal  signs.  Supplied: 
Norpramin  (desipramine  hydrochloride)  tablets  of  25  mg.,  in  bottles  of 
50,  500  and  1000. 
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In  colicky  infants  Pediatric  Piptal  with 
Phenobarbitai  siows  down  spasm,  diminishes 
pain  and  crying  and  improves  feeding  pat- 
terns. it  permits  sieep  and  rest  for  patient  and 
famiiy.  The  less  than  hypnotic  amount  of 
phenobarbitai  in  the  recommended  dose 
affords  a mild,  calming  action  and  enhances 
the  antispasmodic  action  of  Piptal  (pipenzo- 
late  bromide).  The  latter  drug,  as  reported  in 
the  medical  literature,  has  a favorable  ratio  of 
effectiveness  to  side-effects  which  is  unusual 
in  anticholinergics  and  thus  is  particularly 
appropriate  to  pediatric  use. 


QUIETS  PHONES 
QUIETS  PARENTS 
QUIETS  COLIC 


PEDIATRIC  PIPTAL® 

WITH 

PHENOBARBITAL 

each  cc.  contains  6 mg.  phenobarbitai  (warning:  may 
be  habit  forming);  4 mg.  Piptal®  (pipenzolate  bromide), 
and  20%  alcohol. 


Pleasant-tasting  Pediatric  Piptal  with 
Phenobarbitai  is  miscible  in  milk,  formulas 
and  fruit  juices,  and  may  also  be  given  by 
dropper  directly  on  the  infant's  tongue.  Dos- 
age is  0.5  cc.  15  minutes  before  feeding:  in 
severe  cases,  1.0  cc.  four  times  daily.  High 
doses  may  occasionally  cause  constipation 
with  tenesmus  and,  rarely,  flushing  without 
fever.  It  is  contraindicated  in  bowel  obstruc- 
tion or  sensitivity  to  phenobarbitai  or  anti- 
cholinergics. Available  in  30  cc.  dropper 
bottles,  droppers  calibrated  to  deliver  0.5  cc. 
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at  Merck  Sharp  & Dohme... 


understanding... 


precedes  development 


The  development  of  chlorothiazide  and  probene- 
cid were  events  of  major  importance,  but  perhaps 
even  more  important  for  the  future  was  the  Renal 
Research  Program  by  which  they  were  developed. 
When  Merck  Sharp  & Dohme  organized  this  pro- 
gram in  1943,  it  was  expressing  in  action  some  of 
its  basic  beliefs  about  research: 

• Many  problems  connected  with  renal  structure 
and  function  were  still  undefined  or  unsolved.  The 
Renal  Research  Program  would  begin  its  basic 
research  in  some  of  these  problem  areas. 

• Fromknowledgethusacquired  might  comeclues 
to  the  development  of  new  therapeutic  agents  of 
significant  value  to  the  physician. 


For  example,  the  Renal  Research  Program  put 
fifteen  years  into  this  search  before  chlorothiazide 
became  available.  But  because  these  years  had 
first  led  to  a greater  understanding  of  basic 
problems,  the  desired  criteria  for  chlorothiazide 
existed  before  the  drug  was  developed. 

Along  with  other  research  teams  at  Merck  Sharp 
& Dohme,  the  Renal  Research  Program  continues 
to  add  new  understanding  of  basic  problems  — 
understanding  which  will  lead  to  important  new 
therapeutic  agents. 

Omerck  sharp  & dohme  Division  of  Merck  & Co  .lNC.,  West  Poinl.  Pa.  ^ 

where  today’s  theory  is  tomorrow's  therapy 
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Measles  Vaccine 

Russell  E.  Teague,  M.D.,  M.P.H. 

Commissioner  of  Health 
Commonwealth  of  Kentucky 


There  is  much  talk  of  apathy  among 
the  people  of  our  nation  today.  A serious 
consideration  for  those  concerned  with 
the  health  of  the  nation’s  children  is  the 
“measles  apathy”.  For  years,  the  danger  of 
measles  (Rubeola)  has  been  minimized,  part- 
ly because  there  was  no  method  of  preven- 
tion and  partly  because  people  have  per- 
petuated the  myth  that  measles  is  a “harmless” 
disease. 

The  deaths  from  this  “harmless”  disease, 
however,  have  often  exceeded  those  from 
polio.  It  has  been  estimated  that  one  out  of 
every  thousand  who  contract  this  disease  die. 
One  out  of  six  measles  victims  suffer  compli- 
cations such  as  pneumonia,  ear  infection,  my- 
ocarditis, and  encephalitis,  which  can  result  in 
permanent  brain  damage. 

Measles  attacks  95  per  cent  of  the  popula- 
tion. In  Kentucky  last  year,  18,656  cases  were 
reported.  It  is  generally  estimated  that  for  every 
reported  case  of  measles  in  the  United  States, 
ten  cases  go  unreported. 

Since  March,  1963,  when  the  Enders  live- 
virus  vaccine  was  made  available,  we  have 
had  the  means  of  wiping  measles  out  almost 


completely,  just  as  we  did  with  polio.  This  is 
possible,  however,  only  if  the  nation’s  20  mil- 
lion susceptible  children  are  vaccinated.  Only 
six  million  children  have  reeeived  the  vaccine 
since  it  has  become  available. 

In  May,  1965,  the  Kentucky  State  Depart- 
ment of  Health  made  available  live  measles 
vaccine  (Schwarz  strain)  to  county  health 
departments  throughout  the  State  for  use  with 
children  in  the  one  to  five  age  group.  With 
the  approval  of  the  county  boards  of  health, 
this  vaccine  may  be  administered  at  regular 
immunization  clinics. 

Measles  begins  its  increase  during  January 
and  becomes  progressively  worse  for  the  next 
five  months,  usually  reaching  its  peak  during 
May.  Epidemics,  when  they  occur,  strike  the 
hardest  in  the  lower  socio-economic  groups 
where  nutrition  and  general  health  conditions 
are  poor. 

The  people  of  our  State  and  nation  must 
become  aware  of  the  seriousness  of  this  so- 
called  “harmless”  disease.  Not  using  the 
measles  vaccine  is  a reckless  gamble  with  our 
childrens’  intellectual  growth  and  development 
which  we  cannot  afford  to  take. 


one  mid-evening 


one  mid-morning 


New 300  mg  tabiet 
Ifs  made  for  b.i.d. 


ForAdults-2tablet$  provide  a full  24hours  oftherapy...with  allthe  extra 
benefits  of  DECLOMYCIN... lower  mg  intake  per  day... proven  potency... 
1-2  days’ "extra”  activity  to  protect  against  relapse  or  secondary  infection. 


DECLOMYCIN 

DEMETHYLCHLOKTETRACYCLINE 
300mg  FILM  COATED  TABLETS 


Effective  in  a wide  range  of  everyday  infections 
—respiratory,  urinary  tract  and  others— in  the 
young  and  aged— the  acutely  or  chronically  ill— 
when  the  offending  organisms  are  tetracycline- 
sensitive. 

Warning  — In  renal  impairment,  usual  doses 
may  lead  to  excessive  systemic  accumulation 
and  liver  toxicity.  Under  such  conditions,  lower 
than  usual  doses  are  indicated  and,  if  therapy 
is  prolonged,  serum  level  determinations  may 
be  advisable.  A photodynamic  reaction  to  nat- 
ural or  artificial  sunlight  has  been  observed. 
Small  amounts  of  drug  and  short  exposure 
may  produce  an  exaggerated  sunburn  reaction 
which  may  range  from  erythema  to  severe  skin 
manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients 


should  avoid  direct  exposure  to  sunlight  and 
discontinue  drug  at  the  first  evidence  of  dis- 
comfort. 

Precautions  and  Side  Effects  — Overgrowth  of 
nonsusceptible  organisms  may  occur.  Constant 
observation  is  essential.  If  new  infections 
appear,  appropriate  measures  should  be  taken. 
Use  of  demethylchlortetracycline  during  tooth 
development  (last  trimester  of  pregnancy, 
neonatal  period  and  early  childhood)  may 
cause  discoloration  of  the  teeth  (yellow-grey- 
brownish).  This  effect  occurs  mostly  during 
long-term  use  but  has  also  been  observed  in 
short  treatment  courses.  In  infants,  increased 
intracranial  pressure  with  bulging  fontanels 
has  been  observed.  All  signs  and  symptoms 
have  disappeared  rapidly  upon  cessation  of 


treatment.  Side  reactions  include  glossitis, 
stomatitis,  proctitis,  nausea,  diarrhea,  vaginitis 
and  dermatitis.  If  adverse  reaction  or  idiosyn- 
cracy  occurs,  discontinue  medication  and  insti- 
tute appropriate  therapy.  Anaphylactoid  reac- 
tions have  been  reported. 

Average  Aduit  Daily  Dosage:  150  mg  q.i.d.  or 
300  mg  b.i.d.  should  be  given  1 hour  before  or 
2 hours  after  meals,  since  absorption  is 
impaired  by  the  concomitant  administration  of 
high  calcium  content  drugs,  foods  and  some 
dairy  products. 

Capsules:  150  mg  of  demethylchlortetracycline 
HCI. 

Tablets:  film  coated,  300  mg,  150  mg,  and 
75  mg  of  demethylchlortetracycline  HCI. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


674-6—3833 


MEN'S 

SHOP 


...  in  the 

SOUTHERN  OPTICAL  BUILDING,  640 

S.  4th  St.,  between  Broadway  and  Chestnut . . . 
where  a man  is  king.  In  its 
masculine  surroundings,  you’ll  experience 
the  same  comfort  while  being  fitted 
for  glasses  as  you  do  when  being  fitted 
for  clothes. 


SOUTHERN  OPTICAL  BLDG..  640  S.  4th 
(Midway  between  Broadway  & Chestnut) 
MEDICAL  ARTS  BLDG..  Eastern  Parkway 
ST.  MATTHEWS.  Wallace  Center 
MEDICAL  TOWERS  BLDG..  Floyd  & Gray 
CDNTACT  LENSES.  640  S.  4th 


Contact  Lens  and  Artificial  Eye  Service  on  Opthamologist’s  Prescription  Only 


WHERE 

HAPPINESS  IS 

SKILLFULLY  ADMINISTERED 


In  Addition  To  Suitable  Medical  and 
Nursing  Care  for  Chronic, 
Convalescent  and  Geriatric  Patients  . . 


NEW  CASTLE  SANITARIUM 

TELEPHONE  3621 
NEW  CASTLE,  KY. 


.MEMBER: 

National  Geriatrics  Society 
American  Hospital  Association 
American  Nursing  Home  Association 
Licensed  and  Approved  by  State  of  Ky. 


Active  medical  staff  of  six  physicians.  Physicians  available  at  all  hours.  24  hour  efficient  and 
cheerful  nursing  care  WITH  SPECIAL  EMPHASIS  ON  MAKING  EACH  PATIENT  FEEL  LOVED, 
WANTED  AND  IMPORTANT. 

Special  diets  prepared  and  tray  service  to  all  rooms  at  no  extra  charge. 

Diversional  activities,  physio-therapy  treatments,  rehabihtation  program  and  emergency  facilities 
available. 

Adequate  shade  trees,  ramps,  also  day  room  with  abundance  of  flowers,  television. 

PRIVATE,  SEMI-PRIVATE  AND  WARD  ACCOMMODATIONS  AVAILABLE.  Private  and  semi- 
private rooms  with  intercommunication,  beautifully  decorated  and  furnished,  beds  equipped  with  Tren- 
delenburg springs  and  innerspring  mattresses. 

Insulated  brick  and  block  structure,  heated  in  winter  by  “Selectemp”  Modulated  Steam  Heat  with 
filtered  air  for  maximum  comfort  and  safety  (each  room  having  thermostatic  even-heat  control  with  its 
own  circulating  air  unit). 

Piotected  throughout  with  automatic  fire  detection  and  alarm  system. 

Cares  for  men  or  women,  nursing  or  boarding  care  cases,  bedridden  or  ambulatory.  Admits  some 
mildly  senile,  nervous  and  neurotic  patients  but  accepts  no  alcoholics  or  drug  addiction  cases. 


REASONABLE  RATES 
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PENTID-SULFAS  FOR  SYRUP 

SQUIBB  BUFFERED  PENICILLIN  POWDER  WITH 
SULFADIAZINE, SULFAMETHAZINE, AND  SULFAMERAZINE 

the  fruit  punch 
that  packs  a wallop 


0) 


Pentid-Sulfas  for  Syrup  is  a real  knock-out  when  it 
comes  to  good  taste.  And,  with  a single  prescrip- 
tion, you  provide  an  anti-infective  that  combats 
both  gram-positive  and  gram-negative  bacteria. 
Notable  for  its  economy,  Pentid-Sulfas  for  Syrup  is 
everybody’s  choice,  patient,  parent  and  physician. 

Contraindications:  Contraindicated  in  patients  sensitive  to 
sulfa  or  penicillin,  pregnant  females  at  term,  premature  in- 
fants, newborns  during  first  week  of  life.  Precautions:  Watch 
for  hypersensitivity  reactions  and  overgrowth  of  nonsuscep- 
tible  organisms.  Observe  usual  precautions  for  sulfonamide 
therapy:  adequate  fluid  intake;  force  fluids  if  urine  volume  is 
low;  maintain  urinary  pH  of  7 or  higher;  use  only  after  critical 
appraisal  in  patients  with  liver  or  renal  damage,  urinary  ob- 
struction, blood  dyscrasias.  Adverse  Reactions:  Anaphylactoid 


shock  (rare),  G.l.  disturbisnces,  hepatitis,  pancreatitis, 
blood  dyscrasias,  neuropathy,  drug  fever,  urticaria,  pur- 
pura, hematuria,  crystalluria,  conjunctival  and  scleral 
varicula,  petechiae  may  occur.  Dosage:  Daily  pediatric  dos- 
age should  supply  65-100  mg.  trisulfapyrimidines  per 
pound  body  weight  in  divided  doses  q.  4 to  6 h.  Supply: 
t Pentid-Sulfas  for  Syrup  when  prepared,  provides  80  cc.  (16 
doses)  or  150  cc.  (30  doses)  of  fruit-flavored  syrup  provid- 
ing in  each  5 cc.  teaspoonful  125  mg.  (200,000  u.)  potas- 
sium penicillin  G and  167  mg.  each  of  sulfadiazine,  sulfa- 
methazine, and  sulfamerazine. 

Now  . . . NEW  PENTID®  ‘400’-SULFAS  FOR  SYRUP  (buffered 
penicillin  powder  with  sulfadiazine,  sulfamethazine,  and  sulfa- 
merazine each  5 cc.  providing  250  mg.  [400,000  units]  potas- 
sium penicillin  G and  167  mg,  each  of  sulfadiazine,  sulfa- 
methazine, and  sulfamerazine).  Available  in  16  dose  (80  cc.) 
and  30-dose  (150  cc.)  bottles. 

For  full  information,  see  Product  Brief. 


Squibb 


Squibb  Quality-the  Priceless  Ingredient 
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FOR  SURGICAL-MEDICAL  PROTECTION 


This  Important  Message 
1$  For  Persons  65  Years  of  Age 
And  Over  Who  Are  NOT 

BLUE  CROSS- Bim sum Members 


If  you  are  signed  up 
for  Parts  A and  B 
of  Medicare,  you 
may  apply  for  “Blue 
Cross-Blue  Shield 
65,”  which  “adds  to 
—but  does  not  dup- 
licate” — Medicare 
benefits. 


This  Enrollment  Period  Is  From 
APRIL  15  To  JUNE  1 ONLY  . . . 

For  Persons  Who  Con  Meet  Heofth 
Requirements  And  Who  Are  MOT 
Blue  Cross-Blue  Shield  Members. 

Members  Will  Receive  Information  By 
Moil  Or  Through  Their  Groups  And 
Should  NOT  Moil  This  Coupon. 


MAIL  THIS 
COUPON 
TODAY  FOR 
INFORMATION 


BLUi  CBOSS  and  BLUf  5HIHD 
3101  Bordstown  Rood 
Louisvillo,  Kentucky  40205 

Please  moil  me  an  application  ond  informotion  for  "BLUE 
CROSS-BLUE  SHIELD  65,"  without  obligation.  I am  a Kentuckian, 
65  or  over,  and  om  signed  for  Parts  "A"  and  "B"  of  Medicare. 
I am  not  now  a member  of  Blue  Cross-Blue  Shield. 
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DORSEY 


A journal  within  a journal  published  quarterly  in  the  interests 
of  better  medicine  by  Dorsey  Laboratories,  a division  of  The 
Wander  Company,  Lincoln,  Nebraska.  Address  communica- 
tions to  Raymond  C.  Pogge,  M.  D.,  Director  of  Medicine. 


Duodenal  mucosa  with  ulcer  crater—  Loosening  epithelial  cells  of  nasal  mucosa  during 

Approx.  SOX  Magnification.  early  stage  of  cold-Approx.  1800 x Magnification. 


this  issue:  partners  in  misery 


partners  in  misery: 
common  cold  and  duodenal  ulcer* 


^ century  or  two  ago  our  forefathers  believed  that 
the  common  cold  was  caused  by  an  excess  of  evil 
humors.  Today  we  regard  these  baleful  humors 
as  a result  of  the  cold  rather  than  its  cause.  Only  in 
the  last  ten  years  have  some  of  the  offending 
viruses  been  cultivated,  and  we  now  know  many 
others  can  be  transmitted  to  human  volunteers 
although  they  cannot  yet  be  grown  in  the  laboratory. 
Various  body  defenses  react  to  infection  by  a virus, 
and  in  the  respiratory  tract  the  lung  is  protected  by 
the  phagocytic  properties  of  the  pulmonary  alve- 
olar macrophage.^ 

Because  of  the  brief  history  and  large  proportion  of 
unidentified  viruses,  effective  prophylactic  vaccines 
have  not  yet  appeared.  A universal  antiviral  agent 
seems  even  more  remote.  Meanwhile,  these  viruses 
continue  to  produce  epidemics  of  upper  respiratory 
infection  at  seasonal  intervals,  particularly  in 
spring,  fall  and  winter,  during  which  they  propagate 
and  distribute  progeny  indiscriminately.  As  a result, 
they  are  responsible  for  significant  work  loss.  Since 
the  immunity  afforded  is  temporary,  recurrent  infec- 
tions are  common. 

This  recurrent  morbidity  in  spring  and  fall  is  shared 
by  duodenal  ulcer,  itself  a cause  of  significant  loss 
in  wages  and  medical  expense.  Thirty  years  ago 
Emery  and  Monroe  reported  1,279  recurrences  of 
peptic  ulcer  of  which  13  per  cent  could  be  attributed 


to  upper  respiratory  infection,  thus  confirming  a 
long-held  clinical  impression.^  While  the  inflam- 
mation, congestion  and  secretion  of  the  mucosa  of 
the  nasopharynx  in  the  common  cold,  and  the  hyper- 
emia and  hypersecretion  of  the  gastric  mucosa  dur- 
ing acute  exacerbation  of  a duodenal  ulcer  may  not 
be  directly  linked,  it  is  probable  that  the  miseries  of 
the  infection  are  reflected  in  the  pain  of  the  ulcer. 
The  following  case  history  illustrates  this  point. 

Case  report  A 48  year  old  white  male  executive,  suffer- 
ing from  hematemesis  and  melena  for  12  hours  was  admit- 
ted to  hospital  on  April  8,  1965.  He  gave  a history  of  duo- 
denal ulcer  proved  by  x-ray  studies  23  years  previously.  In 
the  intervening  years  he  suffered  from  typical  epigastric 
pain  occurring  two  hours  postprandially,  usually  for  two 
or  three  weeks  each  spring  and  fall.  A hospital  admission 
two  years  earlier  had  followed  hematemesis  of  moderate 
amount. 

The  present  admission  was  preceded  by  a recurrence  of 
pain  during  a period  of  unusual  business  pressure.  In  addi- 
tion he  caught  a cold  one  week  before  his  entry  to  hospital 
and  his  already  irregular  eating  habits  were  made  more  so 
by  loss  of  taste  and  appetite,  blocked  nose  and  general 
malaise.  During  the  final  36  hours  he  used  aspirin  to  re- 
lieve his  cold,  taking  2 or  3 tablets  with  a glass  of  water  on 
6 or  7 occasions.  Before  retiring  he  drank  a glass  of  hot 
toddy. 

He  awakened  about  1 a.m.  and  vomited  dark  red  blood 
and  recently  ingested  food  mixed  with  whisky.  Melena 
followed  and  he  was  transferred  to  hospital.  On  admission 
he  was  pale,  cold  and  sweating.  Apart  from  epigastric 
tenderness  and  black  stool  on  the  examining  finger  after 
rectal  examination,  his  general  physical  examination  was 
not  remarkable.  Temperature  was  normal,  pulse  was  thin 
and  thready  with  a rate  of  1 14  beats  per  minute,  and  blood 


iTormality  of  chronic  duodenal  ulcer  due  to  spastic  contrac- 
tions and  scarring. 


Typical  site  of  duodenal  ulcer  showing  anatomical  rela- 
tiotiship  to  gastroduodenal  artery  and  common  bile  duct. 


pressure  measurement  was  104/60mm.  of  mercury.  Hemoglobin  esti- 
mation was  8.6  grams  per  cent,  but  white  blood  count,  chest  x-ray  and 
urinalysis  were  within  normal  limits.  No  further  bleeding  occurred. 
After  blood  transfusions  and  a suitable  medical  regime  he  was  dismissed 
two  weeks  later  and  advised  to  return  later  for  consideration  of  surgery. 

t he  care  of  the  ulcer  patient  suffering  from  a viral  infection  of 
the  upper  respiratory  tract  is  additionally  handicapped  by  the 
local  and  constitutional  symptoms  so  produced.  Indifference 
to  food  often  makes  it  difficult  to  "feed  a cold”  even  in  a patient 
without  an  ulcer.  In  the  ulcer  patient  this  becomes  more  than 
a homily,  for  malaise  and  apathy  towards  irksome  routine 
produce  a lack  of  interest  in  adhering  to  an  ulcer  program  and 
result  in  its  eventual  failure.if  these  symptoms  are  not  relieved. 
The  absence  of  curative  treatment  for  these  viral  infections  has 
spawned  many  a strange  therapeutic  offspring  and  some  of  the 
more  generally  accepted  remedies  contain  a special  risk  for  the 
ulcer  patient. 

To  the  gastric  physiologist,  the  shot  heard  around  the  world 
was  not  fired  at  Concord  but  was  discharged  through  the  stom- 
ach of  Alexis  St.  Martin.  The  worthy  voyageur  had  a more 
than  modest  thirst  and  on  several  occasions  William  Beaumont 
observed  through  the  resulting  fistula  the  changes  of  gastritis 
which  followed  an  immoderate  ingestion  of  alcohol.®  It  is  now 
well  known  that  alcohol  stimulates  the  production  of  gastric 
juice  and  the  patient  with  an  ulcer,  even  in  remission,  should 
not  drink  alcohol  without  first  taking  food,  milk  or  antacid. 
The  use  of  various  alcoholic  remedies  for  the  common  cold  is 
to  be  strongly  discouraged  in  this  type  of  patient.  Factors  al- 
ready present  can  produce  an  acute  exacerbation  of  ulcer  symp- 
toms without  the  added  stimulus  of  alcohol. 

Headache  and  facial  pain,  sore  throat  and  generalized  aching 
are  subjective  discomforts  of  viral  infections  of  the  upper  res- 
piratory tract  or  their  complications.  Relief  from  them  is 
usually  sought  in  the  family  medicine  cabinet,  and  of  all  the 
medications  habitually  stored  there,  salicylates  are  the  most 
frequently  used.  Oral  ingestion  of  salicylates  has  produced 


I can  taste. 
Doctor! 


On  Sippy  diet  or  unrestricted 
regimen,  food  tastes  better 
to  the  patient  with  a cold 
when  you  prescribe  the  oral 
decongestant 

Triaminic®  tablets 


Each  timed-release  tablet  contains: 
Phenylpropanolamine  hydrochloride  50  mg 

Pheniramine  maleate  25  mg 

Pyrilamine  maleate  25  mg 


One  tablet  on  arising,  in  midafternoon  and  a1 
bedtime  assures  round-the-clock  relief.  Yol 
may  occasionally  encounter  these  side  effects 
drowsiness,  blurred  vision,  cardiac  palpitations 
flushing,  dizziness,  nervousness  or  gastrointes 
tinal  upsets.  Precautions:  the  possibility  o1 
drowsiness  should  be  considered  by  patients 
engaged  in  mechanical  operations  requiring 
alertness.  Use  with  caution  in  patients  with  hy 
pertension,  heart  disease,  diabetes,  orthyrotox 
icosis. 

(Advertisement, 


substernal  pyrosis  and  some- 
i""1  : ' ' times  epigastric  pain  in  sus- 

ceptible  individuals.  Bleed- 
ing from  erosions  of  the 
gastric  mucosa  has  followed 
their  use  and  has  been  severe 
enough  in  some  instances  to  cause  hematemesis  and 
melena.^  It  has  been  suggested  that  interference 
with  the  protective  mucous  layer  of  the  stomach 
allows  this  to  happen.  There  is  no  evidence  that 
hypersecretion  occurs,  but  the  taking  of  aspirin  has 
been  followed  by  exacerbation  of  ulcer  symptoms 
and  occasionally  by  gastrointestinal  bleeding.®  The 
ulcer  patient  with  a cold  should  take  salicylates  with 
an  antacid,  or  preferably  other  means  of  sympto- 
matic relief  should  be  found. 


Caffeine  has  two  actions  on  gastric  secretion.  One 
directly  stimulates  production  of  acid  and  the  other 
potentiates  the  out-pouring  of  gastric  juice  as  a 
response  to  other  stimuli.®  In  high  doses  to  animals, 
it  has  produced  erosive  gastritis  and  peptic  ulcera- 
tion. Caffeine-containing  beverages  are  discouraged 
for  the  ulcer  subject  and  forbidden  during  an  acute 
exacerbation.'^  Many  cold  remedies  contain  caffeine. 


To  sufferers  from  allergic  rhinitis  springtime  brings 
symptoms  of  nasal  obstruction,  loss  of  taste  and 
smell  and  malaise  similar  to  those  caused  by  viral 
infection  but  due  instead  to  allergens  which  at  that 
time  of  year  are  principally  tree  pollens.  Relief  from 
these  symptoms  can  be  obtained,  though  not  wisely, 
oy  the  use  of  steroid  medication.  Unfortunately, 
:hronic  sufferers  from  these  allergies  have  used  this 
approach  with  varying  degrees  of  success.  Steroid 
aormones  increase  gastric  secretion  and  delay  the 
healing  of  experimental  ulcers.®'®  Clinically  their 
administration  has  been  associated  with  reactivation 
af  healed  duodenal  ulcers,  and  with  bleeding  and 
perforation  which  were  not  always  preceded  by 
epical  ulcer  distress.  Because  of  these  harmful 
effects,  their  use  in  the  ulcer  patient  is  best  avoided 
for  other  than  serious  medical  problems  and  then 
Dnly  with  adequate  antacid  coverage. 


\ 

lumming  up  It  is  immaterial  by  which  pathways 
he  malaise  and  lassitude,  depression  and  irritability 
ictivate  an  ulcer,  but  it  is  the  physician’s  responsi- 
pility  to  ensure  that  the  medications  he  selects  to 
elieve  the  symptoms  of  a cold  do  not  further  aggra- 
vate the  ulcer. 
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for  seasonal  colds 
and  nasal  allergies 

Triaminic^  syrup 


Each  teaspoonful  (5  ml.)  contains: 

Phenylpropanolamine  hydrochloride  12.5  mg. 

Pheniramine  maleate 6.25  mg. 

Pyrilamine  maleate  6.25  mg. 


For  nasal  congestion  regardless  of  cause,  you  can  bring 
quick,  lasting  relief.  Magic?  Perhaps  so  to  your  little  patients. 
To  you,  it's  sound  therapy.  You  may  occasionally  encounter 
these  side  effects:  drowsiness,  blurred  vision,  cardiac  palpi- 
tations, flushing,  dizziness,  nervousness  or  gastrointesti- 
nal upsets.  Precautions:  the  possibility  of  drowsiness  should 
be  considered  by  patients  engaged  in  mechanical  operations 
requiring  alertness.  Use  with  caution  in  patients  with  hyper- 
tension, heart  disease,  diabetes,  or  thyrotoxicosis. 

Over  185  million  doses  prescribed  


(Advertisement) 


The  human  spine  is  not  engineered  for 
prolonged  sitting  at  desks,  pianos,  type- 
writers and  drafting  boards.  The  stresses 
set  up  by  the  heavy,  forward-tilted  head 
and  trunk,  balanced  precariously  on  an 
insufficient  base,  result  in  strain  of  the 
dorsal  musculature,  particularly  at  the 
low  lumibar  level. 


The  unusual  nnuscle-relaxant  and  anal- 
gesic properties  of  'Soma'  make  it  espe- 
cially useful  in  the  treatment  of  low  back 
sprains  and  strains.  ‘Soma’  is  widely 
prescribed  □ to  relieve  pain  □ to  relax 
muscles  □ to  restore  mobility. 

Indications:  ‘Soma’  is  useful  for  management  of 
muscle  spasm,  pain,  and  stiffness  in  a variety  of 
inflammatory,  traumatic,  and  degenerative  muscu- 
loskeletal conditions.  It  also  may  act  to  normalize 
motor  activity  in  certain  neurologic  disturbances. 


Contraindications:  Allergic  or  idiosyncratic  reac-  - 
tions  to  carisoprodol.  , | 

Precautions:  ‘Soma’,  like  other  central  nervous  '3 
system  depressants,  should  be  used  with  caution  ,( 
in  patients  with  known  propensity  for  taking  ex-,,.|S 
cessive  quantities  of  drugs  and  in  patients  with  • i; 
known  sensitivity  to  compounds  of  similar  chemi-  ! 
cal  structure,  e.g.,  meprobamate.  . 

Side  Effects:  The  only  side  effect  reported  with  any  ! 
frequency  is  sleepiness,  usually  on  higher  than  ■ f 
recommended  doses.  An  occasional  patient  may 
not  tolerate  carisoprodol  because  of  an  individual 
reaction,  such  as  a sensation  of  weakness.  Other 
rarely  observed  reactions  have  included  dizziness, , : 
ataxia,  tremor,  agitation,  irritability,  headache,  in-  j. 
crease  in  eosinophil  count,  flushing  of  face,  and  L 
gastrointestinal  symptoms. 

One  instance  each  of  pancytopenia  and  leuko- 
penia, occurring  when  carisoprodol  was  admin- 
istered with  other  drugs,  has  been  reported,  as  has 
an  instance  of  fixed  drug  eruption  with  carisoprodol 
and  subsequent  cross  reaction  to  meprobamate. 
Rare  allergic  reactions,  usually  mild,  have  included 
one  case  each  of  anaphylactoid  reaction  with  mild 
shock  and  angioneurotic  edema  with  respiratory 
difficulty,  both  reversed  with  appropriate  therapy. 

In  cases  of  allergic  or  hypersensitivity  reactions, 
carisoprodol  should  be  discontinued  and  appropri- 
ate therapy  initiated.  Suicidal  attempts  may  pro- 
duce coma  and/or  mild  shock  and  respiratory 
depression. 

Dosage:  Usual  adult  dose  is  one  350  mg.  tablet 
three  times  daily  and  at  bedtime. 

Supplied:  Two  Strengths:  350  mg.  white  tablets 
and  250  mg.  orange,  two-piece  capsules. 

Before  prescribing,  consult  package  circular. 


for  the  relief 
of  low  back 
sprains  and  strains 

SOMA 

(CARISOPRODOL/ 


r.T,  Wallace  Laboratories,  Cranbury,  N.J. 
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incisive 


A good  way  to  describe  ‘Stelazine’. 
It’s  different  from  the  tranquilizers 
that  sedate  and  dull  your  anxious 
patients.  Its  antianxiety  effect  is 
direct.  On  ‘Stelazine’,  your  patients 
can  be  calmed  yet  remain  alert. 


And  ‘Stelazine’  offers  additional  bene- 
fits. Dependence  has  not  been  re- 
ported. At  low  doses,  side  effects  are 
minimal.  Its  b.i.d.  dosage  is  con- 
venient and  economical. 


Stelazine® 

brand  of  trifluoperazine 


Indications:  Symptoms  of  excessive  anxiety. 
Contraindicated  in  comatose  or  greatly  de- 
pressed states  due  to  CNS  depressants  and 
in  cases  of  existing  blood  dyscrasias,  bone 
marrow  depression  and  pre-existing  liver 
damage.  Principal  side  effects,  usually  dose 
related,  may  include  mild  skin  reaction,  dry 
mouth,  insomnia,  fatigue,  drowsiness,  dizzi- 


ness and  neuromuscular  (extrapyramidal) 
reactions.  Muscular  weakness,  anorexia,  rash, 
lactation  and  blurred  vision  may  also  be  ob- 
served. Blood  dyscrasias  and  jaundice  have 
been  extremely  rare.  Use  with  caution  in 
patients  with  impaired  cardiovascular  sys- 
tems. Before  prescribing,  see  SK&F  product 
Prescribing  Information. 


Smith  Kline  & French  Laboratories,  Philadelphia 


May  1966 


The  Journal  c 


Night  Leg  Cramps... 

Frequent  Bedfellow  in  Diabetes,ArthritiS/ 
and  Peripheral  Vascular  Disorders* 


"Nocturnal  cramps  occurring  in  the  calf  muscles  "...  nocturnal  cramps  may  be  the  presenting  symp- 

and  small  muscles  of  the  feet  have  been  encoun-  toms  of  patients  with  arteriosclerosis  obliterans,  deep 

tered  in  a significant  number  of  diabetic  patients."’  thrombophlebitis,  varicose  veins,  osteoarthritis..."* 


now. ••specific  therapy  for  night  leg  cramps 


Consistently  effective,  QUINAMM  provided  com- 
plete relief  in  94%  of  200  patients  studied,  many 
of  whom  were  severe  cases  refractory  to  other 
medication.*  Your  prescription  for  one  tablet  at 
bedtime  often  controls  painful  night  cramps  with 
the  initial  dose  . . . helps  restore  restful  sleep. 


QUINAMM  Prescribing  Information:  Composition:  quinine 
sulfate  250  mg.  and  aminophylline  200  mg.  per  tablet.  Pre- 
cautions: aminophy Mine  may  produce  intestinal  cramps  in  some 
instances,  and  quinine  may  produce  symptoms  of  cinchonism 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Dis- 
continue if  ringing  in  the  ears,  deafness,  skin  rash  or  visual 
disturbances  occur.  Since  Quinamm  contains  quinine  sulfate,  cau- 
tion should  be  observed  regarding  administration  during  preg- 
nancy. Dosage:  1 tablet  three  or  four  times  daily.  For  nocturnal 
leg  cromps,  1 tablet  on  retiring. 

References:  1.  Shuman,  C.:  Am.  J.  Med.  Sci.,  225:54,  1953.  2. 
Perchuck,  E.,  et  al.:  Angiology,  12:102,  1961.  3.  Rawls,  W.,  et  al.: 
Med.  Times,  87:818,  1959. 
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too  young 
to  be  so  tired. 


revive  interest...restore  aetivity 
promptly  with 


Alertonic 


Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15%;  pipradrol  hydro- 
chloride, 2 mg.;  thiamine  hydrochloride  (vitamin  Bj)  (10  MDR*),  10  mg.; 
riboflavin  (vitamin  Bo)  (4  MDR),  5 mg.;  pyridoxine  hydrochloride  (vitamin 
B(i),  1 mg.;  niacinamide  (5  MDR),  50  mg.;  cholinet,  100  mg.;  inositoD, 
100  mg.;  calcium  glycerophosphate,  100  mg.  (supplies  2%  MDR  for  calcium 
and  for  phosphorus)  and  1 mg.  each  of  the  following:  cobalt  (as  chloride), 
manganese  (as  sulfate),  magnesium  (as  acetate),  zinc  (as  acetate),  and 
molybdenum  (as  ammonium  molybdate). 

♦Multiple  of  adult  Minimum  Daily  Requirement  supplied. 

tThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 


the  need  for  a tonic  hnowvs  no  aye 

Life  can  begin  at  forty— except  when  functional  fatigue 
causes  her  to  feel  tired  all  the  time;  to  start  losing  interest 
in  friends  and  surroundings;  to  look  and  act  older  than 
her  years.  Alertonic— a prescription  tonic— can  help  your 
patient  become  her  normal  self  again.  Alertonic  helps  re- 
lieve mild  depression,  revive  interest  and  restore  purpose- 
ful activity  promptly. . .with  a formula  that  is  efficient  and 
economical.  Alertonic  contains  a mild  central  stimulant 
(pipradrol  hydrochloride),  15%  alcohol,  essential  vita- 
mins and  minerals.  No  hormones  or  MAO-inhibiting 
drugs  are  included.  No  iron.  No  iodine.  One  pleasant- 
tasting  tablespoonful  before  each  meal  comprises  the 
usual  daily  dose. 


Indications:  1.  Functional  fatigue  such  as  that  often  associated  with:  a 
depressing  life  experience  or  stressful  time  of  life;  advancing  years;  con- 
valescence; limited  activity  or  confinement.  2.  Poor  appetite  and  vitamin- 
mineral  deficiency  as  they  occur  in:  patients  having  faulty  eating  habits; 
geriatric  patients  who  are  losing  interest  in  food;  patients  convalescing 
from  debilitating  illness  or  surgery. 

Contraindications:  As  with  other  drugs  with  CNS-stimulating  action, 
Alertonic  is  contraindicated  in  hyperactive,  agitated  or  severely  anxious 
patients  and  in  chorea  or  obsessive-compulsive  states. 

Side  Effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
■ are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs 
should  be  observed  carefully  in  the  initial  stages  of  treatment. 
Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to  2 
teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be 
taken  three  times  daily  30  minutes  before  meals. 
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host  resistance? 

Consider  the 
“extra”  antibacterial 
activity 
of  Ilosone* 

Occasionally,  therapeutic  failure  is 
due  to  the  patient’s  inability  to 
mobilize  his  defenses  sufficiently  to 
overcome  infection.  Typical  of  this 
is  the  debilitated  patient,  the 
premature  infant,  or  the  diabetic. 

It  is  in  these  patients  that  the  high 
levels  of  antimicrobial  activity  of 
Ilosone  are  especially  useful.  Ilosone 
has  demonstrated  antibacterial  levels 
two  to  four  times  those  of  erythro- 
mycin base  or  stearate.  Furthermore, 
it  attains  them  earlier  and  maintains 
them  longer.  Even  the  presence  of 
food  does  not  appear  to  affect  the 
activity  of  Ilosone. 


Contraindications:  Ilosone  is  contraindicated  in 
patients  with  a known  history  of  sensitivity  to  this 
drug  and  in  those  with  preexisting  liver  disease 
or  dysfunction. 

Side-Effects:  Even  though  Ilosone  is  the  most 
active  oral  form  of  erythromycin,  the  incidence  of 
side-effects  is  low.  Infrequent  cases  of  drug  idio- 
syncrasy, manifested  by  a form  of  intrahepatic 
cholestatic  jaundice,  have  been  reported.  There 
have  been  no  known  fatal  or  definite  residual  ef- 
fects. Gastro-intestinal  disturbances  not  associ- 
ated with  hepatic  effects  are  observed  in  a small 
proportion  of  patients  as  a result  of  a local  stimu- 
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Catheters,  Bacteriuria  and  Pyelonephritist 

Richard  Chute,  M.D.* * 

Boston,  Mass. 


Many  kidneys  showing  the  morphologic 
picture  of  what  was  thought  to  be  char- 
acteristic of  chronic  pyelonephritis  due 
to  bacterial  infection  are  now  considered 
to  represent  chronic  interstitial  nephritis 
not  due  to  bacterial  infection. 

For  the  title  of  this  presentation  I have 
chosen  “Catheters,  Bacteriuria  and  Pye- 
lonephritis”. This  proves  that  I am  either 
a very  brave  man  or  a very  rash  one,  as 
there  are  few  subjects  in  contemporary  medi- 
cine about  which  so  much  has  been  written 
and  about  which  there  has  been  so  much  de- 
bate as  chronic  pyelonephritis.  In  very  recent 
years  there  have  been  some  important  de- 
velopments which  have  altered  the  thinking 
in  this  field,  and  which  I would  like  to  touch 
upon  in  this  presentation. 

Some  years  ago,  my  fellow  Bostonian,  Doc- 
tor Kass  and  coauthors,  as  a result  of  his 
investigations  of  bacteriuria,  reported^  that 
a bacterial  count  of  at  least  100,000  bacteria 
per  milliliter  of  bladder  urine  indicated  a sig- 
nificant urinary  infection,  whereas  a lower 
count  meant  contamination  rather  than  a true 
infection.  This  figure  has  been  generally  ac- 
cepted. 

Doctor  Kass  reported  that  the  morphological 
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picture  traditionally  signifying  chronic  pyelone- 
phritis had  been  found  in  17  of  100  consecu- 
tive autopsies.  Of  these  17  patients,  14  had 
bacteriuria  of  more  than  100,000  per  millili- 
ter, while  3 showed  no  bacteriuria,  which  was 
a little  puzzling.  Another  point  of  interest  was 
that  in  these  17  patients  showing  the  tradi- 
tional microscopic  picture  of  chronic  pyelone- 
phritis, a urinary  infection  had  never  been 
diagnosed  clinically  in  12  or  70  per  cent  of 
them.  Kass  explained  this  on  the  assumption 
that  chronic  pyelonephritis  could  be  alive 
without  giving  the  classical  symptoms  of  fever, 
flank  pain  and  dysuria,  and  that  it  could  be- 
come a chronic  infection,  smoldering  along 
and  giving  no  noticeable  symptoms,  so  that 
the  diagnosis  might  be  often  missed.  Another 
puzzling  thing  was  that,  in  these  100  autopsies, 
while  40  patients  had  bacteriuria  of  100,000 
or  more,  only  one-third  of  the  forty  showed 
microscopic  pyelonephritis.  Despite  these  var- 
ious unexplained  discrepancies,  Kass  came  to 
the  conclusion  that  one-third  of  patients  with 
bacteriuria  of  100,000  or  more  also  had  as- 
sociated chronic  pyelonephritis.  He  admitted 
that,  while  there  was  no  direct  evidence  that 
an  infection  in  the  bladder  usually  ascended 
to  the  kidney  and  caused  pyelonephritis,  he 
could  not  help  but  believe  that  this  did  occur. 
He  also  recognized,  as  has  been  known  by 
urologists  for  a long  time,  that  obstruction  and 
resulting  stasis  in  the  urinary  tract,  foreign 
bodies  and  calculi,  not  only  predispose  to  the 
development  of  infection,  but  also  interfere  with 
its  eradication,  so  that  it  may  become  chronic. 

Among  the  various  causes  of  urinary  tract 
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infection,  which  Kass  felt  frequently  led  to 
chronic  pyelonephritis,  were  urethral  instru- 
ments such  as  catheters,  and  especially  inly- 
ing catheters.  He  found  that  the  placing  of 
an  inlying  catheter  was  very  soon  followed  by 
an  infection  of  the  bladder  — and  within  96 
hours  in  95  per  cent  of  patients.  The  infection 
occurred  despite  the  administration  of  potent 
urinary  antiseptics,  which  were  powerless  to 
prevent  the  occurrence  of  the  infection.  Doc- 
tor Beeson-  of  Yale  joined  Kass  in  publicizing 
the  catheter  as  a pathway  by  which  infection 
entered  the  urinary  tract,  and  agreed  with 
him  that,  in  a high  percentage  of  cases  this 
infection  ascended  from  the  bladder  to  involve 
the  kidneys  where  it  frequently  became  estab- 
lished. Once  established,  they  agreed  that  it 
was  apt  to  become  almost  impossible  to  eradi- 
cate, and  often  went  on  to  serious  incurable 
chronic  pyelonephritis. 

Therefore,  as  a result  of  the  writing  of 
Doctors  Kass,  Beeson  and  others,  the  cathe- 
ter, traditionally  hailed  as  a bringer  of  relief 
to  suffering  mankind,  has  been  under  a cloud 
in  recent  years,  and  we  urologists  have  often 
been  criticized  for  using  it  too  freely.  However, 
not  only  does  the  urologist  have  to  use  a 
catheter  in  connection  with  prostatic  and  blad- 
der surgery,  but  there  are  also  many  occasions 
when  the  general  surgeon,  the  gynecologist, 
the  neurosurgeon,  the  orthopedists  — and 
sometimes  the  internist — find  it  necessary 
to  use  a catheter.  For  this  reason,  I have 
become  interested  in  this  problem,  and  have 
gathered  some  evidence  showing  that  the  plac- 
ing of  a catheter  is  seldom  the  “kiss  of  death”. 
In  my  opinion.  Doctor  Kass’  and  Beeson’s 
greatest  contribution  was  to  call  attention  to 
the  great  frequency  with  which  patients  with 
inlying  catheters  contracted  bladder  infections. 
However,  the  evidence  will  show  that  they 
greatly  overestimated  the  frequency  with  which 
infections  in  the  bladder  ascended  to  involve 
the  kidney  and  cause  serious  chronic  pyelone- 
phritis. Nevertheless,  their  writings  and  opin- 
ions have  become  accepted  by  much  of  the 
medical  world. 

Inlying  Vs.  Intermittent 

However,  the  urologists  from  their  exten- 
sive experience  with  patients  on  inlying  cathe- 
ter drainage,  knew  that,  although  such  patients 
practically  always  get  an  infection  of  the  blad- 
der urine,  if  obstruction  and  stasis  and  stone 


are  remedied,  and  the  patient  is  given  the 
appropriate  therapy,  the  urinary  infection 
eventually  disappears,  and  the  patients  seldom 
develop  pyelonephritis. 

If  catheterization  is  necessary  for  more 
than  two  days,  an  inlying  catheter  is  preferable 
to  intermittent  catheterizations.  Intermittent 
catheterizations  are  impractical  as  they  do  not 
supply  really  free  urinary  drainage,  and  the 
urethra  is  apt  to  soon  become  inflamed  and 
often  difficult  to  catheterize,  and  it  has  been 
found  that  bladder  infection  follows  a series  of 
intermittent  catheterizations  as  surely  as  it  ap- 
pears with  an  inlying  catheter.  Furthermore, 
and  I consider  this  to  be  very  important,  in 
a patient  who  is  being  catheterized  intermit- 
tently, once  the  urine  has  become  infected  if, 
for  any  reason,  the  patient  is  not  catheterized 
in  time  and  his  bladder  becomes  over-distended 
(and  sooner  or  later  this  is  very  apt  to  happen) 
he  will  very  probably  have  an  attack  of  acute 
ascending  pyelonephritis  with  a high  fever, 
flank  pain,  and  bacteremia.  He  will  get  quite 
sick  from  this  and,  especially  if  he  is  aged 
and  frail,  it  may  take  him  a long  time  to 
recover  and  sometimes  he  will  not  recover.  I 
have  seen  this  happen  a good  many  times  in 
recent  years  since  the  use  of  inlying  catheters 
became  so  abhorrent  to  the  medical  profes- 
sion. In  such  a case,  in  my  opinion  and  that 
of  those  of  my  urological  colleagues  with  whom 
I have  talked  about  this  matter,  the  use  of  an 
inlying  catheter  which  will  provide  free  drain- 
age at  all  times,  even  though  it  introduces  a 
bladder  infection,  is  far  preferable  to  intermit- 
tent catheterization  which  also  introduces  a 
bladder  infection  but  does  not  furnish  constant 
free  drainage  and  usually  ends  up  with  an 
episode  of  acute  obstruction  followed  by  a case 
of  fulminating  acute  pyelonephritis,  dangerous 
to  the  patient  especially  if  he  is  old  and  frail. 

Does  Infection  Become  Incurable? 

As  regards  the  proposition  that  once  the 
bladder  becomes  infected  the  infection  will 
probably  ascend  to  the  kidney  where  it  will 
probably  cause  a chronic,  perhaps  incurable, 
pyelonephritis,  let  me  adduce  the  following 
evidence. 

Clarke,^  the  former  director  of  urology  at 
Tufts  Medical  School,  and  his  co-worker, 
Joress,  made  careful  cultures  of  the  bladder 
urines  of  78  patients  who  had  had  various 
bladder  operations  from  three  months  to  five 
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and  a half  years  previously.  All  of  these  had 
had  indwelling  catheters  for  from  two  to  seven 
days  after  operation.  Bearing  in  mind  Kass’s 
findings  that  after  twenty-four  hours  50  per 
cent  of  patients  with  inlying  catheters  acquired 
an  infection  of  the  bladder,  and  after  four  days 
almost  100  per  cent  did,  it  seems  probable 
that  most  of  these  patients  acquired  a bladder 
infection  at  the  time  of  their  surgery.  In  their 
follow-up,  Clarke  and  Joress  found  that  26 
patients  had  sterile  bladder  urine,  and  another 
51  showed  less  than  1000  bacteria  per  milli- 
liter (considered  definitely  not  significant  by 
Kass)  and  only  one  of  these  78  patients 
showed  definitely  significant  infection  re- 
maining. Clarke  felt  that  the  low  incidence  of 
persistent  bacteriuria  was  due  to  operative  re- 
moval of  obstructions,  stasis  and  calculi,  plus 
persistent  follow-up  with  adequate  and  appro- 
priate treatment  of  the  infection  until  it  had 
been  eradicated. 

Durham,  Shooter  and  Curwen  of  St.  Bar- 
tholomew’s Hospital  in  London  reported  that 
90  out  of  102  women  undergoing  vaginal  re- 
pair operations  in  1953  developed  urinary  in- 
fections ascribed  mostly  to  inlying  catheters 
but  also  to  repeated  catheterizations.  Of  these 
90  patients  82  received  treatment  at  the  time, 
and  73  of  these  patients  had  had  at  least  one 
sterile  urine  culture  on  discharge.  This  left 
17  of  the  90  originally  infected  patients  who 
were  known  to  be  infected  on  discharge  in 
1953.  Nine  years  later  two  of  the  same  authors, 
Curwen  and  Shooter,  with  Cattell  and  Williams 
of  the  same  hospital,  checked*  on  all  but  three 
of  these  original  102  patients  regarding  the 
status  of  their  urinary  tracts.  They  re-examined 
71  of  the  patients  as  to  urinary  culture,  blood 
urea  nitrogen,  serum  creatinine  and  blood  pres- 
sure. Seventeen  other  patients  were  reported  by 
their  own  doctors,  and  ten  were  known  to  be 
dead.  Of  these  ten,  two  each  died  of  fractured 
skull,  myocardial  infarction,  congestive  heart 
failure,  with  sterile  urine  and  no  rise  in  blood 
pressure,  and  of  cerebrovascular  accident.  One 
died  of  carcinoma  of  the  breast,  and  one  of 
diabetes  and  nepthosclerosis. 

One  case,  known  to  have  calculi  before  her 
vaginal  operation  and  to  have  infection  on  dis- 
charge, still  had  the  calculi  and  the  infection, 
but  had  developed  no  signs  of  renal  failure 
or  hypertension,  three  other  cases  uninfected 
on  discharge,  were  found  to  have  infection, 
but  also  no  signs  of  renal  failure  or  hyper- 
tension. These  authors  came  to  the  conclusion 


that,  “This  survey  has  not  shown  any  example 
of  a patient  suffering  from  chronic  or  recur- 
rent infection  of  the  urinary  tract  with  pro- 
gressive renal  damage  as  a result  of  catheter- 
induced  urinary  infection  some  nine  years  be- 
fore. In  catheter-induced  infections  in  wom- 
en, usually  patients  are  able  to  eliminate  the 
organisms  responsible.  To  get  the  infection  es- 
tablished some  factor  such  as  local  obstructing 
abnormality  of  the  urinary  tract  or  diabetes 
must  be  necessary.  From  this  study  it  appears 
that  if  an  infection  occurs  and  is  treated,  the 
majority  of  patients  are  unlikely  to  suffer 
permanent  renal  damage.” 

Does  Infection  Ascend? 

Another  piece  of  evidence  was  given  by 
Morales  and  Tsou^  at  New  York  University 
who  studied  the  bacteria  in  the  bladder  urine 
and  in  the  urine  from  the  kidneys  of  10  para- 
plegic patients,  all  of  whom  had  been  on 
prolonged  inlying  catheter  drainage  at  one 
time  and  had  had  proven  bladder  infection. 
Five  patients  were  still  on  inlying  catheters, 
and  five  had  achieved  voiding  and  were  with- 
out catheters.  Two  of  the  patients  who  had 
achieved  voiding  had  sterile  bladder  and  kid- 
ney urine.  Of  the  remaining  eight  patients 
( five  with  inlying  catheters  and  three  without ) , 
all  of  whom  had  a bacterial  count  of  from  1 
million  to  200  million  per  milliliter  of  bladder 
urine,  five  had  sterile  urine  from  their  kid- 
neys, two  had  bacterial  counts  of  less  than 
73,000  on  their  kidney  urine  (classified  by 
Kass  as  contamination  and  not  significant  of  a 
true  infection)  and  only  one  had  a high  bac- 
terial count  on  the  kidney  urine.  Thus,  these 
different  authors  have  shown  that:  1,  chronic 
bladder  bacteriuria  usually  does  not  ascend  to 
involve  the  kidneys,  and  2,  that  with  com- 
plicating factors  remedied,  and  with  proper 
treatment,  bladder  infections  can  be  eradicated 
in  most  cases. 

My  former  associate.  Doctor  Leonard  Zin- 
man,*’  studied  12  patients  with  weU-docu- 
mented  bladder  bacilluria  which  had  been 
known  to  be  present  for  at  least  two  years  in 
every  case.  Intravenous  urography  and  blood 
urea  nitrogen  levels  were  normal  on  all  of  these 
patients.  Specimens  of  kidney  urine  (bilateral 
in  six  cases  and  unilateral  in  six  cases)  were 
obtained  for  culture  from  these  12  patients 
either  by  direct  needle  aspiration  of  the  renal 
pelvis  through  the  flank  or  at  operation.  In 
nine  of  these  patients,  known  to  have  chronic- 
ally infected  bladder  urine,  no  growth  of  bac- 
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teria  was  obtained  from  the  urine  from  their 
kidneys. 

The  message  that  one  gets  from  all  these 
reports  is  that  unless  they  have  obstruction  or 
stone,  and  sometimes  even  when  they  are  not 
treated  thoroughly,  most  of  the  patients  with 
acquired  bacteriuria  do  not  go  on  to  serious 
chronic  pyelonephritis  but  eventually  achieve 
sterile  urine.  This  also  corroborates  the  clinical 
impression  which  a urologist  gets  in  the  follow- 
up clinic  where  one  notes  that  a high  per- 
centage of  those  who  acquired  a bladder  urine 
infection  at  the  time  of  their  bladder  or  prostate 
surgery  (and  have  been  treated  for  it)  have  a 
clear  urine  after  some  months. 

George  Gee  Jackson'  and  co-workers  of 
the  University  of  Illinois  reported  that  of  33 
renal  biopsies  which  showed  chronic  pyelone- 
phritis morphologically,  only  30  per  cent  had 
positive  bacterial  cultures.  They  also  reported 
that  in  another  series  of  16  renal  biopsies 
from  patients  with  infected  bladder  urine,  only 
four  (25  per  cent)  showed  renal  infection. 
Of  the  other  12  biopsies  which  gave  a nega- 
tive culture,  all  but  one  showed  the  tubular  or 
inflammatory  tissue  changes  traditionally  sup- 
posed to  be  characteristic  of  pyelonephritis. 
Jacobson  and  Newman®  of  George  Washing- 
ton University  had  similar  results.  Of  63  renal 
biopsies,  26  showed  morphologic  changes  con- 
sistent with  pyelonephritis,  but  bacteria  were 
found  in  only  two  of  these  26.  These  findings 
indicate  that  there  is  little  evidence  to  support 
the  traditional  concept  that  only  bacterial  in- 
fection can  cause  the  inflammatory  changes  in 
the  renal  parenchyma  to  give  the  morphologi- 
cal picture  of  what  has  been  considered  pye- 
lonephritis since  the  days  of  Longcope’s  paper 
in  1933.  This  raises  the  question  as  to  just 
what  is  the  nature  of  the  process  that  causes 
these  inflammatory  and  interstitial  changes 
noted  in  the  kidney? 

Etiology  Not  Always  Bacterial 

Kleeman  and  Freedman,®  at  the  beginning 
of  what  I consider  a very  significant  paper 
state,  “Although  pyelonephritis  has  been  de- 
fined as  the  pathologic  alterations  (in  the  kid- 
ney) which  occur  subsequent  to  the  multiplica- 
tion of  pathogenic  bacteria,  patients  with  this 
diagnosis  commonly  do  not  give  a history  of 
urinary-tract  infection  and  may  have  urine 
cultures  that  are  repeatedly  sterile.  In  addi- 
tion, since  these  pathologic  alterations  may  be 


found  in  kidneys  with  other  diseases,  their 
mere  presence  does  not  demonstrate  that  bac- 
teria contributed  to  their  development  . . . The 
present  study  represents  an  attempt  to  investi- 
gate the  etiologic  relation  between  clinical  uri- 
nary tract  infection  and  the  autopsy  finding 
of  chronic  pyelonephritis.” 

One  of  the  authors,  Freedman,  using  quan- 
titative bacteriologic  techniques,  had  previous- 
ly found  infections  of  the  bladder  urine  in 
clinic  patients,  in  the  absence  of  obstruction, 
to  be  ten  times  more  common  in  women  than 
in  men.  Therefore,  he  argued,  if  such  infec- 
tions of  the  bladder  urine  led  to  chronic  pye- 
lonephritis, one  would  naturally  expect  to  find 
chronic  pyelonephritis  at  autopsy,  again  in  pa- 
tients without  obstruction  or  stone,  ten  times 
as  often  in  women  as  in  men. 

Kleeman  and  Freedman  reviewed  the  pro- 
tocols and  the  microscopic  slides  of  1526 
consecutive  autopsies  at  the  Grace  New  Haven 
Hospital.  Excluding  those  cases  where  obstruc- 
tion existed,  they  found  53  cases  diagnosed 
histologically  as  pyelonephritis,  and  also  19 
cases  of  “scarred”  contracted  kidneys  with  poor 
function  and  an  elevated  N.P.N.  in  whom  the 
diagnosis  of  chronic  pyelonephritis  might  have 
been  overlooked.  Although  a history  of  pre- 
vious urinary  tract  infection  was  far  commoner 
in  women  than  in  men,  at  autopsy  these  dis- 
eases were  found  to  be  distributed  about 
equally  between  the  sexes. 

This  discrepancy  between  the  great  female 
preponderance  of  urinary  tract  infection,  and 
the  approximately  equal  sex  distribution  of 
chronic  pyelonephritis  found  at  autopsy  may 
be  explained  by  accumulated  evidence  that 
histologic  changes  quite  similar  to  those  of 
chronic  pyelonephritis  may  result  from  diseases 
other  than  bacterial  infection  of  the  kidney. 

A number  of  recent  papers  have  reported 
the  production  of  sterile  chronic  interstitial 
nephritis,  indistinguishable  morphologically 
from  chronic  bacterial  pyelonephritis,  by  a 
number  of  different  factors.  One  of  the  most 
common  of  these  is  the  long-continued  inges- 
tion of  excessive  amounts  of  analgesic  com- 
pounds containing  phenacetin  for  the  relief  of 
chronic  headache  or  the  chronic  pain  of  arth- 
ritis.’® Other  factors  producing  this  picture  are 
hypertensive  vascular  disease,  especially  ma- 
lignant hypertension,  the  arteriosclerosis  of  old 
age,  the  later  stages  of  acute  tubular  necrosis, 
obstruction  and  sterile  hydronephritis,  diabetes. 
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potassium  deficiency,  renal  ischaemia,  drug 
sensitivity  as  to  a sulfonamide,  immuno- 
logic reactions,  or  poisoning  from  a metal  such 
as  lead.  Thus  there  have  been  shown  to  occur 
a variety  of  kinds  of  injurious  processes  other 
than  chronic  bacterial  infection  whose  mor- 
phologic and  functional  consequences  cannot 
at  the  present  time  be  distinguished  from  those 
resulting  from  infection.  The  extent  to  which 
these  non-infectious  processes  contribute  to  the 
total  picture  of  so-called  “chronic  pyelone- 
phritis” is  currently  one  of  the  major  ques- 
tions in  the  field  of  renal  disease. 

In  this  connection  approximately  63  per 
cent  of  the  women  and  57  per  cent  of  the 
men  in  Kleeman  and  Freedman’s  53  cases 
of  histologic  chronic  pyelonephritis  without 
abnormality  or  obstruction  of  the  genito-uri- 
nary  tract  had  hypertension.  Also  pertinent  to 
this  discussion  was  the  fact  that  although  one- 
third  of  the  28  women  in  the  “chronic  pyelo- 
nephritis” series  had  a past  history  of  urinary 
tract  infection,  none  of  the  25  men  in  the 
series  gave  a history  of  a previous  urinary 
tract  infection,  thus  supporting  the  possibility 
of  a nonbacterial  etiology  of  the  lesions  ob- 
served. In  my  opinion,  this  paper  of  Kleeman 
and  Freedman’s  is  a very  important  one  indeed, 
as  it  raises  serious  doubts  about  the  validity  of 
the  microscopic  diagnosis  of  chronic  pyelone- 
phritis in  the  absence  of  demonstrable  bacteri- 
al infection. 

A similar  opinion  is  expressed  in  an  excel- 
lent paper^^  on  the  chronic  pyelonephritis  prob- 
lem by  Pawlowski,  Bloxdorf  and  Kimmelstiel, 
the  celebrated  professor  of  pathology  at  Mar- 
quette, who  found  the  morphological  picture 
of  so-called  chronic  pyelonephritis  in  approxi- 
mately 3 per  cent  of  nerly  4600  autopsies. 
Only  in  a relatively  small  number  of  cases 
(14)  could  chronic  pyelonephritis  be  re’ated 
directly  to  bacterial  infection  found  in  the  kid- 
ney. In  the  majority  of  cases  (112)  which 
were  morphologically  classified  as  “chronic 
pyelonephritis”,  no  correlation  between  mor- 
phology and  bacteriologic  findings  in  kidney 
and  urine  could  be  established.  The  authors 
concluded  by  stating,  “Morphologic  manifes- 
tations of  chronic  bacterial  pyelonephritis,  in- 
cluding the  presence  of  neutrophils,  are  in- 
distinguishable from  those  of  non-bacterial  in- 
terstitial nephritis.  Without  corroborative  clini- 
cal or  bacteriologic  evidence,  we  cannot  be 
certain  whether  non-bacterial  interstitial  ne- 


phritis is  a sequela  of  an  initial  bacterial  infec- 
tion or  represents  a patho-genetically  different 
disease.” 

Kimmelstiel  in  another  paper, as  a result 
of  the  careful  microscopic  examination,  tissue 
culture  and  urine  culture  of  200  kidneys  at 
autopsy,  reported,  “These  data  indicate  that 
in  the  majority  of  our  cases  morphologically 
diagnosed  as  chronic  pyelonephritis,  using 
strict  criteria,  no  bacterial  origin  could  be 
demonstrated  and  no  correlation  to  bacteriuria 
could  be  established.  In  only  a small  group 
of  cases  (7  percent)  was  it  possible  to  cor- 
relate the  histologic  findings  with  positive  cul- 
tures of  renal  tissue  and  bacteriuria.” 

In  other  words,  many  of  the  cases  which 
have  been  diagnosed  in  the  past  as  “chronic 
pyelonephritis”  were  probably  not  chronic  pye- 
lonephritis due  to  bacterial  infection,  but  were 
chronic  interstitial  nephritis  due  to  something 
else.  This  would  help  explain  Kass’s  failure  to 
find  bacteriuria  in  two-thirds  of  40  cases  of 
supposed  “chronic  pyelonephritis”  discovered 
at  autopsy.  Therefore  one  feels  that  many 
of  the  original  cases  of  Kass,  of  Beeson  and 
of  others,  supposed  by  them  to  be  “chronic 
pyelonephritis”  due  to  bacterial  infection,  but 
where  bacteria  could  not  be  found,  were  real- 
ly cases  of  chronic  interstitial  nephritis  due  to 
some  cause  other  than  bacterial  infection. 

Conclusions 

The  conclusions  to  which  I have  come  as  the 
result  of  the  evidence  I have  found  are  as 
follows : 

1.  The  use  of  the  inlying  catheter,  which 
gives  constant,  free,  obstruction-less  urinary 
drainage  is  preferable  to  repeated  intermittent 
catheterizations,  which  often  lead  to  an  attack 
of  acute  pyelonephritis. 

2.  The  use  of  the  inlying  catheter  in  the 
past  has  almost  always  led  to  an  infection  of 
the  bladder  and  bacteriuria. 

3.  Bladder  infection,  in  the  absence  of  stasis 
due  to  obstruction,  or  stone,  usually  does  not 
ascend  to  cause  infection  of  the  kidneys  and 
therefore  the  finding  of  bacteria  in  the  bladder 
urine  does  not  usually  signify  a renal  infec- 
tion. 

4.  Bladder  infection,  in  the  absence  of  ob- 
struction, etc.,  is  eradicated  by  the  proper 
medication  in  the  vast  majority  of  cases,  and 
sometimes  clears  up  spontaneously  without 
medication. 

(Continued  on  Page  450) 
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A Comparison  of  Intrathecal  Alcohol 

and  Phenol  t 

Rita  G.  Jacobs,  M.D.,* *  and  William  S.  Howland,  M.D.** 
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Sixty-two  patients  received  absolute  alco- 
hol or  five  per  cent  phenol  in  glycerin  in 
the  subarachnoid  space  below  T 12.  Both 
drugs  produce  effective  prolonged  pain 
relief.  Alcohol  impairs  sphincter  control 
significantly  more  often  than  phenol. 

The  cancer  patient  whose  disease  is 
too  widespread  to  be  cured  or  palliated 
by  surgery,  radiotherapy  or  chemothera- 
py can  often  benefit  from  chemical  rhizotomy . 

Since  1930,  when  Dogliotti^  administered 
absolute  alcohol  intrathecally,  and  1955  when 
Maher“  reported  the  use  of  phenol  by  the 
same  route,  there  have  been  many  reports^,^ 
of  the  use  of  these  two  drugs  for  the  relief 
of  intractable  pain.  However,  the  efficacy  and 
hazards  of  these  drugs  have  not  been  evaluated 
in  a comparable  series  of  patients.  It  is  the 
purpose  of  this  paper  to  compare  the  results 
from  absolute  alcohol  and  5 % phenol  in 
glycerin  administered  intrathecally  in  the  lum- 
bosacral region  for  the  relief  of  pain  from 
malignant  disease. 

Case  Material  and  Methods 

Sixty-two  patients  received  intrathecal 
blocks  below  the  twelfth  thoracic  nerve,  20 
with  alcohol,  38  with  phenol  and  four  with 
alcohol  once  and  phenol  once.  These  patients 
had  advanced  cancer,  were  not  responding 
to  chemo  or  radiotherapy  and  were  receiving 
narcotics  in  doses  as  high  as  750mgm.  of 
morphine  per  day.  Both  drugs  were  ad- 
ministered in  doses  of  approximately  0.5  to 
1.0ml  per  segment  to  be  blocked.  The  highest 
dose  of  alcohol  during  a single  procedure  was 


f Presented  at  the  September  21  meeting  of  the  Ken- 
tucky Society  of  Anesthesiologists  held  during  the 
1965  KM  A Annual  Meeting  in  Louisville. 

* Department  of  Anesthesiology,  Memorial  Sloan- 
Kettering  Cancer  Center,  New  York,  N.Y. 

**Chairman  of  the  department  of  anesthesiology  at 
the  Memorial  Sloan-Kettering  Cancer  Center,  New 
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3.0ml.  and  that  of  phenol  was  2.0ml.  The 
same  neural  elements  were  blocked  with  each 
drug,  namely  the  dorsal  roots  as  they  passed 
through  the  dural  sleeve  near  the  interverte- 
bral foramina. 

Results 

The  results  were  evaluated  as  follows: 

(a)  Good — When  the  patient  stated  that  the 
pain  was  completely  relieved.  This  relief  had 
to  last  for  at  least  two  weeks  or  until  death. 

(b)  Moderate — When  the  patient  stated  that 
a significant  portion  of  the  pain  was  gone 
for  at  least  two  weeks.  The  net  result  must 
be  more  activity,  or  less  potent  and  less  fre- 
quent narcotics  requirement,  or  greater  com- 
fort from  analgesics. 

(c)  Poor — When  little  or  no  relief  of  pain 
was  obtained,  or  when  relief  did  not  persist 
for  more  than  two  weeks. 

(d)  Inconclusive — When,  for  a variety  of 
reasons,  evaluation  of  pain  relief  was  not  re- 
liable. 

Most  of  the  patients  receiving  intrathecal 
blocks  had  been  receiving  narcotics,  and  psy- 
chic or  physical  dependence  on  the  drug  was 
not  unusual.  Therefore,  the  amount  of  narcotic 
required  the  first  few  days  after  the  block  was 
not  a reliable  index  of  effectiveness. 

The  results  are  reported  per  patient  rather 
than  per  block.  For  example,  if  a patient  had 
one  unsatisfactory  block  and  a second  block 
relieved  all  the  pain,  the  result  is  listed  as 
good  for  that  patient.  Table  I compares  the 
results  of  the  alcohol  and  phenol  blocks.  The 
four  patients  who  received  one  block  with 
each  drug  are  included  in  each  group.  The 
patients  with  good  and  moderately  good  relief 
of  pain  are  combined  to  calculate  the  per- 
centage of  satisfactory  results.  There  was 
satisfactory  relief  of  pain  in  12  of  the  24 
patients  (50%)  receiving  intrathecal  alcohol 
compared  to  31  of  the  42  patients  (74%)  re- 
ceiving phenol.  When  these  figures  are  ana- 
lyzed for  probability  by  the  Chi  Square  Meth- 
od, phenol  is  not  significantly  more  effective 
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Table  I 


ANATOMIC  SITE  OF  BLOCK  AND  RESULTS 


SITE  OF 

ALCOHOL  RESULTS 

PHENOL  RESULTS 

BLOCK 

Total 

Good 

Mod. 

Poor 

? 

Total 

Good 

Mod.  Poor 

0 

Thoracolumbar 

1 

1 

1 

1 

Lumbar 

7 

1 

1 

3 

2 

18 

7 

7 2 

2 

Lumbosacral 

6 

2 

3 

1 

16 

8 

2 3 

3 

Sacral 

10 

5 

2 

2 

1 

7 

3 

3 

1 

Total 

24 

9 

3 

8 

4 

42 

19 

12  5 

6 

12 

31 

12 

31 

24 

-50% 

Satisfactory 

results 

■^^=74%  Satisfactory  results 

than  alcohol  in  the  relief  of  pain.  (p<0.05) 
When  relief  of  pain  was  obtained,  it  usually 
persisted  until  death.  In  the  alcohol  group 
this  varied  from  nine  days  to  seven  and 
one  half  months,  and  in  the  phenol  from 
one  day  to  22  months.  Pain  recurred  in  four 
of  the  satisfactory  phenol  group  after  one 
month  in  two  cases  and  after  two  months  in 
two  cases.  There  were  no  recurrences  of  pain 
in  those  blocked  with  alcohol  who  had  good 
results. 

Of  the  62  patients,  22  received  more  than 
one  block.  (See  Table  II)  Eight  patients  were 
reblocked  because  of  unsatisfactory  pain  re- 
lief initially,  four  from  the  alcohol  and  four 
from  the  phenol  group.  The  second  blocks 
resulted  in  pain  relief  in  four  of  the  eight 
patients.  Twelve  patients  were  reblocked  on 
the  opposite  side  or  for  a different  area  of 
pain  or  both.  Two  of  the  four  patients  whose 
pain  recurred  were  reblocked.  No  patient  re- 
ceived a third  block  after  two  unsuccessful 
blocks. 

Complications 

Table  III  indicates  the  incidence  and  na- 
ture of  the  complications  with  the  two  drugs. 
Of  the  16  patients  who  had  intrathecal  al- 
cohol injections  in  the  area  of  sacral  nerves, 
six  had  pre-existing  sphincter  abnormalities. 
Of  the  remaining  ten,  six  (60%)  patients  de- 

Table  II 

INCIDENCE  OF  MULTIPLE  BLOCKS 

Initial  Initial 
Block  Block 
with  with 

Reason  for  Reblock'ng  AA  P/G 

Inadequate  relief  of  pain  after  first  block  4 4 

Pain  in  a different  site  from  that  initially 

blocked  7 5 

Recurrence  of  pain  after  initially  satisfactory 

relief  2 

Total  number  of  patients  blocked  more  than 

once  n 11 

Total  number  of  patients  22  40 


veloped  permanent  urinary  or  rectal  problems, 
and  one  of  these  had  both.  Of  the  23  patients 
blocked  with  phenol  in  the  sacral  region,  eight 
had  pre-existing  sphincter  abnormalities  and 
two  of  the  remaining  15  patients  (13%) 
developed  permanent  urinary  retention  after 
the  block,  one  developing  rectal  incontinence 
as  well. 

Persistent  hypesthesia  after  both  phenol  and 
alcohol  can  be  as  unpleasant  as  the  previous 
pain.  This  occurred  in  four  cases,  two  with 
alcohol  and  two  with  phenol.  An  additional 
12  cases  (5  with  alcohol,  7 with  phenol)  had 
persistent  hypesthesia  that  was  not  intense 
enough  to  be  a problem. 

In  two  (8%)  of  the  patients  blocked  with 
alcohol,  and  in  seven  (17%)  of  the  padents 
blocked  with  phenol  there  was  increased 
muscle  weakness  after  the  block.  In  one  of  the 
alcohol  cases  and  in  three  of  the  phenol  cases, 
this  muscle  weakness  was  incapacitating. 

Paresthesia,  arachnoiditis,  signs  of  spinal 
cord  transection,  and  epUeptiform  seizures  oc- 
curred separately  in  four  patients. 

The  paresthesia  developed  nine  days  after 
an  otherwise  successful  phenol  block.  The 
original  ischial  pain  was  permanently  relieved 
but  the  “burning”  in  the  patient’s  legs  was 
disabling  and  the  result  is  listed  as  poor. 
The  paresthesia  was  likely  due  to  progression 
of  tumor  but  this  was  never  proven. 

Chemical  arachnoiditis  developed  in  a 27 


Table  III 

INCIDENCE  OF  COMPLICATIONS 


Alcohol 
(24  pts.) 
Temp. 

Perm. 

Phenol 
(42  pts.) 
Temp. 

Perm. 

Urinary  retention 

1 

5 

4 

1 

Fecal  incontinence 

1 

2 

2 

Hypesthesia 

1 

7 

5 

9 

Muscle  weakness 

2 

7 

Paresthesia 

1 

1 

Arachnoiditis 

1 

Other  neurological 

2? 
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year  old  man  two  days  after  phenol  block 
and  persisted  for  two  and  one-half  weeks.  Aft- 
er discharge  he  returned  to  work  for  the  first 
time  in  several  months  and  has  persistent  re- 
lief of  pain  22  months  after  the  block. 

The  spinal  cord  damage  occurred  in  a 64 
year  old  man  with  metastatic  disease  in  his 
spinal  cord  who  was  blocked  twice  with  al- 
cohol, for  pain  on  the  left  at  an  L3-T10 
distribution  and  on  the  right  at  a T12-T9 
level.  Although  his  pain  was  relieved,  he 
gradually  developed  increasing  signs  of  as- 
cending cord  damage,  and  25  days  after  the 
block  he  had  a paraplegia  below  the  level 
of  TIO.  No  autopsy  was  performed  to  de- 
termine whether  this  was  due  to  progressive 
disease  or  to  the  block. 

One  73  year  old  man  who  had  good  relief 
of  pain  after  alcohol  block  had  two  grand 
mal  seizures  within  ten  days.  The  cause  was 
believed  to  be  cerebral  atrophy  secondary  to 
generalized  atherosclerotic  vascular  disease. 

Discussion 

Effective  relief  of  intractable  cancer  pain 
can  be  achieved  with  intrathecal  alcohol  or 
phenol. 

The  incidence  of  post  injection  sphincter 
impairment  was  the  only  significantly  different 
factor  between  the  two  drugs.  Ten  patients 
with  intact  sphincters  had  alcohol  block  of 
sacral  nerves.  Four  of  these  developed  per- 
manent urinary  retention,  one  developed 
permanent  rectal  incontinence  and  one  de- 
veloped both.  Fifteen  patients  with  intact 
sphincters  had  phenol  blocks  of  the  sacral 
nerves.  Of  these  two  had  permanent  fecal  in- 
continence, one  of  the  two  having  urinary  re- 
tention as  well.  The  advantage  of  phenol’s 


sphincter  sparing  as  compared  to  alcohol  is 
significant  when  analyzed  by  Chi  Square,  (p 
<0.02). 

A significant  factor  effecting  the  results 
from  intrathecal  blocking  agents  is  the  group 
of  patients  in  whom  the  results  cannot  be 
evaluated.  (16%  of  both  phenol  and  alcohol 
series).  In  all  of  these  patients  there  were 
signs  of  relief,  such  as  greater  activity,  or 
longer  intervals  between  doses  of  narcotics, 
and  yet  the  patient  denied  any  benefit  from 
the  block.  Because  many  patients  with  ad- 
vanced disease  become  emotionally  exhausted 
from  their  long  illness  and  look  forward  to 
the  nerve  block  as  a “cure”  for  their  disease 
the  attainment  of  pain  relief  only  is  unsatis- 
factory to  them.  The  disappointment  with  the 
limitations  of  the  block  may  result  in  a de- 
pressed or  withdrawn  patient  who  denies  any 
benefit  despite  the  lessened  requirement  for 
narcotics. 

Conclusions 

1.  Both  absolute  alcohol  and  5%  phenol  in 
glycerin  in  the  subarachnoid  space  produce 
equally  prolonged,  effective  relief  of  intract- 
able pain  in  patients  with  advanced  cancer. 

2.  When  sacral  nerves  are  blocked,  alcohol 
impairs  sphincter  functions  more  often  than 
phenol  (p<0.02). 
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Iatrogenic  Gout' 
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Actite  gouty  arthritis  may  he  produced  by 
drugs,  diets,  and  therapeutic  procedures. 
An  erroneous  diagnosis  of  gout  may  be 
made  in  rheumatic  disorders  if  too  much 
emphasis  is  placed  on  an  elevated  uric 
acid, 

Int’OiHucJicn 

Gout  is  a disorder  of  uric  acid  metab- 
olism characterized  by  hyperuricemia, 
recurrent  attacks  of  acute  painful  arth- 
ritis, and  in  the  late  stages  by  a chronic  de- 
forming arthritis  with  deposits  of  urate  in  the 
bone,  cartilage  and  soft  tissue.  It  may  occur  in 
a primary  or  secondary  form.  Primary  gout  is 
thought  to  be  an  hereditary  disorder;  a family 
history  can  be  obtained  in  about  twenty  per- 
cent of  patients.  A secondary  form  of  gout 
may  result  as  a complication  of  certain  dis- 
eases, particularly  blood  dyscrasias  such  as 
polycythemia  vera  and  chronic  myelogenous 
leukemia.  The  characteristic  feature  in  the  his- 
tory of  gout  is  that  for  many  years  the  arth- 
ritis symptoms  disappear  completely  between 
acute  episodes.  Usually  there  is  involvement 
of  a single  joint  initially  with  multiple  joint 
involvement  later.  There  is  a tendency  for  sub- 
sequent attacks  to  become  more  frequent. 
Eventually  chronic  tophaceous  gouty  arthritis 
with  multiple  joint  deformity  may  occur. 

About  95  per  cent  of  cases  occur  in  males 
and  usually  after  the  age  of  thirty-five.  When 
gout  occurs  in  women,  it  almost  always  occurs 
after  menopause.  One  should  be  most  reluctant 
to  make  the  diagnosis  of  gout  in  a menstruating 
woman. 

In  about  70  per  cent  of  patients  the  first 
attack  of  gout  involves  the  great  toe.  Other 
sites  which  are  frequently  affected  are  the  in- 
step of  the  foot,  the  heel,  the  ankle,  and  the 
knee.  The  smaller  peripheral  joints,  especially 
those  of  the  lower  extremities,  are  involved 
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far  more  often  than  the  larger  proximal  joints. 
It  is  most  unusual  to  have  involvement  of  the 
shoulders  or  hips  in  the  early  stages  of  gout. 

The  clinical  features  of  gout  permitted  this 
disease  to  be  distinguished  from  other  types 
of  arthritis  relatively  early  in  the  history  of 
medicine.  In  fact,  the  first  description  of  gout 
has  been  attributed  to  Hippocrates  in  the  fifth 
century  B.C.  Colchicine,  the  specific  remedy 
for  the  acute  attack,  has  been  used  since  the 
sixth  century  A.D.^  During  this  time  gouty 
arthritis  has  attracted  the  interest  of  historians 
of  medicine  and  chemistry  alike  since  many 
prominent  leaders  of  the  past  have  been  vic- 
tims of  this  malady. 

In  spite  of  this  long  heritage  and  awareness 
of  gout,  more  has  been  learned  about  gout 
during  the  past  decade  than  in  the  previous 
centuries.  Mechanisms  concerning  the  produc- 
tion of  the  hyperuricemic  state,  hypotheses  as 
to  the  cause  of  the  acute  episode  and  the 
action  of  colchicine,  and  measures  for  the  con- 
trol and  resorption  of  tophi  have  been  intensely 
studied  and  reported  during  the  past  ten  years. 
Perhaps,  because  gout  is  now  believed  by  many 
to  be  one  of  the  few  treatable  forms  of  arth- 
ritis, physicians  seem  somewhat  overanxious 
at  times  to  make  the  diagnosis  and  institute 
treatment.  Unfortunately,  in  many  cases  joint 
pain  plus  hyperuricemia  have  produced  col- 
chicine and  probenecid  almost  automatically. 
This  may  occur  even  if  the  initial  episode  of 
pain  occurs  in  the  shoulders,  hips,  or  spine — 
joints  which  are  rarely  affected  by  gout.  Gout 
has  also  been  noted  to  occur  following  treat- 
ment with  some  of  the  newer  drugs,  sp:"cial 
diets,  and  specific  hematologic  procedures. 
Iatrogenic  gout,  therefore,  may  occur  by: 

Producing  gout  when  it  is  not  there 

Producing  gout  with  new  drugs 

Producing  gout  by  diet 

Producing  gout  after  hematologic  proce- 
dures. 

Producing  Gout  When  it  is  not  There 

A 28-year-old  white  male  noted  the  acute 
onset  of  pain  in  the  left  shoulder  in  September 
1959.  An  X-ray  was  negative;  the  uric  acid 
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Flagyl  eliminates  the  difficulties  and  frus- 
trations that  have  long  attended  the  treat- 
ment of  trichomonal  infection. 

These  difficulties  arose  mainly  from: 

1)  the  failure  of  any  previously  known 
agent  to  destroy  the  protozoan  in  para- 
vaginal crypts  and  glands; 

2)  the  failure  of  any  previously  known 
agent  to  prevent  reinfection  by  eradicat- 
ing the  disease  in  male  consorts. 

The  introduction  of  Flagyl  removed  both 
of  these  long-standing  deficiencies.  Hun- 
dreds of  published  investigations  in  thou- 
sands of  patients  have  confirmed  the  ability 
of  Flagyl  to  cure  trichomoniasis. 

Correctly  used,  with  due  attention  to  re- 
peat courses  of  treatment  for  resistant, 
deep-seated  invasion  and  to  the  presump- 
tion of  reinfection  from  male  consorts, 
Flagyl  has  repeatedly  produced  a cure  rate 
of  up  to  100  per  cent  in  large  series  of 
patients. 

N othing  cures  trichomoniasis  like  Flagyl. 

Dosage  and  Administration 

In  women:  one  250-mg.  oral  tablet  t.i.d.  for 
ten  days.  A vaginal  insert  of  500  mg.  is  avail- 
able for  local  therapy  when  desired.  When  the 
inserts  are  used  one  vaginal  insert  should  be 
placed  high  in  the  vaginal  vault  each  day  for 
ten  days,  and  concurrently  two  oral  tablets 
should  be  taken  daily. 

In  men:  in  whom  trichomonads  have  been 
demonstrated,  one  250-mg.  oral  tablet  b.i.d. 
for  ten  days. 

Contraindications 

Pregnancy;  disease  of  the  central  nervous  sys- 
tem; evidence  or  history  of  blood  dyscrasia. 

Precautions  and  Side  Effects 

Complete  blood  cell  counts  should  be  made 
before  and  after  therapy,  especially  if  a sec- 
ond course  is  necessary. 

Infrequent  and  minor  side  effects  include: 
nausea,  unpleasant  taste,  furry  tongue,  head- 
ache, darkened  urine,  diarrhea,  dizziness,  dry- 
ness of  mouth  or  vagina,  skin  rash,  dysuria, 
depression,  insomnia,  edema.  Elimination  of 
trichomonads  may  aggravate  moniliasis. 

Dosage  Forms 

Oral— 250-mg.  tablets/Vagincd-500-mg.inserts 
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FIGURE  1. 

was  reported  as  7.6  mg.%.  He  was  treated 
with  colchicine  for  the  acute  symptoms,  and 
the  pain  subsequently  subsided.  Thereafter,  he 
took  probenecid  dady.  When  he  was  seen  in 
1963  he  had  been  asymptomatic  for  four  years. 
A repeat  X-ray  showed  calcium  in  the  soft 
tissue  of  the  left  shoulder.  The  probenecid 
was  stopped,  and  there  have  been  no  recur- 
rences. 

This  patient  was  probably  suffering  initially 
from  a non-specific  bursitis  of  the  shoulder. 

The  distribution  for  serum  urate  values  of 
940  non-gouty  males  and  60  gouty  males  is 
shown  in  Figure  1.  Both  groups  contain  a 
significant  number  of  individuals  with  serum 
urate  values  that  are  in  the  same  range.  There- 
fore, it  is  clear  that  the  separation  of  the  two 
groups,  gouty  and  non-gouty,  cannot  be  made 
on  the  basis  of  serum  urate  values  alone.  With 
this  overlapping  in  mind  the  value  of  7.0 
mg.%  which  represents  two  standard  devia- 
tions above  the  mean,  has  been  taken  as  the 
upper  limit  of  normal  for  the  enzymatic  spec- 
trophotometric  procedure.  Nevertheless,  five 
per  cent  of  normal  males  still  showed  urate 
values  in  excess  of  this  upper  limit  and  nine 
percent  of  gouty  patients  at  times  showed 
serum  urate  values  below  this  concentration. ^ 

Although  gout  represents  approximately 
five  percent  of  rheumatic  problems,  a recent 
study  showed  that  30  per  cent  of  737  rheu- 
matic patients  had  hyperuricemia.^  It  was  of 
interest  in  this  group  that  18  per  cent  of  the 
patients  with  rheumatoid  arthritis  had  hyper- 
uricemia. Confusion  between  rheumatoid  arth.- 
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ritis  and  gout  is  not  an  uncommon  clinical 
problem.  Obviously,  the  serum  urate  concen- 
tration should  not  be  the  deciding  diagnostic 
factor. 

One  might  ask  about  the  reasons  for  an 
elevated  uric  acid  in  an  individual  who  does 
not  have  renal  disease  or  a blood  dyscrasia.  In 
some  cases  these  individuals  are  relatives  of 
gouty  patients;  in  some  cases  the  hyperuricemia 
has  been  produced  by  various  drugs.  Hyper- 
uricemia occurs  in  approximately  20  per  cent 
of  the  relatives  of  gouty  individuals.^  There 
might  be  a tendency  to  treat  these  hyperuri- 
cemic  relatives  with  uricosurics.  However,  this 
is  unreasonable  considering  the  small  percent- 
age of  these  relatives  that  will  eventually  de- 
velop clinical  gout  (about  15  per  cent  will).® 

There  is  usually  ample  time  to  treat  the  hy- 
peruricemia after  the  initial  episode  of  acute 
gouty  arthritis  has  occurred.  The  hyperuri- 
cemia may  also  be  artificially  induced  by 
drugs.  Hyperuricemia  is  frequently  induced  by 
small  doses  of  salicylates  which  many  patients 
with  rheumatic  complaints  will  use  for  pain. 

The  thiazide  diuretics.  Vitamin  B12,  and  py- 
razinamide  may  do  likewise. 

I think  that  it  is  also  worth  mentioning  that 
gout  may  not  always  be  associated  with  a high 
uric  acid,  especially  with  the  first  attack.  Also 
to  be  kept  in  mind  is  a newly  described  en- 
tity called  “pseudogout”  which  may  account 
for  some  of  the  cases  of  alleged  gout  with  a 
normal  serum  urate  concentration.  “Pseudo- 
gout” or  chondrocaJcinosis  is  a syndrome  which 
closely  resembles  the  usual  attack  of  gout.® 
However,  in  this  condition  crystals  of  calcium 
pyrophosphate  rather  than  sodium  urate  are 
present  in  the  synovial  fluid  and  are  thought 
to  account  for  the  inflammatory  reaction.  This 
acute  arthritis  will  respond  to  colchicine.  An- 
other pitfall  in  the  diagnosis  of  gout  may  be 
the  use  of  the  so-called  therapeutic  trial  of 
colchicine.  Although  colchicine  is  generally 
specific  for  gout,  the  efficacy  of  colchicine 
does  not  necessarily  indicate  gout.  The  arth- 
ritis of  sarcoidosis  is  said  to  subside  with  col- 
chicine treatmest.'^  The  spontaneous  remission 
of  other  arthritides,  such  as  episodic  rheuma- 
toid arthritis  and  traumatic  arthritis,  following 
a therapeutic  test  with  colchicine  may  lead  to 
an  erroneous  diagnosis. 

The  diagnosis  of  gout  should  be  established 
in  most  cases  by  the  clinical  features  of  the 
disease.  The  demonstration  of  hyperuricemia 
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provides  biochemical  support  to  the  diagnosis. 
However,  the  only  absolute  diagnostic  test  is 
the  demonstration  of  urate  crystals  in  the  sy- 
novial fluid  or  in  a tophus. 

Producing  Gout  With  New  Drugs 

A 42-year-old  white  male  was  found  to 
have  a blood  pressure  of  270/140  in  March, 
1962.  The  hypertensive  workup  was  negative 
in  regard  to  a specific  etiology.  He  was  treated 
with  hydrochlorothiazide  and  guanethidine. 
In  September,  1963,  he  developed  acute  pain, 
swelling,  and  redness  of  the  first  metatarsal 
phalangeal  joint.  The  uric  acid  was  9.5 
mg.%. 

This  history  represents  a rather  classic  case 
of  thiazide  gout.  Hyperuricemia  was  noted 
with  the  use  of  thiazide  diuretics  in  1959,  and 
by  the  following  year  there  were  case  reports 
of  acute  gouty  arthritis  in  patients  taking 
these  drugs.’  Family  history  is  negative  for 
gout. 

It  is  now  believed  that  90  per  cent  of  blood 
uric  acid  is  filtered  at  the  glomerulus;  most 
of  this  filtered  uric  acid  is  absorbed  in  the 
proximal  tubule.  Uric  acid  is  then  secreted  in 
the  distal  tubule. ^ Thiazide  diuretics  in  the 
low  doses  ordinarily  used  block  secretion  of 
uric  acid  much  like  low  doses  of  aspirin.  The 
result  is  hyperuricemia.  The  attack  of  “thia- 
zide gout”  that  may  result  from  this  is  identi- 
cal clinically  with  an  attack  of  primary  gout. 

The  importance  of  hyperuricemia  in  the 
production  of  acute  gout  has  been  borne  out 
by  recent  studies. ^ For  many  years  it  was 


thought  that  uric  acid  was  not  involved  in  the 
pathogenesis  of  the  acute  episodes  of  joint 
pain;  recent  investigations  would  certainly 
tend  to  indicate  that  it  is.  Although  amor- 
phous sodium  urate  will  not  provoke  an  at- 
tack of  gout  when  injected  into  a joint,  it  has 
now  been  shown  that  suspensions  of  micro- 
crystalline urate  are  capable  of  producing  an 
inflammatory  response  when  injected  intra- 
articularly  into  both  gouty  and  non-gouty  in- 
dividuals. For  the  typical  acute  attack  of  gouty 
arthritis  to  develop  the  following  three  condi- 
tions must  prevail; 

1 . Crystals  of  monosodium  urate  must  be 
present  in  the  joint  tissue. 

2.  An  inflammatory  reaction  to  the  crystals 
must  develop. 

3.  The  inflammatory  reaction  must  be  propa- 
gated by  the  addition  of  more  urate  crystals 
to  the  area  of  inflammation. 

During  acute  attacks  of  spontaneous  gouty 
arthritis  as  well  as  in  patients  with  an  inflam- 
matory reaction  produced  by  the  intra-articu- 
lar  injection  of  urate  crystals,  there  is  a 
marked  increase  in  phagocytosis  of  urate 
crystals  by  leukocytes.  Inflammatory  leuko- 
cytes produce  lactic  acid;  during  phagocytosis 
an  increased  amount  of  lactic  acid  is  produced. 
The  lactic  acid  lowers  the  pH  and  results  in 
the  precipitation  of  more  uric  acid.  Thus,  the 
reaction  tends  to  be  self  perpetuating  as  shown 
in  Figure  2.  Colchicine  apparendy  inhibits  the 
phagocytosis  of  sodium  urate  crystals  by  leu- 
kocytes in  the  synovial  fluid.  Consequently, 
lactic  acid  production  is  diminished,  and  the 
cycle  is  interrupted.  Phenylbutazone  and  cor- 
tisone-like steroids  would  be  beneficial  because 
of  their  anti-inflammatory  effect.  An  attack 
of  gout  may  also  be  precipitated  by  initial 
therapy  with  uricosuric  drugs,  presumably  by 
similar  mechanisms. 

Producing  Gout  by  Diet 

A 42-year-old  white  male  was  seen  for  a 
general  examination  in  September,  1963.  His 
weight  was  242  pounds;  a low  calorie  diet 
was  prescribed.  In  November,  1963,  he  noted 
acute  pain,  redness,  and  swelling  of  the  first 
right  metatarsophalangeal  joint.  His  uric  acid 
was  10.2  mg.%. 

For  years  it  has  been  well  recognized  that 
weight  reduction  diets  and  high  fat  diets 
would  produce  acute  gouty  arthritis.  One  of 
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the  complications  of  the  so-called  starvation 
diet  has  been  the  development  of  acute  gout. 
All  of  these  diets  produce  a lactacidemia. 
This  elevation  of  blood  lactic  acid  in  addition 
to  decreasing  the  pH  produces  hyperuricemia 
by  renal  retention  of  urate.  An  increase  in 
serum  urate  concentration  ranging  from  9 to 
20  mg.%  has  been  observed  in  non-gouty 
obese  patients  as  a result  of  starvation.-  The 
hyperuricemia  and  the  hyperlactacidemia  thus 
provide  the  necessary  ingredients  for  the 
acute  attack  in  the  susceptible  patient.  The 
cause  of  the  susceptibility  is  at  present  un- 
known. Similar  conditions  may  produce  an 
attack  of  acute  gout  in  a postoperative  patient 
who  has  not  been  on  adequate  preoperative 
prophylactic  treatment  with  colchicine.  The 
common  denominator  appears  to  be  impaired 
carbohydrate  metabolism.  This  may  also  ac- 
count for  the  appearance  of  gout  in  pediatric 
patients,  particularly  those  who  have  lactic- 
acidemia  secondary  to  glycogen  storage  dis- 
ease.® 

Producing  Gout  After  Hematologic  Procedures 

A 57-year-old  white  male  was  diagnosed  as 
myeloid  metaplasia  with  myelofibrosis  in 
March,  1962.  X-ray  therapy  to  his  large  pain- 
ful spleen  was  begun  in  June,  1962.  During 
the  first  week  of  therapy  he  developed  red- 
ness, heat,  and  swelling  of  the  left  ankle,  re- 
sponsive to  colchicine.  The  uric  acid  was 
13.2  mg.%. 

There  is  a 5 per  cent  incidence  of  gout  in 
patients  with  polycythemia  vera,  myeloid  met- 
aplasia, and  chronic  myeloid  leukemia.  Gout 
associated  with  diseases  of  the  hematopoietic 
system  accounts  for  10  per  cent  of  all  clinical 
cases  of  gout.^  Acute  gout  may  be  precipitated 
by  phlebotomy,  P®-  treatment.  X-ray  treat- 
ment, nitrogen  mustard,  or  other  chemothera- 
peutic agents.  This  has  been  attributed  to  an 


acceleration  in  the  degradation  of  nucleic 
acids  with  subsequent  increase  in  serum  uric 
acid.  Gout  in  association  with  these  diseases 
has  been  termed  secondary  gout. 

The  mechanism  of  the  production  of  hyper- 
uricemia differs.^  The  hyperuricemia  of  sec- 
ondary gout  appears  to  be  the  result  of  an 
over  production  of  nucleic  acids  as  shown  in 
Figure  3.  Primary  gout  may  be  produced  by 
an  over  production  of  uric  acid  presumably 
by  a shunt  mechanism  using  the  known  pre- 
cursors glycine,  formate,  carbon  dioxide,  glu- 
tamate, and  aspartic  acid  (Figure  4).  De- 
creased renal  excretion  of  uric  acid  may  also 
be  a cause  of  primary  gout  (Figure  5).  In 
some  patients  both  mechanisms  may  be  in 
operation. 

The  difference  between  primary  gout  due 
to  over  production  and  secondary  gout  can  be 
demonstrated  by  the  pattern  by  which  isotope 
labeled  glycine  appears  in  urinary  uric  acid. 
In  primary  gout  the  isotope  appears  in  the 
urinary  uric  acid  within  a few  hours  after  ad- 
ministration and  in  greater  amounts  than  a 
normal  control.  By  contrast  a smaller  propor- 
tion of  the  isotope  from  glycine  appears  in 
the  urinary  uric  acid  in  patients  with  secondary 
gout  during  the  first  two  days.  During  subse- 
quent days,  however,  there  is  a progressive 
increase  in  the  concentration  of  the  isotope. 
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•Proposed  site  of  the  defect  leading  to  hyperuricemia. 
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These  findings  are  interpreted  as  suggesting  elevated  uric  acid.  The  uric  acid  may  be  ele- 

most  of  the  newly  synthesized  purines  were  vated  in  relatives  of  gouty  individuals  or  false- 

first  incorporated  into  nucleic  uric  acid  and  ly  elevated  by  various  drugs.  Therefore,  the 

then  subsequently  released  for  degradation  to  diagnosis  of  gout  should  be  based  mainly  on 

uric  acid  by  the  nucleic  acid  turnover.  the  clinical  features. 


Summary 

Primary  gout  although  an  inherited  disease 
of  urate  metabolism  may  have  different  etiol- 
ogies, that  is,  over-production  of  urate,  de- 
creased excretion  of  urate,  or  both.  Secondary 
gout  is  most  commonly  associated  with  blood 
dyscrasias.  Iatrogenic  gout  may  be  produced 
by  various  drugs,  diets,  and  other  therapeutic 
procedures.  The  clinical  symptoms,  nonethe- 
less, are  similar  and  distinctive  in  all  cases. 

An  erroneous  diagnosis  of  gout  may  be 
made  in  various  rheumatic  conditions  if  too 
much  emphasis  is  placed  on  an  elevated  serum 
uric  acid  or  a therapeutic  trial  of  colchicine. 
About  5 per  cent  of  normal  males  will  have  an 
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General  Anesthesia  for  Bronchographyt 

Lewis  Francis,  M.D. 

Lexington,  Ky. 


Anesthesia  for  bronchography  is  at  times 
difficult  for  both  patient  and  surgeon.  A 
method  is  described  which  permits  safe, 
pleasant  and  effective  general  anesthesia 
for  bronchography, 

Anesthesia  for  bronchography  has 
been  difficult  to  manage.  These  diffi- 
culties may  group  themselves  into:  (1) 
Those  due  to  the  patient’s  physiological  or 
psychological  make-up;  (2)  The  problems  in- 
herent in  the  technique  of  anesthesia  manage- 
ment; (3)  The  immediate  postanesthesia  peri- 
od. 

The  first  group  includes  the  cardiopulmo- 
nary cripple,  the  hyper-excitable  j>ersonality, 
the  patient  with  specific  drug  sensitivity, 
the  patient  with  excessive  pulmonary  drain- 
age, the  young  or  old,  poorly  cooperative  per- 
son and  those  having  a fear  of  any  procedure 
which  involves  the  airway.  The  problems  of 
this  group  will  be  considered  as  we  discuss 
the  second  grouping. 

The  second  group,  that  is,  those  problems 
inherent  in  anesthesia  management,  is  obvious- 
ly troublesome  as  evidenced  by  the  diversity 
of  methods  of  management  of  anesthesia  for 
bronchography. 

Technical  Problems 

Local  anesthesia  following  heavy  premedi- 
cation, whether  by  topical  or  transtracheal  in- 
stillation of  the  anesthetic  agent,  at  times  re- 
sults in  the  patient  who  is  too  lethargic  to 
maintain  adequate  gas  exchange  during  or  fol- 
lowing the  examination  or  to  cough  vigorously 
postoperatively.  There  is  always  the  real  dan- 
ger of  “caine”  drug  sensitivity,  which  has  re- 
sulted in  a number  of  fatalities  in  years  past. 
The  patient  may  not  be  able  to  cooperate 
sufficiently  to  permit  good  x-ray  pictures.  The 
apprehensive  patients  describe  the  procedure 
as  “simply  horrible”. 

General  anesthesia  has  ranged  from  open 

f Presented  at  the  September  21  meeting  of  the  Ken- 
tucky Society  of  Anesthesiologists  during  the  1965 
KM  A Annual  Meeting  in  Louisville. 
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drop  induction  and  insufflation  of  anesthetic 
vapor  through  the  bronchoscope  side  arm  to 
pentothal  induction  followed  by  curarization. 
Pulmonary  exchange  has  been  maintained  by 
means  of  chest  cuirass,  by  intermittent  closure 
of  the  bronchoscope  or  endotracheal  tube 
while  the  dye  is  being  instilled  during  x-ray 
exposure,  or  at  times  prayers  for  adequate  ex- 
change are  uttered  while  a catheter  is  slipped 
through  the  trachea  and  dye  is  instilled  while 
the  patient  is  recovering  from  anesthesia. 

Open  drop  induction  is  time  consuming,  un- 
pleasant and  frequently  is  accompanied  by 
varying  degrees  of  hypoxia  regardless  of  the 
choice  of  the  inducing  agent.  Following  induc- 
tion the  patients  frequently  awaken  too  soon. 

The  dye  may  be  so  viscid  as  to  produce  air- 
way obstruction  in  spite  of  vigorous  patient 
effort.  With  open  drop  induction,  plus  insuf- 
flation maintenance,  positive  pressure  breath- 
ing during  x-ray  exposure  is  difficult  or  im- 
possible. The  patient  with  cardiopulmonary 
limitation  is  in  jeopardy  during  the  period  of 
diminished  exchange.  The  apprehensive  patient 
greatly  dislikes  open  drop  induction.  During 
this  anesthesia  management,  x-rays  are  fre- 
quently blurred  because  of  the  excessive  chest 
motion  and  until  the  patient  coughs  up  the 
dye,  his  pulmonary  gas  exchange  is  limited. 
Semicurarization  or  chest  cuirass  artificial  res- 
piration following  intravenous  drug  induction 
is  also  likely  to  be  accompanied  by  inadequate 
gas  exchange  and  excessive  chest  motion. 

Over  the  past  few  years  we  have  adminis- 
tered general  anesthesia  to  seven  hundred  pa-  j 

tients  for  endoscopic  procedures.  Of  these,  one  ' 

hundred  and  sixty-one  have  had  bronchog-  , 

raphy.  Our  patients  have  ranged  in  age  from 
six  to  eighty  years.  We  have  found  that  the  ^ 

following  method  of  anesthesia  provides  free- 
dom from  emotional  upset,  provides  excellent 
gas  exchange,  good  control  of  secretions  and 
virtually  complete  elimination  of  dye  from  the 
pulmonary  tree  after  x-ray  exposures  are  made. 
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General  Anesthesia  for 

Author's  Method 

Adults  are  premedicated  with  a barbiturate 
“calming”  dose  plus  atropine  or  scopolamine 
sufficient  to  depress  secretion.  The  average 
dose  is  100  mgm.  of  secobarbital  or  pento- 
barbital ninety  minutes  before  examination, 
and  atropine  or  scopolamine  0.45  mgm  sixty 
minutes  before  examination.  Promethazine  is 
at  times  ordered  one  and  one-half  hours  preop. 
The  patient  is  taken  to  x-ray  where  induction 
with  pentothal  sodium  plus  succinylcholine  is 
accomplished.  The  patient  is  then  intubated 
with  a small,  long  uncuffed  endotracheal  tube 
of  sufficient  size  to  permit  controlled  respira- 
tory exchange,  while  the  bronchoscopist  in- 
serts the  bronchoscope  along  the  endotracheal 
tube,  performs  his  examination  then  suctions 
the  bronchio-pulmonary  airway,  carefully  re- 
moving all  secretions  possible.  This  step  is  vital 
to  good  x-ray  visualization.  (The  ventilating 
bronchoscope  is  very  convenient  for  this  step 
in  the  procedure.)  Following  this  rap- 
id examination  and  tracheal  toilet,  the  tra- 
cheal tube  is  removed  and  a cuffed  endo- 
tracheal tube  is  inserted.  To  this  is  attached 
a right  angle  Rovenstine-Woods  adapter.  The 
patient’s  respiration  is  now  under  complete 
control  of  the  anesthesiologist.  Anesthesia  may 
be  continued  with  any  agent  of  choice  while 
relaxation  is  produced  by  succinylcholine. 
Through  the  nipple  of  the  adapter  a catheter 
of  appropriate  size  is  threaded  down  either 
right  and  left  main  stem  bronchi  and  the  dye 
is  instilled.  The  control  of  any  leak  between 
catheter  and  fitting  is  easily  done  by  the 
anesthesiologist’s  finger  surrounding  the  junc- 
tion of  the  catheter  and  nipple.  During  x-ray 
visualization  the  anesthesiologist  may  look 
into  the  mirror  of  the  image  intensifying  fluoro- 
scope  and  apply  enough  pressure  on  the  re- 
breathing bag  to  fill  the  alveolar  sacs  to  the 
desired  degree  of  fullness.  This  avoids  “flood- 
ing” and  poor  x-ray  pictures.  The  chest  re- 
mains quiet  because  the  patient  has  been  cura- 
rized  and  x-ray  visualization  is  usually  excel- 
lent. Following  the  x-ray  exposures  the  patient 
is  permitted  to  regain  muscle  tone  while  the 
x-rays  are  being  processed.  If  the  views  are 
satisfactory  the  inhalation  agent  is  blown  off 
and  the  endotracheal  tube  is  left  in  place. 


Bronchography  — Francis 

The  patient’s  airway  is  then  suctioned  care- 
fully with  a whistle  tipped  catheter  during 
which  the  patient  must  cough  vigorously  in 
order  to  remove  the  greatest  part  of  the  con- 
trast dye.  The  patient  is  left  on  the  x-ray 
table  until  he  does  cough  vigorously.  We  have 
found  that  this  technique  results  in  removal 
of  about  ninety  percent  of  the  contrast  dye 
from  the  tracheobronchial  tree.  This  technique 
avoids  the  problem  of  operative  and  postoper- 
ative hypoxia,  which  is  a common  accompani- 
ment of  other  forms  of  management  of  this 
procedure.  The  postoperative  hypoxia  usually 
results  from  inability  of  the  patient  to  cough  up 
the  contrast  dye  (we  use  Dionosil  becuse  of  its 
excellent  contrast  and  freedom  from  drug  re- 
actions). 

The  child  too  young  to  permit  easy  veni- 
puncture is  induced  with  cyclopropane  fol- 
lowed by  venipuncture  after  the  child  is  asleep, 
then  anesthesia  is  continued  as  described 
above. 

The  complications  in  group  three,  or  those 
of  the  immediate  postoperative  period,  are 
due  to  drug  reactions,  hypoxia  or  hypercarbia 
from  mechanical  blockage  of  the  tracheo- 
bronchial tree  by  the  contrast  medium  or  ex- 
cessive respiratory  depression  accompanying 
the  anesthesia.  The  technique  described  above 
obviates  these  problems. 

We  have  had  no  deaths  or  complications. 
We  have  had  an  occasional  patient  who  re- 
quired transfer  to  the  recovery  room  with  the 
endotracheal  tube  in  place  because  we  be- 
lieved the  patient  needed  continuous  vigorous 
aspiration  of  dye  before  the  endotracheal  tube 
was  removed. 

Summary 

A method  of  general  anesthesia  for  bron- 
chography has  been  presented  which  has  the 
following  characteristics:  It  permits  excellent 
respiratory  exchange  during  the  examination, 
it  does  not  disturb  the  emotionally  labile  pa- 
tient, it  provides  conditions  permitting  excel- 
lent roentgenograms,  it  permits  prompt  and 
virtually  complete  removal  of  the  contrast  med- 
ium from  the  tracheobronchial  tree  and  it  has 
not  been  accompanied  by  complications. 
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CASE  DISCUSSIONS 

From  The 

University  of  Louisville  Hospitals  ' ; 


Louisville  General  Hospital 

Chronic  Subdural  Hematoma 

S.  Taha  Anvari,  M.D.* 


The  diagnosis  of  chronic  subdural  hematoma 
can  be  a very  difficult  one.  Frequently,  this 
disease  manifests  itself  by  symptoms  and  signs 
which  are  not  unlike  those  seen  in  cerebral  vascular 
occlusive  diseases,  tumors  or  organic  psychoses.  Oc- 
casionally, headache,  with  or  without  mild  memory 
loss  and/or  personality  changes,  may  be  the  only 
presenting  symptom.  A high  index  of  suspicion  is 
important  for  the  early  diagnosis  and  definitive 
treatment  of  chronic  subdural  hematoma. 

Echlin  et  aE  classify  subdural  hematomas  into 
acute,  subacute  and  chronic.  The  acute  include  those 
cases  which  have  been  diagnosed  within  seven  days 
following  injury;  the  subacute  from  8 to  22  days 
and  the  chronic  over  23  days. 

In  many  instances  of  chronic  subdural  hematomas 
no  definite  history  of  trauma  can  be  elicited.  In 
approximately  40  per  cent  of  our  cases  at  the 
Louisville  General  Hospital  there  was  no  history  of 
head  injury. 

The  examination  of  the  cerebro-spinal  fluid  in 
chronic  subdural  hematoma  may  frequently  be  of 
no  help  since  the  pressure  is  usually  normal  and 
there  may  be  no  cells.  The  total  protein  content 
may  be  within  normal  limits  or  at  most  slightly 
elevated. 

Roentgenograms  of  the  skull  rarely  show  frac- 
tures. If  the  pineal  gland  is  calcified  and  can  be 
seen  on  the  anteroposterior  view  a shift  to  one 
side  or  the  other  will  indicate  the  presence  of  a 
lateralizing  lesion.  But  it  should  be  remembered  that 
the  gland  is  calcified  in  only  approximately  60  per 
cent  of  individuals  over  the  age  of  16  years.  Further- 
more, other  causes  of  shift  need  to  be  considered, 
e.g.,  a hemispheric  infarction  and  edema  secondary 
to  a vascular  occlusive  disease  or  even  a tumor. 

The  electroencephalogram  can  offer  a clue.  In- 
variably there  is  noted  a decrease  in  amplitude  and/ or 
a slow  wave  focus  on  the  side  of  the  pathology. 
However,  these  findings  only  lateralize  the  lesion 
which  may  be  due  to  a contusion  or  laceration. 
But,  if  the  hemiparesis  should  be  on  the  same  side 
as  the  clot  (ipsilateral  hemiparesis  due  to  compres- 
sion of  the  opposite  cerebral  peduncle)  the  possibility 


*From  the  division  of  neurology,  department  of 
medicine,  University  of  Louisville  School  of  medi- 
cine and  Louisville  General  Hospital,  Louisville, 
Kentucky. 


FIGURE  1.  Schematic  representation  of  subdural  hematoma. 


of  a hematoma  being  present  approximates  100  per 
cent.  Such  a picture,  that  is,  a decrease  in  amplitude 
and/or  slow  wave  focus  on  the  same  side  as  the 
hemiparesis  is  strongly  suggestive  of  the  possibility 
of  subdural  hematoma. 

Recently,  brain  scanning  techniques  have  been 
shown  to  be  helpful. 

Short  of  burr  hole  exploration  the  most  definitive 
diagnostic  procedure  would  be  that  of  arteriography. 
The  occurrence  of  an  avascular  area  between  the 
surface  of  the  brain  and  the  calvarium  is  practically 
pathognomonic  of  a subdural  collection  of  fluid  or 
membrane  (Figures  1 and  2). 

The  following  case  is  an  example  of  a chronic 
subdural  hematoma  which  was  seen  at  Louisville 
General  Hospital. 

Case  Report 

A 54  year  old  male  was  admitted  on  May  4, 
1963  in  a poor  state  of  awareness. 

Present  Illness:  On  admission  he  was  not  re- 
sponsive to  verbal  stimuli.  An  inadequate  history 
was  obtained  from  various  sources,  including  his 
daughter. 

Until  early  January  1963  he  had  been  considered 
to  be  in  good  health.  On  this  latter  date  he  began 
to  use  a cane  because  he  was  dragging  his  left  leg. 
Apparently  this  started  insidiously  and  became 
slowly  but  progressively  worse.  In  spite  of  this  he 
was  able  to  get  around,  take  care  of  his  own  needs 
and  otherwise  seemed  to  be  as  active  and  healthy 
as  previously.  About  April  16,  1963  he  had  a sudden 
onset  of  weakness  of  both  left  extremities  so  that 
he  was  unable  to  walk  or  to  use  his  left  arm.  It 
was  also  noted  that  the  left  side  of  his  face  sagged. 
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FIGURE  2.  Antero-posterior  view  of  a right  carotid  arterio- 
gram shows  a marked  shift  of  anterior  cerebral  arteries 
from  right  to  left.  There  is  a large  avascular  area  on  the 
right  side  near  the  inner  table  of  the  skull  which  is  com- 
patible with  subdural  hematoma.  Some  branches  of  the 
left  middle  cerebral  artery  are  also  filled. 

He  was  cared  for  at  home  and  gradually  regained 
some  movement  of  his  left  leg.  He  was  seen  in  the 
emergency  room  on  April  26.  At  this  time  it  was 
estimated  that  he  had  90  per  cent  weakness  of  the 
left  lower  face  and  both  left  extremities.  He  was 
kept  in  the  emergency  room  overnight  on  April  27 
was  sent  to  a nursing  home.  The  personnel  at  this 
home  stated  that  from  the  time  of  his  arrival  on 
April  27  and  until  his  return  to  the  hospital  on 
May  4 he  lay  quietly  in  bed  and  would  not  move 
his  left  extremities.  He  had  to  be  fed.  He  was  in- 
continent of  urine.  If  left  alone  he  would  sleep 
most  of  the  time.  On  May  3 he  developed  fever, 
became  poorly  responsive  and  refused  fluids.  He  re- 
mained in  this  condition  until  his  admission  on  May 
4. 

Past  History  and  System  Review.  His  history  in- 
dicated that  in  1957  he  had  sudden  onset  of  a 
right  hemiparesis  from  which  he  made  a good  re- 
covery. There  were  no  details  available  about  this 
episode.  There  was  no  history  of  any  injury. 

Physical  Examination'.  He  was  a poorly  nourished, 
dehydrated  but  well  developed  male  who  responded 
to  painful  stimuli  by  moving  his  right  extremities 
or  grimacing.  Temperature  was  104°  (R).  Respira- 
tions were  30  and  pulse  was  120  per  minute  and 
regular.  The  blood  pressure  was  160/80.  There  was 
no  evidence  of  any  lymphadenopathy.  The  heart  was 
not  enlarged  to  percussion  and  the  sounds  were 
normal.  A2  was  greater  than  P2.  Examination  of 
the  chest  showed  some  dullness  in  the  region  of 
the  right  lower  lobe  with  rales.  The  abdomen  was 
soft  and  flat.  No  masses  or  organs  could  be  felt. 
There  was  no  tenderness  or  rigidity. 

The  neurological  examination  was  limited  due  to 
the  poor  level  of  awareness  of  the  patient.  His  head 


was  turned  to  the  right  and  he  resisted  attempts  to 
move  it  to  the  left.  The  fundi  were  not  visualized 
because  of  occluding  cataracts.  The  pupils  measured 
3 mm,  were  round,  equal  and  regular,  reacted  brisk- 
ly to  flashlight  and  through  a good  range.  The 
corneal  reflexes  were  equal  and  active  bilaterally. 
He  responded  to  pin  prick  on  his  face  by  grimacing 
at  which  time  a left  lower  facial  weakness  was 
noted.  He  wrinkled  both  sides  of  his  brow  equally 
well.  He  apparently  did  hear  and  occasionally  would 
indicate  this  by  mumbling  in  response  to  verbal 
stimuli.  The  uvula  elevated  in  the  midline.  The  gag 
reflex  was  equal  and  active  bilaterally.  The  neck 
was  not  stiff. 

Examination  of  the  motor  system  revealed  that 
there  were  no  movements  of  the  left  upper  extremity 
even  to  painful  stimuli.  The  degree  of  weakness  on 
the  left  lower  was  estimated  at  about  90  per  cent. 
Resistance  to  passive  manipulations  of  the  left  ex- 
tremities was  slightly  increased.  The  stretch  reflexes 
of  the  upper  limbs  were  hyperactive  but  equally  so. 
Those  in  the  lower  could  not  be  obtained.  To 
plantar  stimulation  there  was  an  extensor  response 
on  the  left  side.  There  was  a suck  and  snout  re- 
flex. Except  for  response  to  painful  stimuli  other 
forms  of  sensation  could  not  be  tested. 

Laboratory  Findings'.  On  admission  the  urine 
showed  evidence  of  albumin  but  a negative  reaction 
for  sugar  and  acetone.  There  were  12  to  18  red 
cells  per  high  power  field.  The  blood  hemoglobin 
was  15.4  grams.  There  were  19,000  WBC  per  cu. 
mm.  of  which  88  per  cent  were  polys  and  12  per 
cent  were  lymphocytes.  The  hematocrit  was  48 
volumes  per  cent  and  the  sedimentation  rate  13 
mm.  The  blood  sugar  taken  on  May  5,  1963  was 
110  mgm.  per  cent.  On  this  day  the  urea  nitrogen 
was  54  and  on  May  8 it  was  39  mgm.  per  cent. 
The  serum  chlorides  on  May  5 were  93  mEq  and 
the  C02  content  was  24  mEq  per  liter.  Serum  sodium 
on  May  8 was  140  and  the  potassium  was  5 mEq 
per  liter.  Urine  culture  on  the  same  day  showed 
aerobacter  cloacae.  Three  blood  cultures  taken  on 
May  4 were  all  negative. 

On  May  4,  1963  the  initial  pressure  of  the 
cerebro-spinal  fluid  was  110  mm.  of  CSF.  Removal 
of  6 cc  of  clear,  colorless  fluid  reduced  the  pres- 
sure to  66  mm.  of  CSF.  It  contained  1 lymphocyte 
per  cu.  mm.  and  there  was  a trace  of  globulin.  The 
total  protein  was  40  mgm.  per  cent.  The  blood  and 
spinal  fluid  VDRL  were  both  non-reactive. 

X-ray  of  the  chest  made  on  May  4,  1963  showed 
an  infiltration  in  the  right  lower  lobe  compatible 
with  penumonia.  Roentgenograms  of  the  skull  were 
normal  but  the  pineal  gland  was  not  visualized. 
EKG  made  on  May  5 showed  changes  suggestive 
of  myocardial  ischemia. 

Initial  therapy  consisted  of  intravenous  fluids  and 
antibiotics  in  the  form  of  penicillin  and  Chloromycetin. 
He  gradually  improved  and  by  May  15,  1963  he 
was  awake  and  appeared  aware  of  his  surroundings. 
He  said  only  a few  words  and  was  confused  as  to 
time,  place  and  person.  At  times  he  did  not  recognize 
his  daughter.  The  left  hemiparesis  remained  un- 
changed. There  was  no  visual  field  defect  to  con- 
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frontation.  He  refused  to  eat  and  had  to  be  fed 
by  a naso-gastric  tube. 

Discussion 

In  summary,  we  are  presented  with  a 54  year 
old  male  with  an  inadequate  history,  who  had  a 
progressive  left  hemiparesis.  At  the  time  of  admission 
he  had  a pneumonia  which  was  treated  and  ap- 
parently cleared  completely  within  1 1 days. 

The  occurrence  of  a progressive  weakness  of  the 
lower  extremity  followed  by  a relatively  sudden  left 
hemiparesis  suggests  several  possibilities  as  to  the 
nature  and  localization  of  this  patient’s  illness. 

In  the  first  place  it  is  not  uncommon  for  some 
patients  who  are  poor  observers  to  only  complain 
of  weakness  of  the  lower  extremity  without  noting 
any  symptoms  referable  to  the  upper  on  the  same 
side.  This  is  especially  true  if  this  be  the  non- 
dominant hand  and  even  though  the  latter  is  sig- 
nificantly involved.  The  patient’s  attention  may  be 
directed  to  weakness  of  the  lower  much  earlier  than 
the  upper  extremity. 

Initially,  at  least,  most  strokes  involve  the  upper 
more  than  the  lower  extremity.  This  is  due  to  the 
fact  that  many  vascular  lesions  occur  along  the 
course  of  the  middle  cerebral  artery  and  hence  the 
usual  hemiparesis  is  characterized  by  greater  weak- 
ness in  the  upper  limb.  For  the  most  part  the 
cortical  representation  of  the  lower  limb  area  is 
supplied  by  the  anterior  cerebral  artery.  Hence,  it 
is  a truism,  that  if  there  is  a reversal  of  the  weak- 
ness, i.e.  greater  weakness  in  the  lower  extremity 
the  possibility  of  a carotid  artery  insufficiency  is 
suggested. 

Assuming  that  the  patient  had  only  weakness  of 
his  left  lower  extremity  for  a few  weeks  before 
developing  a left  hemiparesis,  one  would  be  dealing 
with  a selective  hemiparesis  and  this  would  strongly 
suggest  a lesion  in  the  surface  of  the  brain  in  the 
parasagittal  area. 

In  summary,  from  the  anatomical  standpoint  the 
lesion  was  initially  placed  in  the  region  of  the  leg 
area  which  is  the  parasagittal  region  of  the  posterior 
frontal  cortex,  with  subsequent  extension  either  deep 
or  along  the  cortex  to  involve  the  arm  and  the 
face  areas. 

Differential  Diagnosis:  There  are  many  possibili- 
ties which  could  be  considered  in  this  case  but  only 
a few  of  the  more  Important  ones  will  be  mentioned. 

1.  Neoplasm.  Since,  historically,  the  lesion  ap- 
peared to  be  a superficial  one  on  the  cortex,  the 
absence  of  increased  pressure  and  elevated  protein 
in  the  cerebro-spinal  fluid  would  be  against  the  pos- 


sibility of  such  diagnosis.  A tumor  located  deep  in 
the  hemisphere  should  produce  more  symptoms  and 
signs,  e.g.,  visual  field  defects  and  sensory  disturb- 
ances. 

2.  Occlusive  lesion.  As  noted  above,  because  of 
the  initial  symptom  of  weakness  of  the  left  lower 
extremity  the  possibility  of  an  occlusive  lesion  in 
the  right  carotid  artery  in  the  neck  was  considered 
strongly.  Approximately  35  per  cent  of  occlusive 
lesions  are  located  in  the  extracranial  portion  of 
the  carotid  vessels  including  the  terminal  portion  of 
the  common  carotid  or  the  proximal  portion  of  the 
internal  carotid  artery.  Hence,  atherosclerotic  process 
involving  these  areas  was  the  initial  impression. 

3.  Chronic  subdural  hematoma.  Probably  a good 
policy  in  dealing  with  individuals  who  have  a syn- 
drome of  “stroke”  is  to  maintain  a high  index  of 
suspicion  for  possibility  of  trauma.  We  have  a rule 
in  our  institution  which  says  “given  an  individual 
who  is  poorly  responsive  and  from  whom  a first 
hand  history  cannot  be  obtained  and  who  particu- 
larly shows  focal  neurological  signs,  the  possibility 
of  a subdural  hematoma  needs  always  to  be  ruled 
out”. 

Hospital  Course 

On  May  17,  1963  right  common  carotid  arterio- 
grams were  made  (Figure  2).  These  revealed  a large 
avascular  area  on  the  right  side  between  the  surface 
of  the  brain  and  the  inner  table  of  the  skull  with 
a marked  shift  of  the  anterior  cerebral  arteries  from 
right  to  left.  The  following  day  he  was  taken  to 
the  operating  room  and  a large,  old  blood  clot  with 
membranes  was  removed  from  the  right  side.  The 
patient  tolerated  the  procedure  well.  Improvement 
was  gradual  but  steady.  He  was  discharged  from 
the  hospital  on  July  4,  1963  at  which  time  he  was 
able  to  walk  without  help  and  had  only  a minimal 
left  hemiparesis.  He  was  still  somewhat  confused. 
He  was  last  seen  in  the  clinic  on  January  17,  1964 
at  which  time  he  was  asymptomatic. 

Conclusion 

A case  of  a chronic  subdural  hematoma  is  pre- 
sented. This  picture  may  be  confused,  as  it  was  in 
this  case,  with  cerebral  vascular  occlusive  disease. 
It  is  stressed  that  a high  index  of  suspicion  of  this 
possibility  should  be  maintained  particularly  when 
there  is  little  or  no  reliable  historical  Information 
available. 
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Delmas  M.  Clardy,  M.D. 
Hopkinsville,  Ky. 


Friends,  Colleagues  and  Distinguished 
Guests — this  particular  moment  cli- 

maxes for  me  a 30  year  career  in  the 
practice  of  medicine  and  participation  in  its 
associated  socio-economic  problems.  It  is  pos- 
sible, and  I would  certainly  hope,  that  I 
could  accomplish  more  within  the  next  twenty 
minutes  than  I have  been  able  to  accomplish 
in  the  combined  30  years.  If  I can  clearly 
tell  and  convince  you  that  there  is  a way  to 
save  the  free  enterprise  of  medicine,  with  its 
ethical  ideals  and  moral  codes,  the  very 
things  that  have  made  medicine  great  through 
the  ages,  I will  have  accomplished  just  ex- 
actly that.  What  I have  to  say  will  not  be  in 
any  way  telling  you  what  to  do.  I will  be 
merely  stating  how  it  can  be  done.  With  a 
clear  understanding,  I believe  it  would  be 
your  desire,  and  perhaps  your  determination, 
to  defend  the  time-honored  principles  upon 
which  we  stand.  It  can  be  done  ethically, 
legally  and  morally,  and  if  you  wish,  as  a 
sworn  duty. 

During  this  active  period  of  30  years,  all 
the  while  socialization  of  medicine  has  been 
brewing,  one  cannot  escape  a certain  amount 
of  knowledge  of  what  has  happened.  Certain- 
ly some  definite  ideas  and  conclusions  should 
be  had  by  those  actively  engaged.  One  big 
fault  is,  however,  too  few  have  been  actively 
engaged.  I am  told  by  a responsible  official 
of  the  AM  A that  only  5%  of  the  nation’s 
physicians  have  been  active  in  dealing  with 
the  social,  political  and  economic  problems 
associated  with  the  practice  of  medicine.  I 
would  suspect  that  a greater  percent  of  Ken- 
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tucky  physicians  have  taken  an  active  part, 
because  this  same  official  stated,  “If  all  states 
had  done  as  well  as  Kentucky,  we  would  not 
be  in  trouble.”  I am  convinced  this  is  true. 

Organized  medicine  has  done  a good  job  in 
delaying  tactics,  and  probably  has  done  all 
it  can  do,  which  has  not  been  enough.  The 
time  has  come  to  this  critical  moment,  and  to 
the  inescapable  fact,  that  if  medicine  is  to  re- 
main a free  enterprise,  each  individual  phy- 
sician must  keep  it  so.  We  can  no  longer  “Let 
George  Do  It”  alone.  Each  one  of  us  must 
understand  what  is  at  stake,  face  the  fact, 
realize  our  responsibility  and  do  our  duty 
without  hesitation. 

We  have  heard  much  about  our  public 
image,  in  spite  of  aU  our  accomplishments,  in- 
cluding eradication  of  diseases,  increased  life 
expectancy,  miracle  drugs,  miraculous  surgery, 
along  with  80,000  physician  volunteers  during 
World  War  II.  The  image  of  American  medi- 
cine as  portrayed  to  Congress  by  two  lead- 
ing Washington  papers  is  that  of  a profession 
too  timid  and  too  divided  to  know  its  own 
mind  and  too  blind  to  history  even  to  be 
aware  of  what  is  happening  to  it.  The  Ameri- 
can public  sees  us  as  a profession  that  will  not 
fight  for  its  own  freedom  nor  for  the  freedom 
of  its  elderly  patients.  I believe  we  have  per- 
mitted our  image  to  be  diminished  by  our 
failure  to  make  our  resentments  known  and 
to  speak  out  the  truth  to  counter  the  propa- 
ganda barrage  of  outright  lies.  No  one  has 
any  respect  for  any  person  who  is  not  willing 
to  stand  up  and  speak  out  for  what  he  thinks 
is  right.  To  be  a traitor  to  Iris  cause  places 
him  at  the  bottom.  Confucius  is  credited  with 
saying,  “To  know  what  is  right  and  not  do  it 
is  the  worst  of  all  cowardice.”  Judas  betrayed 
Christ  for  30  pieces  of  silver.  Brutus  stabbed 
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his  former  friend,  Julius  Caesar,  in  the  back. 
Judas  and  Brutus  are  not  appreciated  names 
when  ones  are  so-called.  A Norwegian  named 
Quisling  betrayed  his  country  during  World 
War  II.  A new  word  was  added  to  the  lan- 
guages and  to  the  dictionaries.  The  names  of 
patriots  have  been  and  will  be  revered  for  all 
times,  while  the  weaklings  have  always  and 
will  continue  to  perish  in  scorn.  Signs  of  weak- 
ness, indecision  and  cowardice  cannot,  under 
any  circumstance,  improve  our  public  image. 

Another  thing  that  we  have  been  cautioned 
about  is  “Not  to  rock  the  boat.”  This  has 
been  good  up  until  this  time,  but  now  our 
boat  is  sunk,  and  I think  it  would  be  much 
better  to  rescue  the  boat  than  it  would  be  to 
pick  up  the  pieces  after  it  has  been  tom  apart. 

There  are  certain  things  we  cannot  do.  In 
1938  the  District  of  Columbia  Medical  Society 
and  the  AMA  were  indicted  by  the  Attorney 
General  of  the  United  States  for  violation  of 
Section  3 of  the  Sherman  Antitrust  Act.  This 
came  about  because  a group  of  employees  in 
the  District  of  Columbia  set  up  their  own 
hospital  and  medical  care  program,  using 
salaried  physicians.  The  judicial  councils  of 
the  D.C.  Society  and  the  AMA  declared  this 
to  be  unethical  practices  and  the  participating 
physicians  were  expelled  from  these  organi- 
zations. This,  in  turn,  deprived  them  of  their 
hospital  affiliations  and  the  suit  was  entered, 
claiming  that  these  physicians  were  restrained 
and  deprived  of  their  constitutional  rights. 
Litigation  continued  until  May  1941,  when 
the  Supreme  Court  declared  the  D.C.  Society 
and  the  AMA  guilty  and  each  were  fined 
$1,500  and  $2,500  respectively.  What  I am 
trying  to  say  is,  that  organized  medicine  can- 
not discipline  its  members  for  participating 
in  health  plans,  which  seem  to  us  to  be  un- 
ethical. Labor  unions  can  prevent  their  mem- 
bers and  others  from  working,  as  they  are 
exempt  from  the  antitmst  laws,  but  organized 
medicine  is  a profession  and  does  not  enjoy 
the  same  privileges  or  protection.  So,  resolu- 
tions by  this  association,  that  could  be  inter- 
preted as  being  threatening,  intimidating,  or 
conspiring  to  restrain  others  would  not  be 
legal  and  might  invite  prosecution. 

To  strike  or  refuse  to  treat  patients  would 
be  unthinkable,  and  contrary  to  all  moral  and 
traditional  concepts  of  the  high  standards  of 
medical  practice.  Labor  unions  can  strike,  tie 


up  nationwide  commerce  and  industries,  de- 
mand and  get  all  kinds  of  benefits,  legislation 
and  protection  by  the  courts.  This  is  not  true 
of  our  profession.  The  public  for  some  reason 
expects  and  demands  a different  kind  of  per- 
formance from  their  physicians.  To  strike 
would  incite  the  wrath  of  everyone,  including 
Congress  and  the  Courts.  Neither  can  or- 
ganized medicine,  nor  the  individual  physician 
afford  to  join  their  enemies  in  imposing  so- 
cialized medicine  upon  the  people  and  de- 
stroying the  profession. 

We  have  observed  carefully,  so  far,  those 
things  we  cannot  do,  but  the  time  has  arrived 
for  us  to  know  exactly  what  we  can  do,  and 
to  take  a positive  approach.  First,  I think  we 
must  review  the  evils  of  socialized  medicine 
and  decide  individually  whether  or  not  the 
statements  of  condemnation  made  over  the 
many  years  by  organized  medicine,  and  by 
individuals  are  true.  We  should  realize  this  is 
only  a part  of  the  plan  to  complete  sociahza- 
tion  and  the  eventual  “Great  Society.”  We 
should  know  the  real  objectives  of  the  social- 
ists, keeping  in  mind  that  communism  is  also 
socialism,  and  the  ultimate  aim  is  the  de- 
struction of  the  home  and  the  church,  and  to 
reduce  everything  to  the  same  level  of  medioc- 
rity. Socialism  does  not  propose  to  create 
anything.  It  takes  over  what  has  already  been 
created,  always  under  the  pretense  of  benev- 
olence and  public  good.  It  is  always  spon- 
sored and  promoted  by  those  who  call  them- 
selves “liberals,”  and  always  deny  that  they 
are  socialists.  It  has  destroyed  medicine  in 
other  countries  and  it  will  destroy  it  here.  We 
certainly  know  that  the  cost  of  medical  care 
for  the  aged  is  not  the  cause  of  the  economic 
ills  of  the  country.  We  also  know  that  taxa- 
tion and  inflation  have  robbed  these  people 
of  their  life  savings,  not  the  physician,  nor  the 
hospitals.  Taxation  and  inflation  will  also  rob 
you  of  your  savings. 

It  is  well  to  reflect  upon  some  well-known 
philosophical  truths  at  this  time.  If  some 
things  are  morally  wrong,  legislation  cannot 
make  them  right.  A politician  who  sells  his 
soul  for  a vote  wUl  also  sell  you  for  some- 
thing else  he  wants.  A person  who  would  steal 
an  election  will  steal  anything  and  is  an  enemy 
to  a free  society. 

Government  does  not  and  cannot  create 
Great  Societies.  Only  individuals  can  accom- 
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plish  this.  The  only  great  societies  in  history 
have  been  free  societies  in  which  the  individ- 
ual had  maximum  rights  and  privileges  and 
was  the  master,  not  the  servant  of  govern- 
ment. Freedom  does  not  perpetuate  itself. 
Daniel  Webster  once  said,  “God  grants  liberty 
to  those  who  love  it  and  are  ready  to  guard 
it  and  defend  it.”  There  is  no  freedom  for  the 
weak. 

Public  Law  No.  89-97  is  as  wrong  and  as 
evil  as  HR  6675.  Its  approval  by  Congress 
and  its  signing  by  the  President  did  not  make 
it  right.  It  is  the  product  of  its  authors  who 
are  not  the  same  as  the  names  that  appeared 
on  the  biU.  It  was  written  by  more  astute 
persons  who  are  educated  along  socialistic 
lines,  and  without  the  advice  or  consent  of 
organized  medicine.  It  is  the  hole  in  the  dike, 
and  more  legislative  efforts  are  certain  to  fol- 
low soon.  The  politicians  have  used  it  and 
wUl  continue  to  use  it  for  the  purpose  of  get- 
ting elected  without  regard  to  the  conse- 
quences. 

The  labor  unions  have  demanded  it  to  save 
their  own  funds  to  further  their  own  political 
aims,  and  this  was  the  price  of  the  last 
presidential  election.  Some  congressmen  do  not 
hesitate  to  tell  you,  “Doctor,  I know  you  were 
right,  but  I was  committed  to  vote  against 
you.”  Another  congressman  said,  “The 
medical  profession  has  been  sold  to  labor  and 
there  is  nothing  you  can  do  to  change  Medi- 
care.” When  asked  why  Congress  wouldn’t 
go  along  with  “Eldercare,”  he  answered,  “Just 
one  reason.  Management  would  have  to  pay 
half  of  “Medicare.”  When  asked  about  the 
cost,  beds  and  deterioration  of  medical  care, 
as  has  happened  in  European  countries  and 
Britain  in  particular,  he  stated,  “They  don’t 
care.” 

So,  you  see,  most  of  the  politicians  don’t 
care.  If  medicine  is  to  be  saved,  we,  as  in- 
dividual physicians,  will  have  to  do  it,  be- 
cause we  are  really  the  only  ones  who  do  care. 
Here  is  how  we  can  do  it,  morally,  ethically 
and  legally,  at  the  same  time  improve  our 
public  image,  maintain  our  self-resp>ect  and 
preserve  the  tradition  and  ethics  that  have 
made  American  medicine  what  it  is  today. 
Each  of  us  can  rededicate  ourselves  to  the 
following:  “I  will  use  treatment  to  help  the 
sick  according  to  my  ability  and  judgment,  but 
never  with  a view  to  injury  and  wrongdoing.” 


I will  charge  a fee  commensurate  with  my 
service  and  will  expect  payment  from  those 
who  are  financially  able  to  pay.  For  those  who 
are  not  financially  able,  I will  donate  my  serv- 
ice as  my  contribution  to  the  welfare  of  my 
fellowman,  as  has  always  been  the  tradition  of 
our  honorable  profession.  I will  uphold  the 
honor,  the  ethics  and  the  dignity  of  my  pro- 
fession that  has  always  been  right.  I shall 
forever  strive  to  improve  the  care  of  my 
patients  by  the  improvement  of  my  own 
competence  and  through  the  many  facets  made 
possible  by  our  country,  state,  national  and 
world  medical  associations.  “I  will  not  dispose 
of  my  services  under  terms  or  conditions 
which  tend  to  interfere  with  or  impair  the 
free  and  complete  exercise  of  my  medical 
judgment  and  skill,  or  tend  to  cause  deteriora- 
tion of  the  quality  of  medical  care.”  “I  cannot 
morally,  ethically  or  professionally  serve  the 
best  interest  of  my  patients  under  any  third 
party  program  that  intrudes  into  the  physi- 
cian-patient relationship  and  interferes  with 
medical  judgment  as  to  diagnosis  and  treat- 
ment.” I will  not  cooperate  with  any  de- 
structive forces  that  would  destroy  those  things 
which  I hold  to  be  sacred. 

Abraham  Lincoln  stated  my  feeling  in  say- 
ing, “I  am  not  bound  to  win,  but  I am  bound 
to  be  true.  I am  not  bound  to  succeed,  but 
I am  bound  to  live  up  to  what  light  I have. 
I must  stand  with  any  body  that  stands  right; 
stand  with  him  while  he  is  right  and  part  with 
him  when  he  goes  wrong.”  He  also  gave  us 
good  advice  when  he  said,  “Let  us  have  faith 
that  right  makes  might,  and  in  that  faith  let 
us  dare  to  do  our  duty  as  we  understand  it.” 
These  words  from  “My  Creed”  by  Dean  Al- 
fonge  were  quoted  to  the  senior  students  of 
the  medical  schools  of  the  University  of  Louis- 
ville and  University  of  Kentucky,  and  I think 
they  would  be  equally  appropriate  here.  “I 
do  not  choose  to  be  a common  man.  It  is  my 
right  to  be  uncommon.  I do  not  wish  to  be 
a kept  citizen,  humbled  and  dulled  by  having 
the  state  look  after  me-  I want  to  take  the 
calculated  risk,  to  dream  and  to  build,  to  fail 
and  succeed.  I refuse  to  barter  incentive  for  a 
dole.  I prefer  the  challenges  of  life  to  the 
stale  calm  of  Utopia.  I wiU  not  trade  freedom 
for  beneficence,  nor  my  dignity  for  a handout.” 
If  each  individual  physician  would  ponder 
(Continued  on  Page  450) 
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In  Retrospect 


The  actions  of  the  1966  General  Assem- 
bly at  Frankfort  are  now  a matter  of 
record.  Any  appraisal  of  its  accomplish- 
ments is  generally  regarded  favorably.  The 
measures  enacted  into  law  seem  constructive 
and  good  for  the  progress  of  Kentucky  and 
the  administration  will  in  all  probability  be 
credited  with  having  exerted  sound  and  en- 
lighted  leadership. 

There  were  many  measures  proposed  that 
pertained  directly  to  the  health  of  our  people. 
The  Board  of  Trustees  looked  forward  in  1965 
and  made  provision  for  interested  physicians 
to  carefully  scrutinize  proposed  legislation  and 
to  make  every  reasonable  effort  to  influence 
it  favorably.  This  was  effected  through  the 
key  man  system  which  seemed  to  work  very 
effectively,  due  principally  to  the  alert  watch- 
fulness of  Doctor  J.  C.  Cantrill  and  his  com- 
mittee. Physicians  from  more  than  15  county 
medical  societies  visited  Frankfort  during  the 
session  offering  such  help  and  guidance  as 
they  were  able  to  the  legislators,  and  a great 
many  more  were  faithful  in  contacting  their 
senators  or  representatives  personally  or  by 
telephone  and  letter  informing  them  of  medi- 
cine’s attitude  on  issues  with  which  they  were 
not  very  familiar.  Mr.  Gilbert  Armstrong 
proved  to  be  very  effective  in  his  efforts  to 
transmit  medical  opinion  to  the  legislators.  He 
was  greatly  assisted  by  Mr.  Bob  Cox  who  had 
previous  experience  in  this  capacity. 

Compulsory  phenylketonuria  screening  of 
all  infants  less  than  28  days  old  in  hospitals 
became  law.  This  is  a controversial  measure. 
Its  purpose  is  to  detect  potential  mental  re- 
tardation in  infants  before  it  becomes  mani- 
fest. Dietary  management  thereafter  consti- 
tutes the  means  of  prevention.  The  principal 


question  at  issue  was  whether  this  test  should 
be  required  on  a compulsory  basis  or  left  to 
voluntary  screening.  The  National  Association 
for  Retarded  Children  has  urged  its  use  very 
widely  but  experience  over  the  entire  country 
indicates  that  only  an  estimated  20%  of  new- 
borns throughout  the  nation  are  now  being 
screened  for  PKU. 

It  is  thought  that  any  such  mandatory  legis-  I 
lation  should  remain  flexible  and  be  governed 
by  the  standards  adopted  by  the  State  Board 
of  Health.  There  remains  some  disagreement  I 
about  the  value  of  this  method  of  testing  and 
also  about  the  manner  and  effectiveness  of 
treatment  of  infants  where  the  test  indicates  a 
strong  probability  of  mental  retardation.  It  is 
certain  that  this  screening  is  more  widely  used 
in  the  United  States  than  in  most  other  coun- 
tries. If  the  testing  is  intelligently  done  and 
the  results  followed  carefully  according  to  our  ; 
present  knowledge,  it  will  at  least  constitute  a ■ 
verj'  large  and  perhaps  helpful  experiment 
since  the  vast  majority  of  infants  are  born  in 
hospitals. 

The  proposed  Medical  Examiner  system  to  ; 
assist  or  replace  our  present  coroner  system 
failed  to  pass.  While  this  must  be  regarded 
as  constructive  legislation  there  was  some  dif- 
ference of  opinion  among  physicians  as  to  the 
advisability  of  passing  the  bill,  perhaps  due 
mostly  to  a lack  of  understanding.  It  will  al- 
most certainly  be  presented  in  clearer  and 
perhaps  more  practical  form  to  the  next  legis- 
lature. 

Most  physicians  felt  that  the  bill  to  extend 
the  statue  of  limitations  in  personal  injury 
cases  from  one  to  two  years  represented  poor 
legislation  and  were  glad  that  it  failed  to  pass 
the  Senate. 
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It  seems  abundantly  clear  that  the  KMA 
Council  on  Legislative  Activities  implement- 
ing their  recommendations  through  the  key 
man  system  is  an  effective  and  helpful  in- 
strument to  influence  proposed  legislation 
which  pertains  to  health.  Since  health  is  pri- 


marily our  problem  it  would  be  well  to  keep 
and  improve  our  communication  with  elected 
and  would  be  legislators,  not  during  the  gen- 
eral assembly  only  but  in  the  interims. 

Sam  a.  Overstreet,  M.D. 


We  Humbly  Bow  Our  Heads 


IN  1951  the  Kentucky  Medical  Association 
made  a great  fuss  about  celebrating  our 
100th  Anniversary.  We  are  proud  to  have 
been  in  continuous  organization  now  for  115 
years  and  can  rightfully  claim  considerable 
seniority  over  most  of  the  state  medical  socie- 
ties. There  comes,  however,  a report  from  the 
Medical  Society  of  New  Jersey,  “the  oldest 
such  society  in  the  United  States,”  which  was 
founded  on  July  23,  1766  in  New  Brunswick, 
New  Jersey  at  Mr.  Duff’s  Tavern.  Seventeen 
physicians  signed  the  instrument  of  Associa- 
tion and  elected  the  first  president.  Rev.  Rob- 
ert McKean,  clergyman  and  physician  who  at 
that  time  was  rector  of  an  Episcopal  Church. 

In  1772  this  Society  initiated  steps  to  regu- 
late the  practice  of  medicine  in  New  Jersey, 
began  the  recording  of  vital  statistics  in  1820, 
encouraged  the  enactment  of  protective  labor 
laws  in  1851,  fostered  legislation  to  insure 
purer  milk  supply,  to  prevent  air  pollution  and 
provide  mosquito  control,  all  before  the  turn 
of  the  century.  As  early  as  1870  the  Society 
insisted  that  race,  color  and  creed  were  no 
barrier  to  membership.  In  1866  they  held 


their  first  centennial  celebration  in  New  Bruns- 
wick. Their  bicentennial  celebration  is  to  be 
held  at  Atlantic  City  on  May  14th  through 
May  18th  this  year. 

We  bow  our  heads  in  veneration  and  re- 
spect to  this,  the  oldest  state  medical  society 
in  America. 

In  June  of  1966  the  Medical  Society  of 
New  Jersey  will  honor  Doctor  Harry  A.  David- 
son who  has  been  the  editor  of  their  Journal 
for  25  consecutive  years.  We,  with  his  col- 
leagues, wish  to  honor  Doctor  Davidson  for 
his  long,  faithful  and  outstanding  service  to 
his  profession  and  to  his  state  Medical  Society. 
Only  one  other  man  whom  we  have  known 
has  served  so  long  as  medical  editor,  and  that 
is  Doctor  Walter  E.  Vest,  who  edited  the 
West  Virginia  Medical  Journal  from  1937  until 
his  death  in  1962.  Incidentally  Doctor  David- 
son and  Doctor  Vest  were  very  close  personal 
friends.  Their  combined  service  to  medicine 
in  their  respective  areas  cannot  be  measured. 
We  greatly  admire  them  and  offer  our  con- 
gratulations to  their  respective  societies. 

Sam  a.  Overstreet,  M.D. 
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Color  Television  to  be  Feature 
At  KMA  1966  Annual  Meeting 

Four-and-a-half  hours  of  color  television  clinics, 
covering  a wide  range  of  medical  topics,  will  be 
among  the  features  of  the  1966  KMA  Annual  Meet- 
ing in  Louisville  September  20-22,  according  to 
Everett  H.  Baker,  M.D.,  Louisville,  KMA  president. 

As  chairman  of  the  Council  on  Scientific  Assem- 
bly, who  planned  this  year's  meeting.  Doctor  Baker 
recently  released  information  on  several  of  the  six- 
teen prominent  authorities  who  will  participate  in 
the  program  as  the  guests  of  cooperating  specialty 
groups. 

The  scientific  program,  which  will  be  held  at  the 
Convention  Center  at  the  corner  of  Sixth  and  Walnut 
Streets  in  Louisville,  was  prepared  by  the  Scientific 
Program  Committee,  chaired  by  Roderick  Macdonald, 
Jr.,  M.D.,  Louisville. 

Appearing  on  the  program  on  Tuesday,  September 
20,  will  be  Thomas  K.  Oliver,  Jr.,  M.D.,  Seattle, 
Wash.,  the  guest  of  the 
Kentucky  Chapter,  Amer- 
ican Academy  of  Pedi- 
atrics. His  topic  will  be 
“The  Undergrown  Infant 
and  Neonatal  Hypoglyce- 
mia”. Doctor  Oliver  is 
professor  of  pediatrics  at 
the  University  of  Wash- 
ington College  of  Medi- 
cine. and  head  of  the  divi- 
sion of  neonatal  biology. 

Prior  to  his  appointment 
on  the  faculty  at  the  Uni- 
versity of  Washington  in  1963,  he  was  associated 
with  the  medical  schools  of  Cornell  University  and 
Ohio  State.  He  received  his  medical  degree  from 
Harvard  in  1949.  Doctor  Oliver  is  a fellow  of  the 
American  Academy  of  Pediatrics,  and  a member  of 
several  other  pediatric  organizations.  His  topic  at 
the  Tuesday  meeting  of  his  host  specialty  group  has 
not  been  announced. 

Chester  C.  Winter,  M.D.,  professor  of  surgery  and 
urology  at  Ohio  State  University  School  of  Medicine, 
Columbus,  will  be  the  guest  of  the  Kentucky  Urologi- 
cal Association,  and  will  speak  to  that  group  on 
Tuesday  afternoon  on  “Anti-Reflux  Surgery.”  His 
topic  at  the  Tuesday  morning  general  session  will  be 
“Neonatal  Kidney  Function” . 

Doctor  Winter,  who  was  professor  of  surgery  and 
acting  head  of  the  division  of  urology  at  UCLA  be- 
fore going  to  Ohio  State  in  1960,  was  graduated  from 
the  State  University  of  Iowa  School  of  Medicine  in 


Doctor  Oliver  Doctor  Saslow 


1946.  He  was  international  editor  for  Nuclear  Medi- 
cine in  Excerpta  Medica  in  1964,  and  holds  member- 
ship in  the  American  Urological  Association,  the 
American  College  of  Surgeons,  Sigma  Xi,  and  a num- 
ber of  other  organizations. 

The  guest  of  the  Kentucky  Chapter  of  the  Ameri- 
can College  of  Physicians,  Samuel  Saslow,  M.D.,  Co- 
lumbus, Ohio,  will  speak  at  the  Wednesday  morning 
general  session  on  “A  Practical  Approach  to  Problems 
in  Infectious  Diseases”.  Doctor  Saslow,  who  is  pro- 
fessor of  medicine  and  chief  of  the  division  of  in- 
fectious diseases  at  Ohio  State  University  College  of 
Medicine,  will  address  his  host  group  on  Tuesday  aft- 
ernoon. His  topic  will  be  “A  Practical  Approach  to 
the  Systemic  Fungus  Infections” . 

He  received  his  A.B.  degree  from  Transylvania 
College  in  1937;  an  M.S.  from  the  University  of 
Kentucky  in  1939;  his  Ph.D.  in  1942  and  M.D.  in 
1946,  both  from  Ohio  State.  He  is  a fellow  of  the 
American  College  of  Physicians,  a member  of  Sigma 
Xi,  the  Society  for  Experimental  Biology  and  Medi- 
cine, and  many  others. 

Additional  information  on  speakers  and  program 
details  will  be  released  by  Doctor  Baker  as  this  ma- 
terial becomes  available. 

Preliminary  Program  Released 
For  1966  Annual  Meeting 

The  preliminary  outline  of  the  program  for  the 
1966  KMA  Annual  Meeting,  to  be  held  September 
20-22  at  the  Convention  Center  in  Louisville,  has 
been  released  by  Everett  H.  Baker,  M.D.,  KMA 
president  and  chairman  of  the  Council  on  Scientific 
Assembly. 

The  full  scientific  program,  with  information  on 
guest  speakers,  will  be  published  in  later  issues  of 
The  Journal.  A tentative  basic  program  follows: 
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Tuesday,  September  20 

Morning  Session 

Theme:  ^"Recent  Advances  in  Fetal  and  Neonatal 
Problems” 

Chester  C.  Winter,  M.D.,  Columbus,  Ohio  — “Neo- 
natal Kidney  Function” 

Willis  Brown,  M.D.,  Little  Rock,  Ark.  — “Premature 
Rupture  of  the  Membranes” 

Thomas  K.  Oliver,  M.D.,  Seattle,  Wash.  — “The 
Undergrown  Infant  and  Neonatal  Hypoglycemia” 
Color  TV  Clinic  — Billy  F.  Andrews,  M.D.,  Louis- 
ville, Moderator  — John  G,  Gorman,  M.D.,  New 
York,  N.Y,,  panelist;  Others  to  be  selected. 

Afternoon  Session 

Eight  of  the  16  participating  specialty  groups  will 
hold  their  scientific  sessions  on  Tuesday  afternoon. 
There  will  be  no  general  session  at  that  time. 

Wednesday,  September  21 

Morning  Session 

Theme:  “Treatment  of  Infections" 

Howard  H.  Steel,  M.D.,  Philadelphia,  Pa.  — “Hospi- 
tal Acquired  Infections” 

Samuel  Saslow,  M.D.,  Columbus,  Ohio  — “A  Prac- 
tical Approach  to  Problems  in  Infectious  Diseases” 
Color  TV  Clinic  — Mohammad  Atik,  M.D.,  Louis- 
ville, Moderator  — Panelists  to  be  selected. 

Afternoon  Session 

Theme:  “New  Dimensions  in  Therapeutics” 

Color  TV  Clinic — E.  D.  Pellegrino,  M.D.,  Lexington, 
Moderator  — Panelists  to  be  selected. 

Norman  Cameron,  M.D.,  New  Haven,  Conn.  — 
Topic  to  be  announced. 

Eugene  C.  Klatte,  M.D.,  Nashville,  Tenn.  — Topic 
to  be  announced. 

Thursday,  September  22 

Morning  Session 

Theme:  “Untoward  Drug  Reactions” 

Leon  Goldman,  M.D.,  Cincinnati,  Ohio  — “Some 
Uncommon  Drug  Reactions” 

Robert  W.  Weber,  M.D.,  Salina,  Kan.  — “Antibiotic 
Complications” 

George  E.  Moore,  M.D.,  Buffalo,  N.Y.  — “Antican- 
cer Agents” 

Color  TV  Clinic  — Randolph  Scheen,  M.D.,  Louis- 
ville, Moderator  — Panelists  to  be  selected. 

Afternoon  Session 

No  general  scientific  session  has  been  scheduled 
for  Thursday  afternoon.  Eight  specialty  groups  will 
meet  at  that  time. 

Fifteenth  District  to  Meet 

The  annual  meeting  of  the  KMA  Fifteenth  Trustee 
District  has  been  scheduled  for  June  1 at  Middles- 
boro,  according  to  E.  C.  Seeley,  M.D.,  London, 
district  trustee.  Philip  L.  Fuson,  M.D.,  Middlesboro, 
is  in  charge  of  local  arrangements.  No  further  de- 
tails on  this  meeting  were  available  as  The  Journal 
went  to  press. 


AMA  PRESIDENT  James  Z.  Appel,  M.D.,  Lancaster,  Pa., 
warned  against  expanded  Federal  health  programs  during 
his  address  to  the  Kentucky  Medical  Association  at  the 
April  13  and  14  Interim  Meeting  at  Cumberland  Falls. 
Doctor  Appel  was  one  of  a number  of  guest  authorities 
appearing  on  the  program,  which  drew  an  unusually  large 
attendance. 

New  Attendance  Records  Set 
At  KMA  Interim  Meeting 

A total  of  261  physicians,  their  wives,  and  guests 
set  a new  record  for  attendance  at  the  Kentucky 
Medical  Association  Interim  Meeting  April  13  and 
14  at  Cumberland  Falls,  Everett  H.  Baker,  M.D., 
Louisville,  KMA  president,  announced. 

A capacity  crowd  was  on  hand  at  the  Wednesday 
evening  dinner  session,  which  was  followed  by  a 
panel  discussion  on  utilization  review,  covered  from 
the  viewpoints  of  organized  medicine,  the  Federal 
government,  hospitals,  and  prepayment  plans. 

At  Thursday’s  luncheon  session,  AMA  president 
James  Z.  Appel,  M.D.,  outlined  the  AMA’s  role  in 
formation  of  policies  on  behalf  of  the  medical  pro- 
fession relative  to  the  Medicare  law  (Public  Law 
89-97)  and  the  Heart,  Cancer  and  Stroke  law  (PL 
89-239).  Doctor  Appel  also  warned  against  expanded 
new  Federal  health  programs. 

Physicians  attending  the  meeting  also  heard  talks 
on  voluntary  prepayment  plans  as  viewed  by  labor, 
and  the  general  and  health  objectives  of  the  Ap- 
palachian Regional  Commission. 

The  KMA  Board  of  Trustees  met  on  Tuesday 
evening  and  Wednesday,  April  12  and  13,  prior  to 
the  Interim  Meeting.  Also  holding  sessions  were  the 
Boards  of  Directors  of  the  Kentucky  Educational 
Medical  Political  Action  Committee  (KEMPAC) 
and  the  Woman’s  Auxiliary  to  KMA. 

Other  pictures  taken  during  the  Interim  Meeting  will  be 
published  in  the  June  Journal. 

Blue  Shield  Extends  Medicare 

Kentucky  Physicians’  Mutual,  the  Blue  Shield 
Plan  for  Kentucky,  is  among  the  72  U.S.  Blue 
Shield  Plans  and  the  Puerto  Rico  Plan  now  offering 
or  planning  to  offer  programs  that  will  pay  all  or 
part  of  the  deductible  and  co-insurance  features  of 
Part  B of  Medicare.  There  are  74  Plans  in  the 
United  States. 

The  Insurance  Page  of  the  April  issue  of  The 
Journal  (page  284)  explained  details  of  the  coverage 
to  be  offered  by  the  Blue  Shield  Plan  in  Kentucky, 
which  will  extend,  but  not  duplicate.  Medicare  bene- 
fits to  subscribers  65  or  older. 
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Dr.  Barton  Re-elected  Chairman 
Of  KEMPAC  Board  of  Directors 

The  KMA  Board  of  Trustees  has  named  the 
Board  of  Directors  of  the  Kentucky  Educational 

Medical  Political  Action 
Committee  for  the  com- 
ing year. 

Harold  B.  Barton, 
M.D.,  Corbin,  was  re- 
elected Chairman  of 
KEMPAC,  Daryl  C. 
Harvey,  M.D.,  Glasgow, 
vice-chairman,  and  Rich- 
ard F.  Greathouse,  M.D., 
Louisville,  secretary- 
treasurer. 

Other  members  ap- 
Doctor  Barton  pointed  were:  Jim  Cox, 

M.D.,  Hopkinsville;  Carl  Cooper,  M.D.,  Bedford; 
David  B.  Stevens,  M.D.,  Lexington;  Jerry  D.  Fraim, 
M.D.,  Paintsville;  Hoyt  D.  Gardner,  M.D.,  Louis- 
ville; W.  Donald  Janney,  M.D.,  Covington;  Joseph 

R.  Miller,  M.D.,  Benton;  C.  C.  Rutledge,  M.D.,  Haz- 
ard; Mrs.  Raymond  E.  Jones  and  Mrs.  James  R. 
Barnes,  M.D.,  both  of  Louisville,  and  Mrs.  Arthur 

S.  Holmes,  Williamsburg. 

Third  Trustee  District  to  Meet 
June  8 at  Madisonville 

KMA  President  Everett  H.  Baker,  M.D.  Louisville, 
will  be  the  featured  speaker  at  the  Third  KMA  Trustee 
District  meeting  at  the  Madisonville  Country  Club 
Wednesday  evening,  June  8,  according  to  an  announce- 
ment by  Gabe  A.  Payne,  M.D.,  Hopkinsville,  district 
trustee. 

A brief  presentation  by  a representative  of  KEM- 
PAC is  also  planned  for  the  meeting,  which  will  be- 
gin with  a social  hour  at  5:00  p.m.  and  dinner  at 
6:30.  Individual  Invitations  will  be  sent  to  district 
members  and  their  wives.  Doctor  Payne  said. 

In  conjunction  with  the  meeting,  a seminar  on 
“Gastrointestinal  Diseases”  will  be  presented  that 
afternoon  at  the  Rizpah  Shrine  Temple  under  the 
auspices  of  the  University  of  Kentucky  Medical  Cen- 
ter. Faull  S.  Trover,  M.D.,  Madisonville,  is  assisting 
with  arrangements  for  the  meeting.  Arrangements 
have  been  made  for  the  district  members  and  their 
wives  to  play  golf  at  the  Madisonville  Club. 

AMA  Annual  Meeting  June  26-30 
Will  Feature  Best  in  Medicine 

The  most  recent  developments  in  medical  research 
and  techniques  will  be  made  available  to  the  nation’s 
physicians  June  26-30,  when  the  American  Medical 
Association  meets  in  Chicago  for  its  115th  Annual 
Convention. 

Important  socio-economic  problems  facing  the 
medical  profession  will  also  be  discussed  by  the 
AMA’s  House  of  Delegates,  meeting  at  the  Palmer 
House,  headquarters  of  the  Convention.  Leading  the 
KMA  delegation  will  be  senior  delegate  J.  Thomas 


Giannini,  M.D.,  Louisville,  accompanied  by  John  C. 
Quertermous,  M.D.,  Murray,  and  Charles  C.  Rut- 
ledge, M.D.,  Hazard,  delegates. 

Among  the  features  of  the  scientific  program,  to 
be  held  at  McCormick  Place,  will  be  six  general 
sessions  concerned  with  population  expansion,  em- 
physema, burns,  mysterious  fevers,  community  hos- 
pital and  coronary  care  units,  and  headache. 

Medical  motion  pictures  and  color  television  will 
be  presented  daily  at  the  scientific  sessions.  Approxi- 
mately 350  scientific  exhibits  have  been  scheduled. 

Everett  H.  Baker,  M.D.,  Louisville,  KMA  presi- 
dent, called  this  “the  most  important  medical  meet- 
ing of  the  year”,  and  has  urged  all  Kentucky  phy- 
sicians to  make  early  reservations.  (A  form  for  this 
purpose  appeared  on  page  280  of  the  April  Journal). 
Wives  are  also  encouraged  to  participate  in  the 
meeting  of  the  AMA  Auxiliary,  to  be  held  simul- 
taneously at  the  Drake  Hotel. 

Sixth  Trustee  District  Meeting 
To  Feature  Talk  by  Dr.  Baker 

Everett  H.  Baker,  M.D.,  Louisville,  president  of 
KMA,  will  deliver  the  main  address  at  the  Sixth 
Trustee  District’s  second  meeting  of  the  year  at 
Bowling  Green  on  Tuesday  evening,  June  14,  accord- 
ing to  Rex  E.  Hayes,  M.D.,  Glasgow,  district  trustee. 

Following  Doctor  Baker’s  talk  will  be  a discussion 
of  Sections  XVIII  and  XIX  of  Public  Law  89-97 
(Medicare).  Individual  invitations  to  the  meeting  will 
be  issued  to  member  physicians  and  their  wives.  Doc- 
tor Hayes  said.  Another  feature  on  the  program  will 
be  a brief  presentation  on  KEMPAC  (the  Kentucky 
Educational  Medical  Political  Action  Committee). 

Paul  J.  Parks,  M.D.,  Bowling  Green,  secretary  for 
the  Sixth  District,  is  making  arrangements  for  the 
meeting. 

Dr.  Quill  to  Head  Ky.  Surgeons; 
Dr.  Grise  is  President-Elect 

Laurence  M.  Quill,  M.D.,  Newport,  was  installed 
as  president  of  the  Kentucky  Chapter  of  the  Ameri- 
can College  of  Surgeons,  and  Richard  F.  Grise, 
M.D.,  Bowling  Green, 
was  chosen  president- 
elect, at  the  April  7-9 
meeting  of  the  Chapter 
at  Lexington. 

The  new  president 
succeeds  Charles  M. 
Edelen,  M.D.,  Louisville, 
in  office.  David  A.  Hull, 
M.D.,  Lexington,  re- 
mains as  secretary-treas- 
urer. New  council  mem- 
bers elected  this  year 
are:  Walter  I.  Hume, 

Jr.,  M.D.,  Louisville;  John  Dickinson,  M.D.,  Glas- 
gow; and  Ballard  W.  Cassady,  M.D.,  Pikeville. 

Approximately  80  physicians  attended  the  meeting 
at  the  Imperial  House  and  the  University  of  Ken- 
tucky Medical  Center. 


Doctor  Quill 
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Fast,  simple  administration— and  economy  for 
the  patient— make  the  new  0.5  cc  single-dose 
vial  of  ORIMUNE  Trivalent  ideal  for  private 
practice.  (Packaged  5 to  a box  with  5 sterilized 
disposable  droppers  for  your  convenience.) 
(Also  available  in  2 cc  and  2 drop  dosage 
forms.) 

Only  2 doses  required  for  complete,  initial  im- 
munization for  patients  more  than  a year  old. 
Effectiveness  — may  be  expected  to  confer  ac- 
tive immunity  against  all  three  types  of  polio- 
virus infection  in  at  least  ninety  percent  of 
susceptibles  only  if  given  at  full  dosage,  as 
directed.  No  characteristic  side  effects  have 
been  reported.  There  are,  however,  certain  con- 
tra/nd/cat/ons. These  are,  broadly:  acute  illness. 


conditions  which  may  adversely  affect  immune 
response,  and  advanced  debilitated  states.  In 
these,  vaccination  should  be  postponed  until 
after  recovery. 

In  infants  vaccination  should  not  be  com- 
menced before  the  sixth  week  of  life.  Do  not 
give  to  patients  with  viral  disease,  or  if  there  is 
persistent  diarrhea  or  vomiting.  ORIMUNE  and 
live  virus  measles  vaccine  should  be  given 
separately. 

Dosage— initial  immunization:  two  doses  each 
given  orally  at  least  8 weeks  apart.  (Give  a third 
dose  to  infants  at  10-12  months.)  Booster  im- 
munization: one  dose,  given  orally.  See  package 
literature  for  full  directions. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

660-6-»3761 
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Twenty  Physicians  Listed 
As  New  KMA  Members 

Twenty  Kentucky  physicians  have  been  recently 
added  to  the  KMA  membership  roster,  according  to 
the  membership  department.  Among  those  named 
were  three  Louisvillians:  Walter  A.  Mitchell,  M.D.; 
Todd  G.  Richardson,  M.D.,  and  John  J.  Wernert, 
Jr.,  M.D. 

Also  listed  were  two  from  Frankfort;  Doyle  D. 
Hagg,  M.D.,  and  O.  M.  Patrick,  M.D.;  and  Harry 
Galloway,  M.D.,  F.  A.  Martin,  M.D.,  and  William 
A.  McLeod,  M.D.,  all  of  Paris.  Others  were:  Walter 
F.  Beckett,  M.D.,  Bowling  Green;  Dennis  A.  Brown, 
M.D.,  Florence;  and  William  B.  Cook,  M.D.,  Prestons- 
burg. 

Also  included  were;  George  Daaboul,  M.D.,  Har- 
lan; E.  Kathie  Elliot,  M.D.,  Prospect;  Samuel  W. 
Gehring,  II,  M.D.,  Elemingsburg;  Robert  J.  Long, 
M.D.,  Berea;  Joseph  L.  Milburn,  M.D.,  Madison- 
ville;  Luther  W.  Pearce,  M.D.,  Anchorage;  John  A. 
Reeves,  M.D.,  Covington;  Robert  O.  Schoffstall, 
M.D.,  Whitesburg;  and  Richard  T.  C.  Wan,  M.D., 
Morgantown. 

Industrial  Medical  Group  Elects 

John  E.  Eckerle,  M.D.,  Louisville,  was  installed 
as  president  and  Walter  L.  O’Nan,  M.D.,  Hender- 
son, was  named  president-elect  of  the  Kentucky 
Industrial  Medical  Association,  meeting  March  27  in 
Louisville. 

Other  officers  elected  were:  vice-president,  Wil- 
liam P.  VonderHaar,  M.D.,  Louisville;  secretary- 
treasurer,  Albert  S.  Irving,  M.D.,  Louisville;  and 
one  member  of  the  Board  of  Directors,  Herman  D. 
Pocock,  M.D.,  Louisville.  The  meeting  was  held  at 
the  Brown  Hotel  in  conjunction  with  the  second 
Governor’s  Occupational  Health  Conference. 

Ky.  Dentists  Name  Dr.  Lyddan 
President  of  KDA  for  1967 

Pat  H.  Lyddan,  D.D.S.,  Louisville  pedodontist, 
was  named  president-elect  of  the  Kentucky  Dental 
Association  at  the  106th  annual  session  of  KDA 

held  in  Louisville  April 
5-8.  Thomas  J.  Boldrick, 
D.D.S.,  Owensboro,  was 
installed  as  president. 

In  other  action  taken 
during  the  meeting,  the 
Association’s  House  of 
Delegates  passed  a reso- 
lution asking  the  Ken- 
tucky State  Board  of 
Health  to  require  fluori- 
dation of  water  in  the 
state’s  first-  through 
Doctor  Lyddan  fourth-class  cities.  The 

House  also  approved  a building  committee  recom- 
mendation to  buy  a $150,000  building  for  the  new 
headquarters  office  in  Louisville. 

William  K.  Keller,  M.D.,  professor  and  chairman 


of  the  department  of  psychiatry  at  the  University 
of  Louisville  School  of  Medicine,  was  the  KMA 
exchange  speaker  at  the  meeting,  held  at  the  Brown 
Hotel. 

Doctor  Lyddan,  an  instructor  of  pedodontics  at 
the  University  of  Louisville  School  of  Dentistry,  is 
a graduate  of  Indiana  University  School  of  Dentistry 
and  did  postgraduate  work  at  I.U.  and  in  Boston. 
He  is  a fellow  of  the  American  College  of  Dentists 
and  the  Academy  International  of  Dentistry. 

KMA  Senior  Day  Programs  Held 
At  U.  of  L.  and  U.  of  K. 

Medical  school  seniors  at  the  University  of  Louis- 
ville and  the  University  of  Kentucky  were  the  guests 
of  honor  at  Senior  Day  programs  presented  by  KMA 
on  March  21  and  April  12,  respectively. 

The  two  programs,  presented  annually  by  the  As- 
sociation in  cooperation  with  the  medical  schools 
and  the  Jefferson  and  Fayette  County  Medical 
Societies,  were  held  at  the  Executive  Inn  in  Louis- 
ville for  U.  of  L.  seniors,  and  at  the  Imperial 
House  in  Lexington  for  seniors  at  U.  of  K. 

Donovan  F.  Ward,  M.D.,  Dubuque,  Iowa,  immedi- 
ate past  president  of  the  American  Medical  Associa- 
tion, was  the  principal  speaker  at  the  University  of 
Kentucky  program,  sharing  the  spotlight  with  Everett 
H.  Baker,  M.D.,  Louisville,  KMA  president,  and 
other  representatives  of  KMA  and  the  Fayette  County 
Medical  Society. 

C.  V.  Edwardson,  Louisville,  a first  vice-president 
of  the  Lincoln  Income  Life  Insurance  Company,  ad- 
dressed University  of  Louisville  seniors,  substituting 
for  the  scheduled  speaker,  who  was  prevented  from 
attending  by  bad  weather.  Both  Senior  Days  ended 
with  a dinner,  at  which  individual  members  of  the 
county  societies  acted  as  hosts  to  individual  class 
members. 

Both  programs  were  arranged  by  the  KMA  Senior 
Day  Committee,  chaired  by  Fred  C.  Rainey,  M.D., 
Elizabethtown.  This  was  the  Twelfth  Annual  Senior 
Day  at  the  University  of  Louisville  and  the  Third 
at  the  University  of  Kentucky. 

Lancaster  Seminar  Program 
Planned  June  16  by  KAGP 

The  Lancaster  Regional  Seminar  of  the  Kentucky 
■Academy  of  General  Practice  has  been  planned  for 
Thursday  afternoon,  June  16  at  the  new  Garrard 
County  High  School  Auditorium,  according  to  Paul 
J.  Sides,  M.D.,  Lancaster,  program  chairman. 

A talk  on  “The  Future  of  Private  Practice”  by 
Clayton  L.  Scroggins,  Cincinnati,  of  Clayton  L. 
Scroggins  Associates,  professional  business  manage- 
ment firm,  will  be  featured  at  the  dinner  that  evening. 

The  scientific  session,  for  which  registration  will 
begin  at  12:45  p.m.,  will  include  papers  by  Carl 
Friesen,  M.D.,  E.  D.  Pellegrino,  M.D.,  and  Edward 
Ray,  Sr.,  M.D.,  all  of  Lexington,  and  Billy  F. 
Andrews,  M.D.  and  Edward  E.  Landis,  M.D.,  of 
Louisville.  A social  hour  beginning  at  5:30  will  be 
held  before  dinner,  which  starts  at  6:30. 
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An  antibiotic 
of  choice 
is  one  that  works 

TAO  works 

— - - ’■  y 


Susceptibility  Results 
Staphylococci  ^ 


# OF  CULTURES  YEAR  % EFFECTIVE 


y^-Hemolytic  Streptococci 


The  Product 

In  a world  study  of  antibiotics  in  vitro^,  TAO  had  an  over- 
all effectiveness  of  87.3%,  higher  than  chloramphenicol 
and  erythromycin,  and  significantly  higher  than  tetracy- 
cline and  penicillin. 

The  Plus... Consistent  Performance 

Yet  antibiotics  must  not  only  work.  They  must  work  con- 
sistently. Here  are  the  results  from  the  largest  study  of 
microbial  susceptibility  ever  undertaken.  In  29,048  cul- 
tures of  overt  staphylococcal  and  /f-hemolytic  streptococ- 
cal infections,  note  the  consistency  of  results  with  TAO. 


TAO 

[triacetyioleandomycin] 


J.  B-  Roerig  and  Company,  New  York,  New  York  10017 

Division,  Chas.  Pfizer  & Co.,  Inc.,  Science  for  the  World's  Well-Being® 


TAO  Rx  information 

Indications:  The  bacterial  spectrum  includes:  streptococci,  staphy- 
locci,  pneumococci  and  gonococci.  Recommended  for  acute, 
severe  infections  where  adequate  sensitivity  testing  has  demon- 
strated susceptibility  to  this  antibiotic  and  resistance  to  less  toxic 
agents.  Contraindications  and  Precautions:  TAO  (triacetyioleandomycin)  is  not  recommended  for  prophylaxis  or  in  the  treatment  of  infectious  processes 
which  may  require  more  than  ten  days  continuous  therapy.  In  view  of  the  possible  hepatotoxicity  of  this  drug  when  therapy  beyond  ten  days  proves 
necessary,  other  less  toxic  agents,  of  course,  should  be  used.  If  clinical  judgement  dictates  continuation  of  therapy  for  longer  periods,  serial  monitor- 
ing of  liver  profile  is  recommended,  and  the  drug  should  be  discontinued  at  the  first  evidence  of  any  form  of  liver  abnormality.  It  is  contraindicated  in 
pre-existing  liver  disease  or  dysfunction,  and  in  individuals  who  have  shown  hypersensitivity  to  the  drug.  Although  reactions  of  an  allergic  nature  are 
infrequent  and  seldom  severe,  those  of  the  anaphylactoid  type  have  occurred  on  rare  occasions.  References:  1.  Isenberg,  Henry  D.:  Health  Laboratory 
Science  2:163-173  (July)  1965.  2.  Fowler,  J.  Ralph  et  al:  Clinical  Medicine  70:547  (Mar.)  1963.  3.  Isenberg,  Henry  D.:  Health  Laboratory  Science 
1:185-256  Uuly-Aug.)  1964. 
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Ky.  Public  Health  Assn.  Names 
Miss  Goodman  President-Elect 

The  Kentucky  Public  Health  Association,  meeting 
April  5-7  in  Louisville,  chose  Miss  Frances  Goodman, 
director  of  nursing  at  the 
Commission  for  Handi- 
capped Children  in  Louis- 
ville, as  its  president-elect. 

Miss  Goodman,  who  will 
succeed  Mildred  Gabbard, 
M.D.,  Booneville,  in  office 
next  April,  has  worked 
with  the  Commission  for 
20  years.  She  is  a former 
supervisor  of  nursing  at 
Kosair  Crippled  Children’s 
Hospital  in  Louisville,  and 
served  with  the  Army 
Nurse  Corps  in  World  War  II. 

In  other  action  taken  during  the  meeting,  the  As- 
sociation gave  its  annual  group  award  to  the  Pike 
County  Medical  Society  Auxiliary  for  its  activities 
in  diabetes  testing  and  in  the  field  of  mental  health. 

U.  of  L.  Medical-Dental  Center 
Gets  $2.7  Million  U.S.  Grant 

A $2.7  million  Federal  grant  for  use  in  con- 
structing the  research  facilities  for  the  new  Univer- 
sity of  Louisville  Medical-Dental  complex  was  an- 
nounced April  7 by  Dean  Donn  L.  Smith,  M.D.,  of 
the  medical  school. 

Doctor  Smith  said  the  bulk  of  the  grant  will  be 
used  for  building  and  equipping  a 14-story  research 
tower  for  the  medical  school.  He  said  also  that  the 
university  also  expects  approval  of  two  additional 
applications  for  funds  totaling  $9.3  million  in  U.S. 
funds  for  the  medical-dental  center. 

The  $12  million  total  in  Federal  grants  will  be 
matched  by  $6  million  from  a city  bond  issue  and 
$3  million  from  a state  bond  issue,  both  passed  last 
fall.  Work  on  the  center  is  expected  to  begin  soon. 

KMA  Diabetes  Detection  Program 
Effective  in  Alerting  Public 

“The  KMA  Diabetes  Detection  Program  continues 
to  be  an  effective  means  of  alerting  citizens  to 
the  dangers  of  undetected  and  uncontrolled  diabetes, 
and  to  persude  them  to  be  tested!”  Irving  F.  Kanner, 
M.D.,  Lexington,  chairman  of  the  KMA  Diabetes 
Committee,  said  recently. 

The  15th  Annual  Drive,  sponsored  by  the  KMA 
in  cooperation  with  the  American  Diabetes  Associa- 
tion, saw  66,501  free  tests  made  and  252  proved 
cases  reported. 

More  than  2,300  previously  unknown  diabetics 
have  been  found  since  the  first  KMA  drive  in  1951. 
The  Kentucky  Medical  Association  started  the  first 
Diabetes  Detection  and  Education  Program  for  the 
country  in  1951.  Doctor  Kanner  expressed  his  ap- 


preciation to  all  members  of  the  county  medical 
societies,  allied  groups,  cooperating  agencies,  and 
news  media  for  their  participation  in  the  1965  drive. 

To  Discuss  Psychic  Drugs 

“Abuse  of  Psychic  Drugs”  will  be  the  feature 
address  by  Carroll  L.  Witten,  M.D.,  Louisville,  presi- 
dent-elect of  the  American  Academy  of  General 
Practice,  at  a luncheon  on  May  22  at  the  Hotel  Fon- 
tainebleau in  Miami  Beach. 

The  two-day  conference,  sponsored  by  the  AAGP, 
includes  eleven  southeastern  states,  Puerto  Rico,  and 
Washington,  D.C.  KMA  President,  Everett  H.  Baker, 
M.D.,  Louisvile,  has  been  invited  to  this  meeting  and 
expects  to  attend. 

“Anesthesiology  and  Obstetrics” 
Seminar  Set  June  4 at  U.  of  K. 

“Anesthesiology  and  Obstetrics”  will  be  the  theme 
of  the  second  annual  Postgraduate  Course  of  the 
department  of  anesthesiology  at  the  University  of 
Kentucky  Medical  Center  on  Saturday,  June  4. 

The  session,  which  will  begin  at  9:15  a.m.  in 
Room  M 122,  is  designed  to  present  current  think- 
ing in  analgesia  during  labor,  anesthetic  management 
for  vaginal  or  Caesarean  delivery,  and  immediate 
care  of  the  newborn. 

Speakers  will  be  members  of  the  departments  of 
anesthesiology  and  obstetrics  at  the  Medical  Center. 
No  registration  fee  will  be  charged.  The  program 
is  acceptable  for  six  accredited  hours  by  the  American 
Academy  of  General  Practice.  For  further  informa- 
tion, write  to  Marion  A.  Carnes,  M.D.,  or  Dean 
H.  Morrow,  M.D.,  at  the  U.  of  K.  Medical  Center, 
Lexington,  Ky.  40506. 

Dr.  Forde  Elected  Ob-Gyn  Head 

Francis  A.  Forde,  M.D.,  Middlesboro,  was  elected 
president  of  the  Kentucky  Obstetrical  and  Gyneco- 
logical Society  during  the  organization’s  annual 
meeting  April  14  and  15  in  Cincinnati. 

Doctor  Forde  succeeds  Elwood  L.  Woolsey,  M.D., 
Harlan,  as  president.  Other  officers  elected  were 
Laman  A.  Gray,  M.D.,  Louisville,  vice-president, 
and  John  L.  Duhring,  M.D.,  Lexington,  secretary- 
treasurer.  An  outstanding  meeting  was  reported,  with 
excellent  attendance. 


FOR  SALE:  Satisfying  general  prac- 
tice in  pleasant  town  of  1400  in  West- 
ern Kentucky,  grossing  $49,000.  Area 
developing  in  industry  and  recreation. 
Present  owner  leaving  for  residency. 
Attractive  terms.  Will  introduce. 

Reply  Box  # 15  KMA 
3532  Janet  Avenue 
Louisville,  Ky.  40205 
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to  help  relieve  pain 
in  common 
anorectal  disorders 


"non-came” 

Diothane 


Diothane— with  its  chemically  distinct  “non-caine”  anesthetic 
agent  diperodon  — provides  effective  temporary  topical  anes- 
thetic and  emollient  actions  for  soothing  relief  of  anorectal 
pain.  Anesthetic  activity  is  effective  and  relatively  prolonged; 
sensitization  is  infrequent.  Reports  to  Merrell  on  1 ,500  patients 
treated  pre-  and  postoperatively  with  Diothane  Ointment, 
indicate  only  22  developed  local  skin  reactions.  Reactions  to 
Diothane  have  been  burning  or  stinging  sensations  and  a few 
cases  of  allergic  manifestations.  An  additional  advantage: 
Diothane  Ointment  and  Suppositories  are  mildly  antiseptic. 
Prescribe  or  recommend  either  form . . . both  are  now  available. 


DIOTHANE  OINTMENT 

COMPOSITION; 
diperodon  1.0%;  oxyquinoline 
oenzoate  0.1%  in  a special  oint- 
nent  base. 

INDICATIONS: 

Provides  temporary  palliation  of 
pain  that  may  result  from  hemor- 
rhoidectomy and  from  common 
anorectal  disorders  such  as  hemor- 
rhoids, anal  fissures,  pruritus  ani. 


DIOTHANE  SUPPOSITORIES 

COMPOSITION: 

Each  suppository,  weighing  ap- 
proximately 2.6  Gm.,  contains 
diperodon  1.0%;  urea  10.0%; 
oxyquinoline  benzoate  0.1%  in  a 
special  hydrophilic  suppository 
base.  A unique  shape  keeps  the 
suppository  in  intimate  contact 
with  mucous  membranes. 

INDICATIONS: 

Provide  for  temporary  palliation 
of  pain  caused  by  hemorrhoids 
and  pruritus  ani. 

^Merrell^ 


THE  WM.  S.  MERRELL  COMPANY 
Division  of  Richardson-Merrell  Inc. 
Cincinnati,  Ohio  45215/Weston,  Ontario 


When  " 

tetracycline 
is  indicated  in 
these  candidates 
for  Candida... 


New 

low-cost 

tetracycline/ 

antifungal 

therapy 

Tetrex:-F 

tetracycline 
phosphate  complex 
— nystatin 


Because  new  Tetrex-F  (tetracycline 
phosphate  complex-nystatin)  is  the  most 
economical  therapy  of  its  kind  that  you 
can  prescribe,  it  is  a sound  choice  whenever 
tetracycline  therapy  is  indicated  in 
patients  predisposed  to  monilial  infections. 

JFho  are  these  **  candidates  for  Candida'? 

7.  diabetic  patients 

2. nonp regnant  women  with  a history  of 
recent  or  recurrent  monilial  vaginitis 

3.  elderly  or  debilitated  patients 

4.  patients  with  a past  history  of  moniliasis 

5.  patients  on  long-term  tetracycline  or 
corticosteroid  therapy. 

For  these  patients,  Tetrex-F  (tetracycline 
phosphate  complex-nystatin)  provides 
efficient  tetracycline  therapy  against 
a broad  range  of  infections  plus  protection 
against  superinfection  associated  with  the 
overgrowth  of  C.  albicans  in  the  G.I.  tract. 
Priced  for  savings 

Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  is  lowest  in  cost— priced  20% 
lower  than  most  tetracycline/antifungal 
products. 


BRISTOL  THERAPEUTIC  SUMMARY 
For  complete  information  consult  Official  Package  Circular. 
Indications:  Infections  of  respiratory,  gastrointestinal  and 
genitourinary  tracts  and  skin  and  soft  tissues  due  to  tetracycline- 
sensitive  organisms,  in  patients  with  increased  susceptibility  to 
monilial  infections. 

Contraindications:  The  drug  is  contraindicated  in  patients  hyper- 
sensitive to  its  components. 

IVarninffs : Fhotodynamic  reactions  have  been  produced  by  tetra- 
cyclines. Natural  and  artificial  sunlight  should  be  avoided  during 
therapy.  Stop  treatment  if  skin  discomfort  occurs.  No  cases 
of  photosensitivity  have  been  reported  with  Tetrex  (tetracycline 
phosphate  complex).  With  renal  impairment,  systemic  accumulation 
and  hepatotoxicity  may  occur.  In  this  situation,  lower  doses 
should  be  used.  Tooth  staining  and  enamel  hypoplasia  may  be  induced 
during  tooth  development  (last  trimester  of  pregnancy, 
neonatal  period  and  childhood). 

Precautions:  Bacterial  superinfection  may  occur.  Infants  may 
develop  increased  intracranial  pressure  with  bulging  fontanels. 

In  gonorrheal  therapy,  serologic  tests  for  syphilis  should  be 
conducted  initially  and  monthly  for  3 months. 

Adverse  Reactions:  Glossitis,  stomatitis,  nausea,  diarrhea,  flatulence, 
proctitis,  vaginitis,  dermatitis,  and  allergic  reactions  may  occur. 

Usual  Adult  Dosage:  1 capsule  q.i.d.  Continue  therapy  for  10  days  in 
beta-hemolytic  streptococcal  infections.  Administer  one  hour 
before  or  2 hours  after  meals. 

Supply:  Capsules,  bottles  of  16.  Each  capsule  contains  tetracycline 
phosphate  complex  equivalent  to  250  mg.  tetracycline  HCl  activity  and 
250,000  units  of  nystatin.  Oral  Suspension,  60-ml.  bottle. 

Each  5 ml.  contains  tetracycline  equivalent  to  125  mg.  tetracycline 
hydrochloride  and  nystatin,  125,000  units. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 

Syracuse,  New  York 


BRISTOL 


Conference  Held  in  Frankfort 
To  Judge  State  Health  Needs 

A Conference  on  Health  Services  in  Kentucky  was 
held  April  11  in  Frankfort  to  assess  the  future  de- 
mands on  health  resources  in  the  state. 

Representatives  of  the  medical  profession  met  with 
others  from  the  state  departments  of  Health  and 
Education,  allied  health  professions,  and  medical  and 
secondary  educators  to  analyze  the  future  health 
needs  of  the  state  and  determine  the  health  programs 
and  health  occupations  education  necssary  to  meet 
these  needs. 

The  conferees  discussed  the  responsibilities  for 
developing  these  programs  with  emphasis  on  the 
education  of  young  people  to  meet  the  demands  of 
the  different  health  services,  as  well  as  the  facilities 
needed  for  health  care  and  training. 

Occupational  Health  Meeting  Held 

Kentucky  physicians  and  others  interested  in  oc- 
cupational health  were  among  the  approximately  190 
people  attending  the  second  annual  Governor’s  Con- 
ference on  Occupational  Health  in  Louisville  March 
27  and  28,  according  to  Gradie  R.  Rowntree,  M.D., 
Louisville,  conference  chairman.  The  theme  of  the 
conference  was  “The  Supervisor’s  Role  in  Occupa- 
tional Health  and  Safety”. 

Ky.  C.  of  C.  Marks  Anniversary 

The  Kentucky  Chamber  of  Commerce  celebrated 
the  20th  anniversary  of  its  founding  at  a special 
Anniversary  Dinner  at  the  Phoenix  Hotel  in  Lexing- 
ton on  April  18.  Rexford  S.  Blazer,  Ashland,  former 
past-president,  was  the  main  speaker  at  the  dinner, 
at  which  all  past-presidents  were  honored. 

KMA  Council  and 
Committee  Reports 

Hospital  Committee 

James  B.  Holloway,  M.D.,  Lexington,  Chairman 
KMA  Headquarters  Office  March  31,  1966 

The  KMA  Hospital  Committee  recently  held  its 
second  meeting  of  the  associational  year  at  the 
Headquarters  Office.  Representatives  of  the  KMA 
attended  and  joined  in  the  continuing  discussion  on 
methods  of  implementing  Resolution  A,  passed  by 
the  KMA  House  of  Delegates  in  September  1965. 
The  chairman  of  the  Hospital  Sub-committee  gave  a 
report  on  progress  made  to  date.  The  resolution  per- 
tained to  administrative  relations  between  hospitals 
and  private  practitioners  of  medicine  practicing 
within  hospitals. 

Other  items  receiving  considerable  discussion 
included  area-wide  hospital  planning,  Appalachian 
Regional  Hospitals,  and  a medical  record  central 
clearing  house. 

The  committee  is  scheduled  to  meet  again  on  May 
19  when  further  discussion  will  be  held  on  Resolu- 
tion A. 

(Continued  on  Page  442) 


Bamadex®  Sequels® 

Contraindications:  In  hyperexcitability  and  in  agi- 
tated prepsychotic  states.  Previous  allergic  or 
idiosyncratic  reactions. 

Precautions:  Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetic  compounds,  who 
have  coronary  or  cardiovascular  disease,  or  are 
severely  hypertensive. 

Dextro-amphetamine  sulfate:  Use  by  unstable  in- 
dividuals may  result  in  psychological  dependence. 

Meprobamate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised;  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use 
in  susceptible  persons,  e.g.  alcoholics,  former  ad- 
dicts, and  other  severe  psychoneurotics,  has  been 
reported  to  result  in  dependence.  Where  excessive 
dosage  has  continued  for  weeks  or  months,  re- 
duce dosage  gradually.  Sudden  withdrawal  may 
precipitate  recurrence  of  pre-existing  symptoms 
such  as  anxiety,  anorexia,  or  insomnia;  or  with- 
drawal reactions  such  as  vomiting,  ataxia,  trem- 
ors, muscle  twitching  and,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  reduce  dose — operation  of 
motor  vehicles,  machinery  or  other  activity  re- 
quiring alertness  should  be  avoided.  Effects  of 
excessive  alcohol  consumption  may  be  increased 
by  meprobamate.  Appropriate  caution  is  recom- 
mended with  patients  prone  to  excessive  drinking. 
In  patients  prone  to  both  petit  and  grand  mal 
epilepsy  meprobamate  may  precipitate  grand  mal 
attacks.  Prescribe  cautiously  and  in  small  quanti- 
ties to  patients  with  suicidal  tendencies. 

Side  Effects:  Overstimulation  of  the  central  nerv- 
ous system,  jitteriness  and  insomnia  or  drowsiness. 
Dextro-amphetamine  sulfate:  Insomnia,  excita- 
bility, and  increased  motor  activity  are  common 
and  ordinarily  mild  side  effects.  Confusion,  anx- 
iety, aggressiveness,  increased  libido,  and  halluci- 
nations have  also  been  observed,  especially  in 
mentally  ill  patients.  Rebound  fatigue  and  de- 
pression may  follow  central  stimulation.  Other 
effects  may  include  dry  mouth,  anorexia,  nausea, 
vomiting,  diarrhea,  and  increased  cardiovascular 
reactivity. 

Meprobamate:  Drowsiness  may  occur  and  can  be 
associated  with  ataxia,  the  symptom  can  usually 
be  controlled  by  decreasing  the  dose,  or  by  con- 
comitant administration  of  central  stimulants. 
Allergic  or  idiosyncratic  reactions:  maculopapu- 
lar  rash,  acute  nonthrombocytopenic  purpura 
with  petechiae,  ecchymoses,  peripheral  edema 
and  fever,  transient  leukopenia.  A case  of  fatal 
bullous  dermatitis,  following  administration  of 
meprobamate  and  prednisolone,  has  been  re- 
ported. Hypersensitivity  has  produced  fever, 
fainting  spells,  angioneurotic  edema,  bronchial 
spasms,  hypotensive  crises  (1  fatal  case),  anuria, 
stomatitis,  proctitis  (1  case),  anaphylaxis,  agranu- 
locytosis and  thrombocytopenic  purpura,  and  a 
fatal  instance  of  aplastic  anemia,  but  only  when 
other  drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity,  usually 
after  excessive  dosage.  Impairment  of  visual  ac- 
commodation. Massive  overdosage  may  produce 
drowsiness,  lethargy,  stupor,  ataxia,  coma,  shock, 
vasomotor,  and  respiratory  collapse. 
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First  aid  for  a Second  aid  for  a 

button  popper  button  popper 


Bamadex*  Sequels" 

d-amphetamine  sulfate  (15  mg.)  Sustained  Release  Capsules 
and  meprobamate  (300  mg.) 


By  providing  combined  anorexigenic-tranquilizing  action,  BAMADEX  SEQUELS 
Capsules  help  your  nonshrinking  patients  to  establish  new  patterns  of  eating  less. 
The  amphetamine  component  suppresses  the  appetite,  while  the  meprobamate 
helps  allay  nervousness  and  tension.  And  for  most  patients,  the  sustained  release 
of  the  active  ingredients  makes  possible  convenient  one-capsule-a-day  dosage. 


LEDERLE  LABORATORIES  • A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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Butazolidin^alka 

phenylbutazone  100  mg. 

dried  aluminum 
hydroxide  gel  100  mg. 

magnesium  trisilicate  150  mg. 
homatropine 

methylbromide  1.25  mg. 


In  rheumatoid  arthritis-effective  therap 
with  minimal  chance  of  G-l  upset 


Therapeutic  Effects 

Fifty  to  75%  of  patients  obtain  major  relief  of 
arthritic  symptoms,  as  reported  by  numer- 
ous clinicians.  In  addition,  the  problem  of 
gastric  upset  — a major  problem  with  certain 
other  oral  antiarthritic  agents  — is  minimized 
by  the  presence  of  antacids  and  an  antispas- 
modic  in  the  formulation. 

Improvement  is  generally  seen  within  3 to  4 
days,  and  trial  therapy  need  not  be  con- 
tinued beyond  a week.  Relief  of  pain  is 
followed  quickly  by  resolution  of  inflamma- 
tion and  improved  joint  function.  Relief  of 
symptoms  is  often  accompanied  by  in- 
creased appetite,  gain  in  weight  and  an 
improved  sense  of  well-being. 

The  initial  response  is  usually  maintained 
without  dosage  increases;  indeed,  initial 
dosage  Is  often  reduced  for  maintenance 
purposes. 

Salicylate  or  steroid  therapy  can  usually  be 
diminished  or,  in  some  instances,  eliminated. 

Contraindications 

Edema;  danger  of  cardiac  decompensation; 
history  or  symptoms  of  peptic  ulcer;  renal, 
hepatic  or  cardiac  damage;  history  of  drug 
allergy;  history  of  blood  dyscrasia.  Because 
of  the  increased  possibility  of  toxic  reac- 
tions, the  drug  should  not  be  given  when  the 
patient  is  senile  or  when  other  potent 
chemotherapeutic  agents  are  given  concur- 


rently. Large  doses  of  Butazolidin  alka  are 
contraindicated  in  patients  with  glaucoma. 

Precautions 

Before  prescribing,  the  physician  should 
obtain  a detailed  history  and  perform  a 
complete  physical  and  laboratory  examina- 
tion, including  a blood  count.  The  patient 
should  be  kept  under  close  supervision  and 
should  be  warned  to  report  immediately 
fever,  sore  throat,  or  mouth  lesions  (symp- 
toms of  blood  dyscrasia) ; sudden  weight 
gain  (water  retention);  skin  reactions;  black 
or  tarry  stools.  Regular  blood  counts  should 
be  made.  The  drug  should  be  used  with 
greater  care  in  the  elderly. 

Warning 

If  coumarin-type  anticoagulants  are  given 
simultaneously,  the  physician  should  watch 
for  excessive  increase  in  prothrombin  time. 

Pyrazole  compounds  may  potentiate  the 
pharmacologic  action  of  sulfonylurea  and 
sulfonamide-type  agents  and  insulin.  Pa- 
tients receiving  such  concomitant  therapy 
should  be  carefully  observed  for  this  effect. 

Adverse  Reactions 

The  most  common  adverse  reactions  are 
nausea,  edema  and  drug  rash.  The  drug 
may  reactivate  a latent  peptic  ulcer.  Infre- 
quently, agranulocytosis,  generalized 
allergic  reaction,  stomatitis,  salivary  gland 
enlargement,  vertigo  and  languor  may 


occur.  Leukemia  and  leukemoid  reactio 
have  been  reported  but  cannot  definitel) 
attributed  to  the  drug.  Thrombocytopeni 
purpura  and  aplastic  anemia  are  also  pc 
sible  side  effects.  Confusional  states, 
agitation,  headache,  blurred  vision,  optf 
neuritis  and  transient  hearing  loss  have 
been  reported,  as  have  hepatitis,  jaundi 
and  several  cases  of  anuria  and  hematu 
With  long-term  use,  reversible  thyroid 
hyperplasia  may  occur  infrequently. 

Average  Dosage  in  Rheumatoid  Arthriti 

Initial:  3 to  6 capsules  daily  in  divided  d( 
It  is  usually  unnecessary  to  exceed  4 ca| 
sules  daily.  A trial  period  of  1 week  is  ad 
quate  to  determine  response;  in  the  absi 
of  favorable  response,  discontinue. 

Maintenance:  An  effective  level  is  often 
achieved  with  1 to  2 capsules  daily;  do  r 
exceed  4 daily. 

Also  available: 

Butazolidin®  phenylbutazone 
Tablets  of  100  mg. 

0 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporatior 

Ardsley,  New  York 


Geigy 


TOPICAL  TYPICAL 

TREATMENT  RESULTS 


PRIMARY  PYODERMA  AFTER  TREATMENT  WITH 

•NEOSPORIN'  ANTIBIOTIC  OINTMENT 
AND  SALINE  COMPRESSES 


‘NEOSPORIN 


brand 


Polymyxin  B- Neomycin -Bacitracin 


OINTMENT 


Each  gram  contains: 
‘Aerosporin’®  brand  Polymyxin  B 


Sulfate 5,000  Units 

Zinc  Bacitracin 400  Units 

Neomycin  Sulfate  (equivalent  to 
3.5  mg.  Neomycin  Base) .,5  mg. 


Tubes  of  V2  oz.  and  1 oz. 

■clinically  effective 

■comprehensive  bactericidal  action  against  most 
Gram-negative  and  Gram-positive  organisms,  in- 
cluding Pseudomonas 

■rarely  sensitizes 


ecthyma,  pyodermas,  sycosis  vulgaris,  paronychia, 
traumatic  lesions,  eczema,  herpes  and  seborrheic 
dermatitis.  Prophylactically,  for  protection  against 
bacterial  contamination  in  burns,  skin  grafts,  inci- 
sions and  other  clean  lesions,  abrasions  and  minor 
cuts  and  wounds. 

Caution:  As  with  other  antibiotic  preparations,  pro- 
longed use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms  and/or  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 

Contraindication:  This  product  is  contraindicated 
in  those  individuals  who  have  shown  hypersensi- 
tivity to  any  of  its  components. 


For  the  eradication  of  infec'tious  organisms  in  a Complete  literature  available  on  request  from 
wide  range  of  dermatologic  disorders:  impetigo,  Professional  Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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The  discomforts  of 

DIARRHEA 
MUCOUS  COLITIS 
DIVERTICULITIS 
SPASTIC  URETERITIS 
BLADDER  SPASM 

are  relieved  by 

direct  musculotropic  action 

with 


BRAND  THIPHENAMIL  HCl 


Available  in  100  milligram  pink  sugar- 
coated  tablets. 

The  high  therapeutic  index  permits  dos- 
age sufficient  to  relieve  spasm  promptly. 
The  usual  initial  dose  is  4 tablets.  Main- 
tenance dosage  is  usually  one  or  two 
tablets  4 times  a day. 

Trocinate  BRA^D  THIPHENAMIL  HCI 

BETA-DIETHYLAMiNOETMYL  OIPHENYLTHIOACETATE  HYDROCHLORIDE 

Directly  relaxes  smooth  muscle  spasm 
Combats  hypermotility 
N on-mydriatic,  may  he  used  in  glaucoma 

Trocinate  (Thiphenamil  HCl)  has  been  found 
in  three  clinical  studies,  (J.  Mo.  Med.  Assoc., 
48:685-6:  Med.  Rec.  & Annals,  43:1104-6:  J. 
Urol.,  73:487-93),  to  be  effective  and  to  be  vir- 
tually free  of  side-effects.  Fifteen  years  of  wide 
clinical  usage  has  affirmed  the  safety  and  effec- 
tiveness of  Trocinate. 

DISPENSED  IN  BOTTLES  OF 

100,  250  AND  2000  TABLETS 
Literature  and  samples  sent  upon  request 

WM.  P.  POYTHRESS  & CO.,  INC. 
RICHMOND,  VIRGINIA 

Manufacturers  of  ethical  pharmaceuticals  since  1856 


McDowell  Home  Committee 

Laman  A.  Gray,  M.D.,  Louisville,  Chairman 

The  KMA  McDowell  Home  committee,  at  a recent 
meeting,  finalized  plans  to  present  an  exhibit  on  the 
McDowell  House  at  the  Annual  Meeting  of  the 
American  College  of  Obstetrics  and  Gynecology  in 
Chicago  during  May  and  at  the  1966  KMA  Annual 
Meeting. 

The  committee  members  approved  a proposed 
project  of  the  Woman’s  Auxiliary  to  KMA  which 
hopefully  will  result  in  a new  kitchenette  for  the 
McDowell  House.  The  summer  tourist  season  was 
discussed  and  plans  to  provide  ample  hostesses  in 
the  house  were  made.  Gifts  consisting  of  items  for 
the  grounds  and  portraits  of  Doctor  Ephriam  Mc- 
Dowell’s relatives  were  accepted  with  appreciation. 

A recommendation  was  made  to  change  the  name 
of  the  committee  from  McDowell  Home  to  Mc- 
Dowell House  Committee. 


COUNTY  SOCIETY  REPORTS 


McCracken 

The  regular  March  meeting  of  the  McCracken 
County  Medical  Society  was  held  at  the  Paducah 
Country  Club.  Donal  D.  O’Sullivan,  M.D.,  patholo- 
gist at  Lourdes  Hospital  in  Paducah,  presented  the 
program,  a talk  entitled  “Medicare  — The  Patholo- 
gist — And  You”. 

Walter  R.  Johnson,  Jr.,  M.D.,  Society  president, 
presided  over  the  business  meeting  which  followed. 

There  ensued  a serious  discussion  of  the  change 
in  relationships  of  hospital-based  medical  specialists. 
A motion  was  made  to  the  effect  that;  1.,  All 
technologists  and  other  personnel  under  the  super- 
vision of  the  pathologist  should  be  directly  em- 
ployed by  the  pathologist,  and  that  the  pathologist 
be  unhindered  from  third  party  intervention  in  the 
acquisition  of  equipment  and  supplies,  and,  2.,  that 
all  these  problems  would  be  best  solved  by  arrange- 
ments in  which  the  laboratory  in  the  hospitals  are 
operated  by  pathologists  who  have  a mutual  working 
agreement  with  the  hospital  in  which  the  pathologist 
is  responsible  for  and  pays  for  all  laboratory  payroll 
expenses,  capital  equipment,  his  expendible  supplies, 

(Continued  on  Page  446) 


AlCOHOlISM 

The  Keeley  Institute, Dwight,  ^ 

Illinois,  specializes  in  the  individual  and  group 
care  of  those  having  a drinking  problem. 

Our  progressive,  well-rounded  program  is  con- 
ducted in  an  atmosphere  of  friendly  cooperation 
under  the  direction  of  physicians  and  experienced 
personnel.  We  take  female  patients  as  well  as  male. 


The  alcoholic  can  be  helped  . . . 

Why  not  write  now  for  detailed  information  on  our 
low  cost,  comprehensive  services  — or  phone 
815  584-3001. 

The  Keeley  Institute  is  a member  of  the  Amer- 
ican Hospital  Association  — Licensed  by  the  Dept, 
of  Public  Health,  State  of  Illinois. 
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eczema:  scourge  of  childhood 


R.  R.,  Age  n — Before  treatment  — 
atopic  eczema  of  long  standing 


ARISTOCORT*'  Triamcinolone  AcetonideTopicals  have 
proved  exceptionally  effective  in  the  control  of  various 
forms  of  childhood  eczema:  allergic,  atopic,  nummular, 
psoriatic,  and  mycotic. 

In  most  cases  responsive  to  topical  ARISTOCORT, 
the  0.1%  concentration  is  sufficiently  potent.  The  0.5% 
concentration  provides  enhanced  topical  activity  for 
patients  requiring  additional  potency  for  proper  relief. 

Administration  and  Dosage:  Apply  sparingly  to  the  affected 
area  3 or  4 times  daily.  Some  cases  of  psoriasis  may  be  more 
effectively  treated  if  the  0.1%  Cream  or  Ointment  is  applied 
under  an  occlusive  dressing. 

Contraindications:  Tuberculosis  of  the  skin,  herpes  simplex, 
chicken  pox  and  vaccinia. 

Precautions  and  Side  Effects:  Do  not  use  in  the  eyes  or  in 
the  ear  (if  drum  is  perforated).  A few  individuals  react  un- 
favorably under  certain  conditions.  If  side  effects  are  en- 
countered, the  drug  should  be  discontinued  and  appropriate 

Aristocorf  Topical 

Triamcinolone  Acetonide 


After  treatment  — with  ARISTOCORT 
Topical  Ointment  0.1%  for  two  weeks 


measures  taken.  Use  on  infected  areas  should  be  attended 
with  caution  and  observation,  bearing  in  mind  the  potential 
spreading  of  infection  and  the  advisability  of  discontinuing 
therapy  and/or  initiating  antibacterial  measures.  Generalized 
dermatological  conditions  may  require  systemic  corticoster- 
oid therapy.  Steroid  therapy,  although  responsible  for  remis- 
sions of  dermatoses,  especially  of  allergic  origin  cannot  be  ex- 
pected to  prevent  recurrence.  The  use  over  extensive  body 
areas,  with  or  without  occlusive  nonpermeable  dressings, 
may  result  in  systemic  absorption.  Appropriate  precautions 
should  be  taken.  When  occlusive  nonpermeable  dressings 
are  used,  miliaria,  folliculitis  and  pyodermas  will  sometimes 
develop.  Localized  atrophy  and  striae  have  been  reported 
with  the  use  of  steroids  by  the  occlusive  technique.  When 
occlusive  nonpermeable  dressings  are  used,  the  physician 
should  be  aware  of  the  hazards  of  suffocation  and  flamma- 
bility. The  safety  of  use  on  pregnant  patients  has  not  been 
firmly  established.  Thus,do  not  use  in  large  amounts  or  for 
long  periods  of  time  on  pregnant  patients. 

Packages:  Tubes  of  5 Cm.  and  15  Cm.;  V2  lb.  jar. 

PHOTOGRAPHS  COURTESY  OF  M.  M.  NtERMAN,  M,0. 


Ointment  0.1%  and  Cream  0.1%,  0.5% 

Also  available  in  foam  form  and  with  neomycin. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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Application 

FOR  SPACE  IN  THE  SCIENTIFIC  EXHIBIT 

(Research  and  Teaching  Exhibits) 

1966  Annual  Meeting  Kentucky  Medical  Association 

Convention  Center  Louisville,  Kentucky  September  20,  21,  22 

Fill  Out  and  Mail  to: 

BENJAMIN  B.  JACKSON,  M.D.,  Chairman 

Committee  on  Scientific  Exhibits 
Kentucky  Medical  Association 
3532  Janet  Avenue 
Louisville,  Kentucky  40205 

Applications  for  space  should  be  received 
before  July  1,  1966 

Dimensions  and  structure  of  KMA  Scientific 
booth  are  shown  in  accompanying  illustration 


1 . Title  of  Exhibit: 

2.  Name  (s)  of  Exhibitor  (s):  (AMA  Member?) 


Institution  (if  desired): 

Mailing  Address 

3.  Do  you  have  a built-in  exhibit? 

4.  Description  of  Exhibit:  (Attach  Brief  Description  Not  To  Exceed  100  Words  to  this  blank) 

5.  Exhibit  will  consist  of  the  following:  (Check  which) 

Charts  and  Posters.  . . . Photographs.  . . . Drawings  ....  X-rays.  . . . 

Specimens.  . . . Moulages.  . . . Other  Material 

6.  Booth  Requirements:  (Describe) 

Amount  of  wall  space  needed? 

Back  wall  Side  walls  (All  side  walls  are  4')  

Square  feet  needed? Shelf  desired?  (yes  or  no)  

7.  Indicate  sources  of  assistance  provided  in  connection  with  the  exhibit 


8.  Has  this  exhibit  been  exhibited  before?  If  so,  when  & where? 

Date  

Signature  of  Applicant 


The  Mead  Johnson  Aesculapius  Award  of  $200.00  and  identifying  plaque  will  be  presented  by  the 
KMA  for  the  best  exhibit  in  1966. 

The  Kentucky  Medical  Association  will  provide  without  cost  to  the  exhibitor  the  following:  Exhibit 
space,  shelves,  sign  for  booth,  current,  bracket  lights,  provided  all  items  are  approved  in  advance 
by  the  conrmittee. 

Cost  of  transporting  exhibits  to  the  meeting  must  be  borne  by  the  individual  exhibitor  as  well  os 
costs  of  cards,  signs,  etc.,  which  are  a part  of  the  exhibit. 

View  boxes,  furniture,  decorations,  etc.,  may  be  rented,  if  desired,  by  applying  directly  to  Jos.  T. 
Griffin  Company,  704  West  Main  Street,  Louisville  2,  who  supply  equipment  for  the  annual  KMA 
meeting. 

Due  to  the  shortage  of  space,  please  have  your  exhibit  as  compact  as  possible. 
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M.D.s  Invited  to  Participate 
In  Family  Practice  Study 

Family  physicians  from  both  rural  and  urban 
areas  are  being  invited  to  take  part  in  a summer 
project  designed  to  study  the  content  of  a family 
physician’s  practice  in  Kentucky,  scheduled  for  June 
14  to  August  11. 

The  project,  supported  by  a grant  from  the  U.S. 
Public  Health  Service,  is  under  the  direction  of 
Keene  A.  Watson,  M.D.  of  the  department  of  com- 
munity Medicine  and  Joseph  Hamburg,  M.D.  of  the 
department  of  medicine  at  the  University  of  Ken- 
tucky. The  results  will  be  analyzed  for  use  in  im- 
proving the  newly-established  family  medicine  resi- 
dency at  the  Medical  Center. 

A medical  student  interested  in  family  practice 
will  spend  approximately  one  week  in  the  office  of 
the  participating  physician,  documenting  the  content 
of  the  practice.  No  expense  will  be  incurred  by  the 
physician.  For  information  contact  Doctor  Hamburg 
by  writing  to  the  Medical  Center,  or  call  collect 
(Area  code  606)  255-3600,  Extension  5671. 

Two  Ky.  M.D.’s  Serve  in  Africa 

Donald  Chatham,  M.D.,  Shelbyville,  a member  of 
the  KMA  Board  of  Trustees,  returned  April  28 
from  Ghana,  West  Africa,  where  he  spent  a month 
relieving  a medical  missionary  friend  of  his  duties. 

E.  Truman  Mays,  M.D.,  assistant  professor  of 
surgery  at  the  University  of  Louisville  School  of 
Medicine,  and  Mrs.  Mays,  were  appointed  March  10 
by  the  Southern  Baptist  Missionary  Board  as  medical 
missionaries  to  Nigeria.  Doctor  Mays  has  resigned 
his  teaching  post  effective  July  1. 

Pediatric  Seminar  Set  June  9-11 

The  Great  Smoky  Mountains  Pediatric  Seminar 
(formerly  the  East  Tennessee  Pediatric  Association) 
will  hold  its  annual  meeting  in  Gatlinburg  June  9-11. 
Ail  interested  physicians  are  invited  to  attend. 

For  information,  write  to  John  C.  Rochester,  M.D., 
secretary-treasurer.  Great  Smoky  Mountains  Pediatric 
Seminar,  4807  Newcom  Ave.,  N.W.,  Knoxville,  Tenn., 
37919. 

Practical  Nurses  Hear  Dr.  Bost 
Speak  at  Louisville  Meeting 

Howard  L.  Bost,  M.D.,  new  deputy  director  for 
Medicare  and  former  U.  of  K.  faculty  member,  was 
the  keynote  speaker  at  the  opening  assembly  of  the 
annual  convention  of  the  National  Association  for 
Practical  Nurse  Education  and  Service  (NAPNES), 
in  Louisville  April  18-21. 

Almost  1,000  licensed  practical  nurses,  nurse  edu- 
cations. practical  nurse  students,  and  guests,  attended 
the  meeting  at  the  Kentucky  Hotel. 

Doctor  Bost,  who  spoke  on  “Medicare  and  the 
Practical  Nurse”,  was  assistant  vice  president  for 
program  and  policy  planning  at  the  U.  of  K.  Medical 


Center  and  professor  of  medical  and  hospital  eco- 
nomics until  he  resigned  this  spring  to  take  his 
current  post.  The  Kentucky  State  Association  of 
Licensed  Practical  Nurses  is  a constituent  member 
of  NAPNES. 


NEWS  ITEMS 


William  A.  Weldon,  M.D.,  Glasgow,  was  honored 
May  1 in  “Doctor  Weldon  Day”  ceremonies  by  the 
citizens  of  Barren  and  adjoining  counties.  Various 
civic  and  fraternal  organizations  sponsored  the  pro- 
gram citing  Doctor  Weldon’s  many  years  of  practice 
and  his  contributions  to  the  area. 

Philip  D.  Hitchcock,  M.D.,  who  was  in  general 
practice  at  Edmonton  for  the  past  six  years,  has 
become  associated  with  the  McCormack-Wilson- 
Clinic  at  Bowling  Green.  A native  of  New  York, 
he  was  graduated  from  the  University  of  Louisville 
School  of  Medicine  in  1958,  and  interned  at  St. 
Elizabeth  Hospital  in  Dayton,  Ohio. 

Frank  G.  Garbin,  M.D.,  has  joined  John  J.  Sherman, 
M.D.,  and  Frances  R.  Sherman,  M.D.,  in  practice  at  Mar- 
tin. Doctor  Garbin,  a general  surgeon,  graduated  in 
1955  from  the  University  of  Tennessee  School  of 
Medicine  and  interned  at  St.  Joseph  Hospital  in 
Memphis  before  becoming  a resident  at  San  Juan 
City  Hospital,  Santurce,  Puerto  Rico.  He  previously 
practiced  at  Pikeville,  Bay  St.  Louis,  Miss.,  and 
Jenkins,  Ky. 


3n  ilemoriam 


JOHN  W.  TAYLOR,  M.D. 

Stamping  Ground,  Ky. 

1880  - 1966 

John  W.  Taylor,  M.D.,  85,  a general  practitioner 
in  Scott,  Owen,  Grant  and  Franklin  Counties  for 
63  years,  died  March  22  at  Georgetown  after  an 
illness  of  four  months.  Doctor  Taylor,  who  received 
his  medical  degree  from  the  Hospital  College  of 
Medicine  in  1903,  was  an  emeritus  member  of  KMA 
and  had  maintained  his  practice  until  he  became 
ill. 

JOHN  M.  ENGLISH,  M.D. 

Elizabethtown,  Ky. 

1879  - 1966 

John  M.  English,  M.D.,  86,  retired  Hardin  County 
general  practitioner,  died  April  16  at  his  home  in 
Elizabethtown  after  a long  illness.  He  had  practiced 
in  Elizabethtown  since  1904.  Doctor  English,  who 
was  graduated  in  1902  from  the  Hospital  College  of 
Medicine  in  Louisville,  was  a past  president  of  the 
Hardin  County  and  Muldraugh  Hill  Medical  Societies. 
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depreciation,  research  and  development  costs,  and 
all  other  operating  expenses,  and  rmits  to  the  hos- 
pital only  those  monies  necessary  to  pay  for  space, 
ordinary  utilities,  and  what  maintainence  support  as 
required  by  the  pathologist.  The  motion  was  seconded 
and  carried  unanimously. 

Following  this  the  motion  was  made  that  “We 
therefore  recommend  that  the  charges  for  the  serv- 
ices of  Radiologists  in  the  state  of  Kentucky  should 
be  established,  billed,  and  collected  by  the  Radiolo- 
gists in  the  same  manner  as  all  the  fees  of  other 
physicians.”  The  motion  was  seconded  and  carried 
unanimously. 

Following  is  a list  of  recently  reported  county  medical 
society  officers.  Others  will  be  listed  in  June. 

Boone 

President,  Howard  Ravenscraft,  M.D.,  Hebron; 
vice-president,  Philip  B.  Schworer,  M.D.,  Florence; 
secretary,  James  R.  Schrand,  M.D.,  Florence;  treas- 
urer, William  M.  Waller,  M.D.,  Walton;  delegate, 
L.  C.  Hess,  M.D.,  Florence. 

Bourbon 

President,  James  E.  Johnson,  M.D.,  Millersburg; 
vice-president,  John  C.  Hagan,  M.D.,  North  Middle- 
town;  secretary-treasurer,  Harry  Galloway,  M.D., 
Paris;  delegate  James  L.  Ferrell,  M.D.,  Paris;  alter- 
nate, Richard  J.  Wever,  M.D.,  Paris. 

Breathitt 

President,  Robert  E.  Cornett,  M.D.;  vice-president. 
Price  Sewell,  Jr.,  M.D.;  secretary-treasurer,  F.  C. 


Lewis,  M.D.;  delegate.  Doctor  Cornett;  alternate. 
Doctor  Sewell.  All  are  from  Jackson. 

Calloway 

President,  Conrad  H.  Jones,  M.D.;  vice-president, 
Harry  U.  Whayne,  M.D.;  secretary-treasurer,  James 
R.  Ammons,  M.D.;  delegate,  Thomas  L.  Parker, 
M.D.;  alternate,  Hugh  L.  Houston,  M.D.  All  are 
from  Murray. 

Carroll 

President,  Hugh  C.  Williams,  M.D.;  vice-president, 
James  D.  Ford,  M.D.;  president-elect,  Carl  Boylen, 
M.D.;  secretary.  Doctor  Williams;  treasurer,  E.  S. 
Weaver,  M.D.;  delegate.  Doctor  Weaver;  alternate. 
Doctor  Ford.  All  are  from  Carrollton. 

Henderson 

President,  John  Marchand,  M.D.;  vice-president, 
G.  A.  Buckmaster,  M.D.;  secretary-treasurer,  John  L. 
Jenkins,  M.D.;  delegate,  Charles  Kissinger,  M.D.; 
alternate,  M.  G.  Veal,  M.D.  All  are  from  Henderson. 

Jessamine 

President,  V.  C.  Gillispie,  M.D.,  Wilmore;  secre- 
tary-treasurer, J.  S.  Williams,  M.D.,  Nicholasville; 
delegate.  Doctor  Williams;  alternate.  Dale  E.  Dunkel- 
berger,  M.D.,  Wilmore. 

Lawrence 

President,  Arthur  B.  Richards,  M.D.;  vice-presi- 
dent. Roy  L.  Clemmons,  M.D.;  secretary,  George 
P.  Carter,  M.D.;  delegate,  William  J.  McNabb,  M.D.; 
alternate.  Doctor  Richards.  All  are  from  Louisa. 


11:47  pm  11:53  pm  12:06  am 


The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 


T»AOeMARK<8> 


things  go 

better,! 

^with 
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QUESTION: 

ANSWER: 

QUESTION: 

ANSWER: 

QUESTION: 

ANSWER: 

QUESTION: 

ANSWER: 

QUESTION: 

ANSWER: 


Answers  to  Questions  About  Your 
Blue  Shield 


Why  does  Blue  Shield  request  that  the  surgeon’s  claim  be  filed  before  an 
anesthesia  claim  is  paid? 

In  most  Blue  Shield  contracts,  the  anesthesia  allowance  is  a percentage  of  the 
scheduled  surgical  allowance;  consequently,  knowing  the  exact  surgical  pro- 
cedure and  the  allowance  thereon  is  necessary  to  determine  the  anesthesia 
payment.  In  addition,  anesthesia  allowances  are  made  only  when  an  allowance 
was  also  made  for  the  surgery. 

If  I treat  a Federal  employee  from  another  state,  how  do  I file  the  claim? 

File  the  claim  with  Kentucky  Blue  Shield.  Be  sure  to  give  the  patient’s 
identification  number. 

If  my  patient  does  not  have  a Blue  Cross-Blue  Shield  identification  number, 
can  I file  a claim  using  his  Social  Security  number? 

Not  unless  he  is  an  employee  of  the  Southern  Bell  Telephone  Company, 
Western  Electric,  or  American  Telephone  and  Telegraph.  These  companies 
presently  use  the  Social  Security  number  as  identifying  numbers. 

When  does  Blue  Shield  make  an  allowance  for  diagnostic  x-ray  examinations? 

When  the  x-ray  examination  is  given  because  of  a traumatic  injury  or  when 
the  patient  has  a special  (group)  diagnostic  x-ray  and  laboratory  endorsement 
as  described  on  page  XV,  Participating  Physicians’  Manual,  Schedules  C and  D. 

When  the  claim  form  does  not  have  enough  space  to  adequately  describe  a 
complicated  surgical  procedure,  what  should  I do? 

Attach  a written  description  of  the  complication  or  a copy  of  your  operative 
report. 
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When  uncontrolled 
diarrhea  brings 
a call  for  help 


mil 


When  the  diarrhea  sufferer  has  run  th‘ 
gamut  of  home  remedies  without  succes 
pleasant-tasting  CREMOMYCIN  can  answe 
the  call  for  help.  It  can  be  counted  on  t 
consolidate  fluid  stools,  soothe  intestin<fc 
inflammation,  inhibit  enteric  pathogen 
and  detoxify  putrefactive  materials— usi 
ally  within  a few  hours. 


iiJSI 

ilor 


CREMOMYCIN  combines  the  bacteriostati 
agents,  succinylsulfathiazole  and  neom 
cin,  with  the  adsorbent  and  protective  d 
mulcents,  kaolin  and  pectin,  for  compn 
hensive  control  of  diarrhea. 


Indications:  Diarrhea.  Contraindications:  Kaoli 
Withhold  if  diverticulosis  is  present  or  suspecte 
Precautions:  Sulfonamide:  Continued  use  requir 
supplementary  administration  of  thiamine  and  vi1 
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your  for 
Cremomycin 
can  provide  relief 


in  K.  Neomycin:  Patient  should  be  observed  for 
3w  infections  due  to  bacteria  or  fungi.  Side  Effects: 
ulfonamide:  Sensitivity  reactions  may  occur  (e.g., 
dn  rashes,  anemia,  polyneuritis,  fever;  agranulo- 
/tosis  with  a fatal  outcome  has  been  reported), 
eduction  of  thiamine  output  in  the  feces  and  of 
tamin  K synthesis  has  been  observed.  Neomycin: 
ausea,  loose  stools  possible. 
efore  prescribing  or  administering,  read  product 
rcular  with  package  or  available  on  request. 


(romptly  relieves  diarrheal  distress 


^T0iiioriiy  ciii 

iNTIDIARRHEAL  ^ 

omposition:  Each  30  cc.  contains  neomycin  sulfate 
00  mg.  (equivalent  to  210  mg.  of  neomycin  base), 
jccinylsulfathiazole  3.0  Gm.,  colloidal  kaolin  3.0 
m.,  pectin  0.27  Gm. 

^MERCK  SHARP  &D0HME  Division  of  Merck  & Co..  Inc  . West  Point.  Pa. 

ihere  today’s  theory  is  tomorrow’s  therapy 
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Catheters,  Bacteriuria 

(Continued  from  Page  407) 

5.  Many  of  the  cases  reported  in  the  past 
as  showing  morphological  “chronic  pyelone- 
phritis” were  undoubtedly  cases  of  chronic  in- 
terstitial nephritis,  not  due  to  bacterial  infec- 
tion. 
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Medicine’s  Finest  Hour 

(Continued  from  Page  425) 

these  truths,  and  let  his  God  and  his  con- 
science be  his  guide,  our  present  dilemma 
would  come  to  an  abrupt  end.  Our  enemies 
who  are  actually  the  enemies  of  the  people 
would  have  to  seek  other  political  “plums”  to 
get  elected.  The  freedom  of  medicine  would 
be  preserved.  Our  posterity  would  read  with 
pride  of  the  honorable  decision  we  made,  and 
say  something  like  the  words  of  the  great 
Winston  Churchill,  “This  was  medicine’s 
‘Finest  Hour’.” 

* * * 

The  annual  Rocky  Mountain  Cancer  Conference 
will  be  held  again  this  year  at  Denver  at  the  Brown 
Palace  Hotel,  July  15-16.  Charles  L.  Hudson,  M.D., 
now  president-elect  of  the  American  Medical  As- 
sociation, will  be  among  the  speakers,  who  include 
national  authorities  on  cancer.  For  further  informa- 
tion, write  to:  Rocky  Mountain  Cancer  Conference, 
1809  E.  18th  Ave.,  Denver,  Colo.,  80218. 

The  American  Congress  of  Physical  Medicine  and  Re- 
habilitation and  the  American  Academy  of  Physi- 
cal Medicine  and  Rehabilitation  will  hold  its  44th 
Annual  Session  August  27-September  2 at  the  Shera- 
ton Palace  Hotel  in  San  Francisco.  Business  and  sci- 
entific sessions  are  planned. 


ATTENTION  DOCTORS!! 

FOR  SALE 

EXCELLENT  INVESTMENT  OPPORTUNITY 

Small  Licensed  Hospital 

Air  Conditioned  and  Fully  Equipped 

Includes  Clinic,  active  practice  with  introduction. 

Pharmacy  (drugs  and  supplies)  and  all 
Necessary  equipment,  along  with  a 
Beautiful,  comfortable  residence 

Located  In  A Progressive  Rural  Community 

Within  40  Miles  Of  Louisville,  Ky. 

Little  or  no  down  payment  to  qualifier. 

Bass  & Weisberg  Realtors 

Phone  459-1921 

3411  Bardstown  Road 
Louisville,  Ky. 


BASS  & 
WEISBERG 

‘R.caito'id 


In  anxiety  1 
states: 

B and  C 

vitamins  -M 

are  therapy  S 

■ ■■ 


Stress  formula  vitamins  are  an  important  supportive  measure  in  main- 
taining the  nutritional  status  of  the  emotionally  disturbed  patient.  With 
STRESSCAPS,  B and  C vitamins  are  present  in  therapeutic  amounts  to  meet 
increased  metabolic  demands.  Patients  with  anxiety,  and  many  others  under- 
going physiologic  stress,  may  benefit  from  vitamin  therapy  with  STRESSCAPS. 


Each  capsule  contains: 

Vitamin  B i (asThiamine  Mononitrate)  10  mg. 

Vitamin  63  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  86  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B12  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults,  1 

capsule 

daily,  for  the  treatment  of  vitamin  defi- 

ciencies.  Supplied  in  decorative  "re- 

minder"  jars  of  30  and  100;  bottles 

of  500. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 
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GLUCOLA. 

Carbonated  Preparation  for  ( 

Carbohydrate  Tolerance  Tests 

NEW 

. For  use  in  glucose 
tolerance  tests 
. In  preference  to  the 
postprandial  test  meal 


T«, 


Glucola 

BRtiKO 

PREPAR4TI0N 
FOR  GLUCOSE 
TOLERANCE  TEST 


i» 


f»I{BT  ?£»Dm6 


A NEW  SOLUTION  FOR  AN  OLD  PROBLEM 

Ready  to  use  • Pleasant  tasting  cola  flavor  • Well  tolerated 

A 7-ounce  bottle  of  Glucola  provides  a liquid  oral  loading  dose  equivalent  to 
75  Gm.  of  glucose*  for  carbohydrate  tolerance  testing.  Glucola  avoids  the 
nausea  that  frequently  results  from  lingering  sweet  laboratory  preparations, 
and  the  occasional  emesis  that  necessitates  rescheduling  the  test.  With 
Glucola,  no  time  is  lost  weighing  and  mixing  glucose  “cocktails”— only  a 
bottle  opener  is  needed. 

*The  rapidly  hydrolyzable  saccharides  in  this  formulation  assure  optimum  absorption  and  glucose 
levels  comparable  to  those  obtained  with  a 100  Gm.  loading  dose. 

Available  through  your  regular  supplier: 

cartons  of  12  7-oz  bottles  (6  bottles  Ames  Company,  Inc. 
per  pack,  2 packs  per  carton).  Elkhart,  Indiana 
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The  weight  of  clinical  evidence  favors  Lihrium 


With  Librium  (chlordiazepoxide  HCl),  the  weight  of 
a five-year  record  of  efficacy  and  safety  in  clinical 
use  is  supported  by  over  630  reports  in  the  medical 
literature.  Its  virtually  specific  antianxiety  action 
normally  reduces  disturbing  emotional  complaints 
promptly  without  compromising  the  patient’s  men- 
tal alertness  or  ability  to  perform  normal  functions. 
Decisive  results  are  often  seen  in  patients  who  had 
not  improved  on  previously  used  psychotropic  drugs. 

In  prescribing:  Dosage— Adults : Mild  to  moderate  anx- 
iety and  tension,  5 or  10  mg  t.i.d.  or  q.i.d. ; severe  states, 
20  or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients:  5 mg  b.i.d. 
to  q.i.d. 

Side  Effects:  Side  effects,  usually  dose-related,  include 
drowsiness,  ataxia,  minor  skin  rashes,  edema,  menstrual 
irregularities,  nausea  and  constipation.  When  treatment 
is  protracted,  blood  counts  and  liver  function  tests  are 
advisable.  Paradoxical  reactions  may  occasionally  occur 
in  psychiatric  patients.  Individual  maintenance  dosages 
should  be  determined. 


Precautions:  Advise  patients  against  possibly  hazard- 
ous procedures  until  maintenance  dosage  is  established. 
Though  compatible  with  most  drugs,  use  care  in  com- 
bining with  other  psychotropics,  particularly  MAO  in- 
hibitors or  phenothiazines;  warn  patients  of  possible 
combined  effects  with  alcohol.  Observe  usual  precautions 
in  impaired  renal  or  hepatic  function,  in  long-term  treat- 
ment and  in  presence  of  depression  or  suicidal  tendencies. 
Exercise  caution  in  administering  drug  to  addiction- 
prone  patients  or  those  who  might  increase  dosage ; with- 
drawal symptoms,  similar  to  those  seen  with  barbiturates 
or  meprobamate,  can  occur  upon  abrupt  cessation  after 
prolonged  overdosage.  Caution  should  be  exercised  in 
prescribing  any  therapeutic  agent  for  pregnant  patients. 
Supplied : Capsules,  5 mg,  10  mg  and  25  mg,  bottles  of  50. 


ROCHE  LABORATORIES 

Division  of  Hoffmann -La  Roche  Inc.,  Nutley,  N.  J.  07110 

LIBRIUM 

(chlordiazepoxide  HCl) 


Librium  is  indicated 
whenever  anxiety  is  part  of 
the  clinical  profile,  such 
as  in... 


Gastrointestinal  disorders 
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PARKE-DAVIS 


27  years  of  clinical  use 
and  still  the  most 
widely  prescribed 
agent  of  its  kind 


■ ■ ■ 


Complete  information  for  usage  available  to 
physicians  on  request.  eisee 


PARKE-DAVIS 
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L ACTI N EX 


TABLETS  & CRANULES 


LACTINEX  contains  a standardized  viable 
mixed  culture  of  Lactobacillus  acidophilus 
and  L.  hulgaricus  with  the  naturally 
occurring  metabolic  products  produced 
by  these  organisms. 

LACTINEX  was  introduced  to  help 
restore  the  flora  of  the  intestinal  tract 
in  infants  and  adults. 

LACTINEX  has  also  been  shown  to  be 
useful  in  the  treatment  of  fever 
blisters  and  canker  sores  of 
herpetic  origin.^’®’^’® 

No  untoward  side  effects  have  been 
reported  to  date. 

Literature  on  indications  and  dosage 
available  on  request. 


HYNSON,  WESTCOTT 
& DUNNING,  INC. 


BALTIMORE,  MARYLAND  21201 
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NTZ  Nasal  Spray  relieves 
hay  fever  symptoms  on  contact 

Fast  symptomatic  relief  from  seasonal  hay  fever 
comes  in  the  convenient  nTz  Nasal  Spray  bottle. 
Two  sprays  quickly  relieve  itching  and  decongest 
the  nasal  membranes  on  contact.  The  first  spray  of 
nTz  shrinks  the  turbinates,  helps  restore  normal 
nasal  ventilation  and  breathing.  After  a few  minutes 
a second  spray  enhances  sinus  ventilation  and 
drainage. 

nTz  Nasal  Spray  reduces  excessive  rhinorrhea 
without  unpleasant  dryness.  It  is  well  tolerated  by 
delicate  respiratory  tissues.  nTz  also  provides 
relief  in  head  colds,  perennial  rhinitis  and  sinusitis. 


nTz’s  carefully  balanced  formula  relieves  three 
ways:  with  a decongestant,  a topical  antihistamine, 
and  an  antiseptic  wetting  agent. 

Neo-Synephrine®  HCI  0.5%,  a decongestant  of 
unexcelled  efficacy  to  shrink  nasal  membranes. 
Thenfadil®  HCI  0.1  %,  a topical  antihistamine  to 
help  relieve  itching. 

Zephiran®  Cl  1 :5000,  an  antiseptic  wetting  agent 
to  promote  the  rapid  spread  of  components  to  less 
accessible  nasal  areas. 

nTz  is  supplied  in  leakproof,  pocket-size,  spray 
bottles  of  20  ml.  and  in  bottles  ofOOml.  with  dropper. 

Winthrop  Laboratories,  New  York,  N.  Y.  10016 

NTz  , Neo-SynephrIne  (brand  of  phenylephrine),  Thenfadil  (brand  of  thenyidiamlne),  and 
Zephiran  (brand  of  benzalkonium,  as  chloride,  refined),  trademarks  reg.  U.S.  Pat.  Off. 


Hay  fever. . . 
a summer  hazard 

prescribe 
nTz  Nasal  Spray 
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You  Won't  Have  A Better  Opportunity 

The  month  of  June  is  associated  with  many  things  — graduations,  wed- 
dings, vacations  and  outdoor  activities!  June  is  the  sixth  month  of  the 
year  in  the  Gregorian  Calendar,  deriving  its  name  from  the  Roman  god- 
dess June. 

To  us  as  physicians  June  means,  too,  the  last  of  medical  and  professional 
meetings  until  the  fall  meetings  of  September  and  October.  The  final  week  of 
June  brings  us  to  the  largest  and  finest  medical  meeting  of  the  year  — the 
AM  A in  Chicago.  The  meeting  at  McCormick  place  promises  the  finest  in  sci- 
entific and  technical  exhibits  and  papers  by  the  best  educators  in  the  world. 
Chicago  is  so  close  to  Kentucky  by  plane,  train,  or  automobile  that  the  Blue- 
grass  state  of  Ephraim  McDowell  and  Henry  Clay  should  have  its  best  at- 
tendance ever. 

In  addition  to  medical  education,  there  is  much  in  the  field  of  medical 
legislation  of  tremendous  interest  to  all  of  us  in  these  times.  Our  delegates 
and  alternates  will  be  there  studying  and  voting  on  every  piece  of  legislation 
so  vital  to  our  patient  care  and  the  health  of  the  citizens  of  our  common- 
wealth and  nation. 

These  delegates  would  appreciate  seeing  you  and  hearing  of  your  interest  in 
their  deliberations.  They  are  our  hardworking  representatives  elected  by  us  and 
serving  us  in  a sacrificial  way.  Words  of  encouragement  and  thanks  will  help 
to  lighten  their  ever  increasing  burden. 

Cicero  put  it  so  well  when  he  said,  “A  thankful  heart  is  not  only  the 
greatest 'Virtue,  but  the  parent  of  all  the  other  virtues.” 


June  1 966 
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at  Merck  Sharp  & Dohme... 


understanding...  precedes  development 


The  development  of  chlorothiazide  and  probene- 
cid were  events  of  major  importance,  but  perhaps 
even  more  important  for  the  future  was  the  Renal 
Research  Program  by  which  they  were  developed. 
When  Merck  Sharp  & Dohme  organized  this  pro- 
gram in  1943,  it  was  expressing  in  action  some  of 
its  basic  beliefs  about  research; 

• Many  problems  connected  with  renal  structure 
and  function  were  still  undefined  or  unsolved.  The 
Renal  Research  Program  would  begin  its  basic 
research  in  some  of  these  problem  areas. 

• From  knowledgethusacquired  might comeclues 
to  the  development  of  new  therapeutic  agents  of 
significant  value  to  the  physician. 

p lucky  Medical  Association  • June  1966 


For  example,  the  Renal  Research  Program  put 
fifteen  years  into  this  search  before  chlorothiazide 
became  available.  But  because  these  years  had 
first  led  to  a greater  understanding  of  basic 
problems,  the  desired  criteria  for  chlorothiazide 
existed  before  the  drug  was  developed. 

Along  with  other  research  teams  at  Merck  Sharp 
& Dohme,  the  Renal  Research  Program  continues 
to  add  new  understanding  of  basic  problems  — 
understanding  which  will  lead  to  important  new 
therapeutic  agents. 

^MERCKSHARP& DOHME  DiviS'on  ol  Merck  & Co  , Inc  . West  Point.  Pa. 

where  today’s  theory  is  tomorrow’s  therapy 
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“Despite  the  lack  of  proof,  the  consensus  of  informed  persons 
has  tended  more  and  more  to  the  view  that  it  is  better 
to  have  apgunal  cholesterol  level  than  an  elevated  one.”' 


THE  m TO  LOWER  CHOLESTEROL... 

NICALEX 


[ALUMINUM  NICOTINATEJ 


□ Reduces  cholesterol  by  15-30%  in  most  patients^ 

□ Matches  nicotinic  acid  in  effective  reduction  of  elevated 
serum  lipids— but  with  minimized  tendency  to  cause  flushing’ 

□ Simpler,  more  practical  than  diet' 


WALKE 


Division  of  Richardson-Merrell  Inc.,  Mount  Vernon,  New  York  10551 


NICALEX  Prescribing  Information:  COMPOSITION:  Each  tab- 
let contains:  Aluminum  Nicotinate  625  mg.— a complex  con- 
sisting of  (approx.):  Aluminum  Hydroxydinicotinate  450  mg. 
and  Nicotinic  Acid  155  mg.  (Equivalent  in  activity  to  Nico- 
tinic Acid  500  mg.)  INDICATIONS:  The  primary  indications 
for  NICALEX  (Aluminum  Nicotinate)  are  to  reduce  the  serum 
cholesterol  and  total  lipid  levels  in  hypercholesteremia  and 
hyperlipemia.  It  may  also  be  useful  in  reducing  xanthomatous 
tissue  cholesterol  deposits.  PRECAUTIONS  AND  WARNINGS: 
Patients  with  peptic  ulcer,  liver,  or  gallbladder  disease 
should  be  observed  closely  while  taking  the  medication. 
Diabetic  patients  may  require  adjustment  of  diet  and  in- 
sulin dosage  in  the  event  of  decreased  tolerance.  Patients 
receiving  anti-hypertensive  drugs  of  the  adrenal-blocking 
type  should  be  watched  for  signs  of  postural  hypotension. 
Occasional  side  effects  of  Nicotinic  Acid  in  large  dosage 
are  decreased  glucose  tolerance  (resembling  diabetic-type 
curve)  sometimes  with  glycosuria,  temporary  activation  of 
peptic  ulcer,  transient  jaundice,  and  metabolic  disturbance 
of  liver  function  without  definite  hepatic  pathology.  These 
side  effects  were  found  to  be  reversible  upon  discontinuing 
nicotinic  acid  therapy.  Certain  transitory  skin  changes  have 
been  observed  with  nicotinic  acid  therapy.  These  include: 
dryness  of  the  skin  and  keratosis  nigricans,  particularly  in 
axillae.  SIDE  EFf^ECTS:  Administration  o1  NICIALEX  (Alumi- 
num Nicotinate)  may  produce  temporary  flushing  and  pruri- 
tus, also  mild  gastrointestinal  distress,  but  these  reactions 
are  transient  and  apparently  not  serious.  DOSAGE:  The  adult 
dose  is  2 to  4 tablets  t.i.d.  with  meals.  HOW  SUPPLIED;  In 
bottles  of  100  and  1000.  CAUTION:  Federal  law  prohibits 
dispensing  without  prescription.  REFERENCES:  1.  Parsons, 
W.B.,  Jr.,  Mayo  Clin.  Proc.,  40:822,  1965.  2.  Goldsmith, 
G.A.,  Amer.  J.  Dig.  Dis.,  9:651,  1964.  3.  Boyle,  E.,  Jr..  J. 
Amer.  Geriat.  Soc.,  10:822,  1962.  U.S.  Patent  2,970,082 
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B and  C vitamins  are  therapy:  STRESSCAPS  B and  C vitamins  in  thera- 
peutic amounts . . . help  the  body  mobilize  defenses  during  convalescence . . . aid 
response  to  primary  therapy.  The  patient  with  a severe  infection,  and  many 
others  undergoing  physiologic  stress,  may  benefit  from  STRESSCAPS  capsules. 


Each  capsule  contains: 

Vitamin  B,  (as  Thiamrne  Mononitrate)  10  mg 


Vitamin  B,  (Riboflavin)  10  mg 

Vitamin  B,  (Pyridoxine  HCI)  2 mg 

Vitamin  Bi2  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder” 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

626-6-3612 


Continuing  Educational  Opportunities 

From  The 

KMA  Postgraduate  Medical  Education  Office 


SEND  IN  MEETING  INFORMATION 

Many  medical  organizations  are  setting  dates  for 
their  summer  and  fall  meetings.  At  the  same  time 
they  are  choosing  the  topics  to  be  discussed,  ar- 
ranging for  speakers  and  planning  programs. 

The  Continuing  Medical  Education  office  of  the 
Kentucky  Medical  Association  would  like  to  urge 
these  societies  and  organizations  to  notify  this  of- 
fice of  these  dates  and  topics  so  they  can  be  added 
to  the  “Continuing  Education  Opportunities”  calen- 
dar in  The  Journal.  In  this  way  conflicts  in  dates 
can  be  avoided  and  a wider  audience  can  be  in- 
formed of  these  upcoming  meetings. 

Please  send  such  information,  when  available, 
to  the  KMA  Continuing  Medical  Education  Office, 
3532  Janet  Avenue,  Louisville,  Ky.,  40205. 


IN  KENTUCKY 


IN  SURROUNDING  STATES 

JUNE 

23-27  American  College  of  Chest  Physicians, 

Sheraton-Chicago  Hotel,  Chicago 

25- 26  American  Diabetes  Association,  LaSalle 

Hotel,  Chicago 

26- 30  AMERICAN  MEDICAL  ASSOCIATION 

Annual  Convention,  Palmer  House  and 
McCormick  Place,  Chicago 

JULY 

7-9  American  Medical  Women’s  Association, 

Business  Meeting,  Sheraton  Hotel,  Rochest- 
er, N.Y. 

25-29  Interpretation  and  Therapy  of  Cardiac 

Arrhythmias,  Symposium  by  Hahnemann 
Medical  College  and  Hospital,  at  Marriot 
Motor  Hotel,  Philadelphia 


JUNE 


14 

KMA  Sixth  Trustee  District,  Bowling  Green 

16 

KAGP  Lancaster  Seminar,  Garrard  County 
High  School,  Lancaster 

30 

KAGP  Owensboro  Seminar,  Owensboro 

JULY 

20-21 

KAGP  Cumberland  Valley  Seminar,  Du- 
Pont Lodge,  Cumberland  Falls 

AUGUST 

6-7 

KAGP  Elizabethtown  Seminar,  Holiday 
Inn,  Elizabethtown 

21 

KAGP  Bluegrass  Seminar,  Imperial  House, 
Lexington 

SEPTEMBER 

20-22 

KMA  ANNUAL  MEETING,  Convention 
Center,  Louisville 

OCTOBER 

6 

KAGP  Maysville  Seminar,  Health  Depart- 
ment Office,  Maysville 

27 

KAGP  Symposium  on  Clinical  Emergencies, 
Executive  Inn,  Louisville 

AUGUST 

12-13  AM  A National  Conference  on  Infant  Mor- 

tality, Fairmont  Hotel,  San  Francisco 

25-27  West  Virginia  State  Medical  Association 
Aimual  Meeting,  The  Greenbrier,  White 
Sulphur  Springs 

27-  American  Congress  of  Physical  medicine 
Sept.  2 and  Rehabilitation  and  American  academy 
of  Physical  Medicine  and  Rehabilitation, 
joint  meeting,  Sheraton  Palace  Hotel,  San 
Francisco 

29-  American  Hospital  Association,  Palmer 

Sept.  1 House,  Chicago 

SEPTEMBER 

5-12  Third  International  Congress  on  Human 

Genetics,  University  of  Chicago 
8-10  American  Association  of  Obstetricians  and 
Gynecologists,  Hot  Springs,  Va. 

11-16  Flying  Physicians’  Association,  The  Dunes 
Hotel  and  Country  Club,  Las  Vegas 
20-28  Tenth  Congress  of  the  Pan-Pacific  Surgical 
Association,  Part  I,  Honolulu,  Ha. 

25- 30  Michigan  State  Medical  Society  Annual 

Meeting,  Pantlind  Hotel,  Grand  Rapids 

26- 27  Tennessee  Valley  Medical  Assembly,  Tivoli 

Theater,  Chattanooga 
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DORSEY 


A journal  within  a journal  published  quarterly  in  the  interests 
of  better  medicine  by  Dorsey  Laboratories,  a division  of  The 
Wander  Company,  Lincoln,  Nebraska.  Address  communica- 
tions to  Raymond  C.  Pogge,  M.  D.,  Director  of  Medicine. 


Duodenal  mucosa  with  ulcer  crater— 
Approx.  80 X Magnification. 


Loosening  epithelial  cells  of  nasal  mucosa  during 
early  stage  of  cold-Approx.  1800  x Magnification. 


this  issue:  partners  in  misery 


partners  in  misery: 
common  cold  and  duodenal  ulcer* 


^ century  or  two  ago  our  forefathers  believed  that 
the  common  cold  was  caused  by  an  excess  of  evil 
humors.  Today  we  regard  these  baleful  humors 
as  a result  of  the  cold  rather  than  its  cause.  Only  in 
the  last  ten  years  have  some  of  the  offending 
viruses  been  cultivated,  and  we  now  know  many 
others  can  be  transmitted  to  human  volunteers 
although  they  cannot  yet  be  grown  in  the  laboratory. 
Various  body  defenses  react  to  infection  by  a virus, 
and  in  the  respiratory  tract  the  lung  is  protected  by 
the  phagocytic  properties  of  the  pulmonary  alve- 
olar macrophage.* 

Because  of  the  brief  history  and  large  proportion  of 
unidentified  viruses,  effective  prophylactic  vaccines 
have  not  yet  appeared.  A universal  antiviral  agent 
seems  even  more  remote.  Meanwhile,  these  viruses 
continue  to  produce  epidemics  of  upper  respiratory 
infection  at  seasonal  intervals,  particularly  in 
spring,  fall  and  winter,  during  which  they  propagate 
and  distribute  progeny  indiscriminately.  As  a result, 
they  are  responsible  for  significant  work  loss.  Since 
the  immunity  afforded  is  temporary,  recurrent  infec- 
tions are  common. 

This  recurrent  morbidity  in  spring  and  fall  is  shared 
by  duodenal  ulcer,  itself  a cause  of  significant  loss 
in  wages  and  medical  expense.  Thirty  years  ago 
Emery  and  Monroe  reported  1,279  recurrences  of 
peptic  ulcer  of  which  13  per  cent  could  be  attributed 


to  upper  respiratory  infection,  thus  confirming  a 
long-held  clinical  impression.^  While  the  inflam- 
mation, congestion  and  secretion  of  the  mucosa  of 
the  nasopharynx  in  the  common  cold,  and  the  hyper- 
emia and  hypersecretion  of  the  gastric  mucosa  dur- 
ing acute  exacerbation  of  a duodenal  ulcer  may  not 
be  directly  linked,  it  is  probable  that  the  miseries  of 
the  infection  are  reflected  in  the  pain  of  the  ulcer. 
The  following  case  history  illustrates  this  point. 

Case  report  A 48  year  old  white  male  executive,  suffer- 
ing from  hematemesis  and  melena  for  12  hours  was  admit- 
ted to  hospital  on  April  8,  1965.  He  gave  a history  of  duo- 
denal ulcer  proved  by  x-ray  studies  23  years  previously.  In 
the  intervening  years  he  suffered  from  typical  epigastric 
pain  occurring  two  hours  postprandially,  usually  for  two 
or  three  weeks  each  spring  and  fall.  A hospital  admission 
two  years  earlier  had  followed  hematemesis  of  moderate 
amount. 

The  present  admission  was  preceded  by  a recurrence  of 
pain  during  a period  of  unusual  business  pressure.  In  addi- 
tion he  caught  a cold  one  week  before  his  entry  to  hospital 
and  his  already  irregular  eating  habits  were  made  more  so 
by  loss  of  taste  and  appetite,  blocked  nose  and  general 
malaise.  During  the  final  36  hours  he  used  aspirin  to  re- 
lieve his  cold,  taking  2 or  3 tablets  with  a glass  of  water  on 
6 or  7 occasions.  Before  retiring  he  drank  a glass  of  hot 
toddy. 

He  awakened  about  1 a.m.  and  vomited  dark  red  blood 
and  recently  ingested  food  mixed  with  whisky.  Melena 
followed  and  he  was  transferred  to  hospital.  On  admission 
he  was  pale,  cold  and  sweating.  Apart  from  epigastric 
tenderness  and  black  stool  on  the  examining  finger  after 
rectal  examination,  his  general  physical  examination  was 
not  remarkable.  Temperature  was  normal,  pulse  was  thin 
and  thready  with  a rate  of  1 14  beats  per  minute,  and  blood 


normality  of  chronic  duodenal  ulcer  due  to  spastic  contrac- 
tions and  scarring. 


Typical  site  of  duodenal  ulcer  showing  anatomical  rela- 
tionship to  gastroduodenal  artery  and  common  bile  duct. 

pressure  measurement  was  104/60mm.  of  mercury.  Hemoglobin  esti 
mation  was  8.6  grams  per  cent,  but  white  blood  count,  chest  x-ray  and 
urinalysis  were  within  normal  limits.  No  further  bleeding  occurred 
After  blood  transfusions  and  a suitable  medical  regime  he  was  dismissed 
two  weeks  later  and  advised  to  return  later  for  consideration  of  surgery, 


he  care  of  the  ulcer  patient  suffering  from  a viral  infection  of 
the  upper  respiratory  tract  is  additionally  handicapped  by  the 
local  and  constitutional  symptoms  so  produced.  Indifference 
to  food  often  makes  it  difficult  to  "feed  a cold”  even  in  a patient 
without  an  ulcer.  In  the  ulcer  patient  this  becomes  more  than 
a homily,  for  malaise  and  apathy  towards  irksome  routine 
produce  a lack  of  interest  in  adhering  to  an  ulcer  program  and 
result  in  its  eventual  failure  if  these  symptoms  are  not  relieved 
The  absence  of  curative  treatment  for  these  viral  infections  has 


spawned  many  a strange  therapeutic  offspring  and  some  of  the 
more  generally  accepted  remedies  contain  a special  risk  for  the 
ulcer  patient. 

To  the  gastric  physiologist,  the  shot  heard  around  the  world 
was  not  fired  at  Concord  but  was  discharged  through  the  stom- 
ach of  Alexis  St.  Martin.  The  worthy  voyageur  had  a more 
than  modest  thirst  and  on  several  occasions  William  Beaumont 
observed  through  the  resulting  fistula  the  changes  of  gastritis 
which  followed  an  immoderate  ingestion  of  alcohol.^  It  is  now 
well  known  that  alcohol  stimulates  the  production  of  gastric 
juice  and  the  patient  with  an  ulcer,  even  in  remission,  should 
not  drink  alcohol  without  first  taking  food,  milk  or  antacid. 
The  use  of  various  alcoholic  remedies  for  the  common  cold  is 
to  be  strongly  discouraged  in  this  type  of  patient.  Factors  al- 
ready present  can  produce  an  acute  exacerbation  of  ulcer  symp- 
toms without  the  added  stimulus  of  alcohol. 

Headache  and  facial  pain,  sore  throat  and  generalized  aching 
are  subjective  discomforts  of  viral  infections  of  the  upper  res- 
piratory tract  or  their  complications.  Relief  from  them  is 
usually  sought  in  the  family  medicine  cabinet,  and  of  all  the 
medications  habitually  stored  there,  salicylates  are  the  most 
frequently  used.  Oral  ingestion  of  salicylates  has  produced 


I can  taste f 
Doctor! 

On  Sippy  diet  or  unrestricted 
regimen,  food  tastes  better 
to  the  patient  with  a cold 
when  you  prescribe  the  oral 
decongestant 

Triaminic'^  tahip.t» 


Each  timed-release  tablet  contains: 
Phenylpropanolamine  hydrochloride  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 


One  tablet  on  arising,  in  midafternoon  and  at 
bedtime  assures  round-the-clock  relief.  You 
may  occasionally  encounter  these  side  effects: 
drowsiness,  blurred  vision,  cardiac  palpitations, 
flushing,  dizziness,  nervousness  or  gastrointes- 
tinal upsets.  Precautions:  the  possibility  of 
drowsiness  should  be  considered  by  patients 
engaged  in  mechanical  operations  requiring 
alertness.  Use  with  caution  in  patients  with  hy- 
pertension, heart  disease,  diabetes,  or  thyrotox- 
icosis. 

(Advertisement) 


substernal  pyrosis  and  some- 
times epigastric  pain  in  sus- 
ceptible individuals.  Bleed- 
ing from  erosions  of  the 
gastric  mucosa  has  followed 
their  use  and  has  been  severe 
enough  in  some  instances  to  cause  hematemesis  and 
melena.^  It  has  been  suggested  that  interference 
with  the  protective  mucous  layer  of  the  stomach 
allows  this  to  happen.  There  is  no  evidence  that 
hypersecretion  occurs,  but  the  taking  of  aspirin  has 
been  followed  by  exacerbation  of  ulcer  symptoms 
and  occasionally  by  gastrointestinal  bleeding.®  The 
ulcer  patient  with  a cold  should  take  salicylates  with 
an  antacid,  or  preferably  other  means  of  sympto- 
matic relief  should  be  found. 

Caffeine  has  two  actions  on  gastric  secretion.  One 
directly  stimulates  production  of  acid  and  the  other 
potentiates  the  out-pouring  of  gastric  juice  as  a 
response  to  other  stimuli.®  In  high  doses  to  animals, 
it  has  produced  erosive  gastritis  and  peptic  ulcera- 
tion. Caffeine-containing  beverages  are  discouraged 
for  the  ulcer  subject  and  forbidden  during  an  acute 
exacerbation.^  Many  cold  remedies  contain  caffeine. 

To  sufferers  from  allergic  rhinitis  springtime  brings 
symptoms  of  nasal  obstruction,  loss  of  taste  and 
smell  and  malaise  similar  to  those  caused  by  viral 
infection  but  due  instead  to  allergens  which  at  that 
time  of  year  are  principally  tree  pollens.  Relief  from 
these  symptoms  can  be  obtained,  though  not  wisely, 
by  the  use  of  steroid  medication.  Unfortunately, 
chronic  sufferers  from  these  allergies  have  used  this 
approach  with  varying  degrees  of  success.  Steroid 
hormones  increase  gastric  secretion  and  delay  the 
healing  of  experimental  ulcers.*’®  Clinically  their 
administration  has  been  associated  with  reactivation 
of  healed  duodenal  ulcers,  and  with  bleeding  and 
perforation  which  were  not  always  preceded  by 
typical  ulcer  distress.  Because  of  these  harmful 
effects,  their  use  in  the  ulcer  patient  is  best  avoided 
for  other  than  serious  medical  problems  and  then 
only  with  adequate  antacid  coverage. 

Summing  up  It  is  immaterial  by  which  pathways 

the  malaise  and  lassitude,  depression  and  irritability 
activate  an  ulcer,  but  it  is  the  physician’s  responsi- 
bility to  ensure  that  the  medications  he  selects  to 
relieve  the  symptoms  of  a cold  do  not  further  aggra- 
vate the  ulcer. 
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From  the  files  of  the 

COMMITTEE  FOR  THE 

STUDY  OF  MATERNAL  MORTALITY 


CASE  #24-64.  This  34  year-old,  married, 
white,  gravida  12,  para  9 had  received 
adequate  prenatal  care.  Her  last  men- 
strual period  was  March  20,  1964,  making 
her  EDC  December  27,  1964.  Her  first  preg- 
nancy had  been  uneventful,  her  second  preg- 
nancy was  terminated  by  low  cervical  cesarean 
section  for  placenta  previa.  All  seven  subse- 
quent pregnancies  were  delivered  by  repeat 
cesarean  section  without  incident.  After  the 
fourth  cesarean  section,  she  was  advised  to 
have  a hysterectomy,  but  declined. 

She  was  admitted  to  the  hospital  on  Decem- 
ber 13,  1964  for  elective  repeat  cesarean  sec- 
tion. On  admission  her  temperature  was  98.4, 
her  pulse  84,  respiration  was  22,  and  blood 
pressure  130/60.  Physical  examination  was 
normal  and  compatible  with  term  pregnancy. 
Laboratory  studies  showed  a hemoglobin  of 
11.0  grams  %,  hematocrit  of  34%,  a white 
blood  count  of  7,700  with  a differential  show- 
ing 86%  polys  and  14%  lymphs.  A serologic 
test  for  syphilis  was  non-reactive  and  she  was 
determined  to  be  Rh  positive.  The  following 
day,  under  a combination  of  spinal  anesthesia, 
sodium  pentothal,  nitrous  oxide,  oxygen  and 
cyclopropane,  a low  cervical  cesarean  section 
was  performed.  A living  female  child  was  de- 
livered at  9:25  a.m.  Infant  respiratory  distress 
was  encountered  in  the  immediate  neo-natal 
period.  The  physician’s  operative  report  stated 
“about  the  time  the  dressing  was  being  ap- 
plied, the  anesthetist  announced  that  the  pa- 
tient’s pulse  had  ‘suddenly  gone  bad’.  Blood 
was  pumped  into  both  ankle  veins  after  this 
cardiac  arrest  had  been  noted,  but  to  no 


avail.”  She  was  pronounced  dead  at  11:42 
a.m.  The  autopsy  summary  notes  that,  “vig- 
orous and  profuse  maternal  hemorrhage  oc- 
curred, and  in  spite  of  four  units  of  blood  the 
patient  went  into  shock.” 

The  autopsy  protocol  does  not  mention  free 
blood  in  the  peritoneal  cavity.  The  uterus  was 
described  as  large  with  a low  transverse  sur- 
gical incision,  it  was  thickened,  boggy,  and 
edematous.  The  cervix  was  soft  and  not  well 
delineated.  The  only  other  abnormal  finding 
was  the  congenital  absence  of  one  kidney. 
Microscopic  examination  of  the  kidney  showed 
hemoglobin  and  red  cell  casts  within  the 
tubules  and  destruction  of  the  epithelium  of 
many  of  the  tubules.  This  was  interpreted  as 
being  compatible  with  shock.  The  final  patho- 
logic diagnosis  was  “shock  resulting  from  ex- 
sanguination.”  The  final  clinical  diagnosis  was 
“Pregnancy  of  38  weeks  gestation,  heart  block 
and  irreversible  shock.” 

The  committee  considered  this  a direct  ob- 
stetric death  and  preventable.  The  attending 
physician  was  present  at  the  meeting  and  felt 
the  blood  loss  had  been  adequately  replaced 
at  the  time  of  surgery.  It  was  felt  that  the 
most  likely  cause  of  death  was  cardiac  arrest 
due  to  inadequate  oxygenation.  Since  this 
should  not  occur  with  good  anesthetic  tech- 
nique, the  committee  concluded  that  this  was 
a preventable  death.  The  use  of  multiple  ane- 
sthetic agents  could  also  be  questioned.  This 
case  vividly  demonstrates  the  often  over-looked 
fact  that  cesarean  section  is  a major  surgical 
procedure  with  all  the  inherent  risks  for  the 
mother  and  her  child. 
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effectively  treated  if  the  0.1%  Cream  or  Ointment  is  applied 
under  an  occlusive  dressing. 

Contraindications:  Tuberculosis  of  the  skin,  herpes  simplex, 
chicken  pox  and  vaccinia. 

Precautions  and  Side  Effects:  Do  not  use  in  the  eyes  or  in 
the  ear  (if  drum  is  perforated).  A few  individuals  react  un- 
favorably under  certain  conditions.  If  side  effects  are  en- 
countered, the  drug  should  be  discontinued  and  appropriate 
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spreading  of  infection  and  the  advisability  of  discontinuing 
therapy  and/or  initiating  antibacterial  measures.  Generalized 
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should  be  taken.  When  occlusive  nonpermeable  dressings 
are  used,  miliaria,  folliculitis  and  pyodermas  will  sometimes 
develop.  Localized  atrophy  and  striae  have  been  reported 
with  the  use  of  steroids  by  the  occlusive  technique.  When 
occlusive  nonpermeable  dressings  are  used,  the  physician 
should  be  aware  of  the  hazards  of  suffocation  and  flamma- 
bility. The  safety  of  use  on  pregnant  patients  has  not  been 
firmly  established.  Thus, do  not  use  in  large  amounts  or  for 
long  periods  of  time  on  pregnant  patients. 
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RADIOLOGIC  DIAGNOSIS  IN  INFANTS  AND  CHILDREN: 
by  Armand  E.  Brodeur,  M.D.;  Published  by  The  C.  V. 
Mosby  Company,  Saint  Louis,  1965;  503  pages,  $26.50. 

Doctor  Brodeur  has  produced  an  excellent  mono- 
graph devoted  to  the  radiology  of  infants  and 
children.  It  systematically  covers  the  organ  systems, 
but  because  of  limited  space  cannot  go  into  great 
detail. 

The  number  and  character  of  the  x-ray  repro- 
ductions are  outstanding,  many  of  them  accompanied 
by  appropriate  line  drawings.  An  excellent  addition 
to  each  chapter  is  the  sub-heading  “Pitfalls  in  Diag- 
nosis.” Here,  obvious  and  not  so  obvious  differences 
from  adult  radiology  are  discussed  and  illustrated. 

This  volume  is  intended  for  those  with  a general 
knowledge  of  adult  radiology  who  wish  a rapid  and 
well-organized  atlas  of  pediatric  disease  as  mani- 
fested radiologically.  Controversial  material  is  at  a 
minimum  and  the  author  has  stressed  findings  in 
his  own  clinical  experience. 

The  price  of  this  volume  might  make  it  some- 
what difficult  for  the  average  resident  to  obtain.  Un- 
fortunately, the  extensive  list  of  references  at  the 
end  of  the  volume  is  arranged  alphabetically  by 
author  and  has  no  relationship  to  the  subject  ma- 
terial in  the  book  itself. 

Lawrence  A.  Davis,  M.D. 


THE  CELL:  AN  ATLAS  OF  FINE  STRUCTURE:  by  Don  W. 
Fawcett;  Published  by  the  W.  B.  Saunders  Company, 
Philadelphia  and  London,  1966;  448  Pages;  Price,  $11.00. 

It  is  in  the  world  of  subcellular  or  “fine”  struc- 
ture that  physiology,  biochemistry,  and  anatomy 
find  their  closest  association.  No  one  can  hope  to 
understand  any  of  these  sciences  at  this  level  who 
does  not  have  some  understanding  of  all  of  them. 
Indeed,  it  is  often  difficult  to  say  which  of  them 
is  which. 

So  far  as  it  can  be  done.  Professor  Fawcett  has 
attempted  to  present  in  this  book  the  purely  mor- 
phological side  of  this  world.  He  has  concentrated 
his  attention  on  the  cell  itself  and  reduced  to  a 
minimum  the  consideration  of  relationships  between 
cells.  By  this  means  he  has  been  able  to  consider 
for  the  first  time  in  an  atlas  of  this  sort  enough 
of  the  variety  of  forms  in  which  the  cell  organelles 
are  seen  to  permit  the  intelligent  nonspecialist  reader 
to  derive  for  himself  from  this  one  source  a rea- 
sonable notion  of  the  essential  form  of  each. 

Virtually  all  the  figures  in  the  book  are  of  full 
page  size.  The  quality  of  reproduction  is  of  the 


highest.  Needless  to  say,  for  those  who  know  Dr. 
Fawcett’s  work,  every  micrograph  included  represents 
an  outstanding  example  of  mastery  of  electron  micro- 
scopic technique. 

Each  figure  is  commented  on  in  an  intelligent  and 
literate  fashion  on  the  facing  page.  Since  the  illustra- 
tions are  largely  unobscured  by  labels  the  reader 
will  be  able  to  judge  for  himself  the  perceptiveness 
of  his  examination.  It  is  doubtful  if  any  will  be 
able  to  say  that  he  had  come  away  without  learning 
anything  after  studying  any  one  of  the  figures  and 
texts  included. 

In  sum,  this  book  will  be  of  the  highest  value  to 
those,  anatomists  or  not,  who  look  for  understanding 
of  the  framework  characteristic  of  life  at  the  level 
at  which  life  can  first  be  recognized.  And  for  those 
who  have  not  been  in  touch  with  this  world  before, 
it  will  be  a source  of  wonder  and  beauty. 

J.  B.  Longley,  Ph.D. 

PEDIATRIC  THERAPY,  Second  Edition;  edited  by:  Harry  C. 
Shirkey,  M.D.;  Published  by  the  C.  V.  Mosby  Company, 
St.  Louis,  1966;  1194  Pages;  Price,  $18.50. 

Pediatric  Therapy  1966-1967  is  a welcomed  and 
much  needed  guide  through  the  often  confusing  and 
frustrating  world  of  therapy.  Frequently  the  value 
of  an  excellent  diagnosis  is  lost  by  incorrect  and 
inadequate  treatment. 

The  first  1 19  pages  on  the  fundamentals  of  drug 
therapy  are  required  reading  for  every  medical  and 
nursing  student.  Any  doctor  who  is  concerned  with 
the  treatment  of  children  should  read  and  under- 
stand these  fundamental  principles.  Dr.  Shirkey  has 
gathered  the  experience  and  opinions  of  more  than 
80  well  known  respected  authorities.  He  has  pooled 
this  information  in  short,  concise,  easily  readable 
chapters.  The  reader  is  not  only  given  the  therapy 
but  an  understanding  of  the  “why”  behind  the  thera- 
py. It  is  not  a therapeutic  “cook  book.” 

The  new  chapters  serve  to  enlarge  the  coverage 
into  newer  and  now  better  understood  fields.  The 
chapters  on  the  surgical  subspecialties  of  neurosur- 
gery and  orthopedics  cover  a few  areas  of  therapy 
well  but  because  they  are  incomplete  are  of  ques- 
tionable value.  It  would  be  of  value  if  a chapter  on 
the  principles  of  the  treatment  of  trauma  were  in- 
cluded. 

The  bibliographies  at  the  end  of  each  chapter 
are  especially  time  saving  and  contain  excellent  ref- 
erences for  those  who  wish  to  go  deeper  into  a 
subject. 
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This  is  an  excellent  book  and  will  find  a welcome 
place  on  the  desk  of  every  doctor  responsible  for  the 
treatment  of  children. 

Vernon  L.  James,  Jr.,  M.  D. 

CURRENT  THERAPY:  edited  by  Howard  F.  Conn,  M.  D.; 
Published  by  the  W.  B.  Saunders  Company,  Philadelphia 
and  London,  1966;  857  Pages;  Price,  $13.00. 

Among  the  several  competent  and  usable  sources 
of  guidance  available  nowadays,  this  is  perhaps  the 
best-seller.  The  present  edition  is  the  eighteenth. 
One  must  agree  that  the  editor’s  policy  of  canvassing 
each  year  the  practices  of  an  almost  entirely  new 
committee  of  experts,  is  likely  to  bring  fresh  knowl- 
edge to  help  the  user  in  his  decisions.  The  emphasis 
and  policy  throughout  is  for  reliability  and  carefully 
coordinated  procedures  in  treatment.  Eccentricities 
and  novelties  are  few. 

The  presentations  are  almost  uniformly  clearly 
written  and  interesting  to  read.  The  short,  vigorous 
words  and  sentences  are  remarkable  for  medical 
writings.  Only  occasionally  has  a contributor  fond 
of  long  words  and  obscurity  eluded  discipline. 

The  editor  is  to  be  congratulated  on  including 
contributions  from  four  Kentuckians  and  from  two 
recent  ex-Kentuckians.  The  only  important  adverse 
criticism  this  reviewer  can  make  is  of  the  uncom- 
fortable mass  of  the  book:  a little  over  five  pounds. 

Austin  Bloch,  M.  D. 

* * 

When  physicians  encounter  an  adverse  drug  re- 
action it  is  not  uncommon  for  them  to  write  to  the 
distributor  of  the  drug,  possibly  in  the  form  of  a 
complaint  or  as  a request  for  information  on  similar 
experience.  Reports  are  often  transmitted  through  the 
detail  man.  No  one  knows  as  much  about  marketing 
experience  with  a drug  as  its  distributor. — Ralph  G. 
Smith,  M.D.,  in  Journal  of  New  Drugs,  (6:66), 
January-February  1966. 


This  year... vacation  in 

KENTUCKY’S 


STATE 

AND 

NATIONAL 

PARKS 


“.  . . I would  hate  to  be  introducing  digitalis  as  a 
new  drug  today.  Anyone  reading  the  toxicity  and 
side  effects  would  never  use  it  in  the  present  climate. 
However,  digitalis  has  been  with  us  long  enough 
now  that  the  toxicity  and  side  effects  have  taken 
their  proper  place.  They  are  there,  to  be  sure,  but 
not  as  prominently  as  the  theraputic  effect. — Robert 
W.  Ballard,  M.D.,  in  Food  Drug  Cosmetic  Law 
Journal,  (21:31-32),  January  1966. 

Let  us  all  remember  that  we  must  not  prescribe 

just  the  dosage  that  is  given  in  a book;  we  must 
give  enough  to  produce  the  effect  we  desire.  Also 
we  must  not  rigidly  prescribe  a dose  every  four 
hours;  it  is  better  to  tell  the  nurse  to  give  enough 
of  the  medicine  to  relieve  pain,  and  when  the  pain 
returns  to  give  another  dose.  I learned  much  phar- 
macology years  ago  when  I watched  a man  quickly 
drink  four  martinis.  He  explained  that  he  did  not 
feel  anything  until  he  had  four.  And  then  I thought 
of  the  many  times  I had  wondered  why  a man 
like  that  had  to  take  three  or  four  capsules  of  a 
barbiturate  before  he  felt  sleepy. — Walter  C.  Alvarez, 
M.D.,  in  Modern  Medicine,  (34:106),  March  14, 
1966. 


Some  are  rich  in  history  (like  Fort 
Boonesborough),  some  in  tradition 
(tike  My  Old  Kentucky  Home),  some  in 
scenery  (like  Cumberland  Gap),  some 
in  natural  marvels  (like  Mammoth 
Cave),  some  in  magnificent  accommo- 
dations (like  any  of  the  12  state  resort 
parks).  Whatever  your  sport  or  pas- 
time, you  can  spend  many  happy 
weeks  exploring  Kentucky’s  great 
chain  of  state  and  national  parks.  This 
year  . . . join  the  nation  in  a Kentucky 
vacation! 

Send  for  exciting  vacation  literature. 


Travel  Division,  Public  Information  Dept. 
Capitol  Annex  Building,  Frankfort,  Ky. 
Department  pdb-006 

Please  send  me  complete  information  on 
how  to  have  the  best  vacation  ever  at 
Kentucky’s  State  Resort  Parks. 

Name  — 

Address 
City  — 

State  _ 
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Blue  Shield  and  Kerr-Mills 


IT  WOULD  be  a gross  understatement  to 
say  that  there  has  been  wide  spread  dis- 
satisfaction with  the  Kerr-Mills  Program 
as  it  has  been  administered  in  Kentucky.  Dur- 
ing the  early  days  of  its  operation  the  medi- 
cal profession  in  this  state  did  everything  pos- 
sible to  ensure  the  successful  operation  of  the 
program,  feeling  that  with  time  some  of  the 
more  obvious  defects  could  be  remedied.  The 
profession,  working  through  its  appropiate 
committee,  has  conscientiously  offered  con- 
structive criticisms  and  suggestions  for  im- 
provements in  the  administration  of  the  pro- 
gram. Sadly,  we  have  been  almost  completely 
unsuccessful  in  these  efforts  to  streamline  the 
program  and  make  it  responsive  to  the  reali- 
ties of  medical  practice. 

We  are  now  on  the  threshold  of  a vast 
enlargem.ent  and  expansion  of  this  program  by 
title  XIX  of  the  Medicare  Program.  Title 
XIX  is  widely  believed  to  have  far  greater 
implications  for  public  health  care  in  this 
country  than  the  more  familiar  sections  of 
PL  89-97  dealing  with  hospital  and  medical 
payments  for  the  aged.  Title  XIX  will  pro- 
vide medical  care  to  more  than  35,000,000 
people,  almost  twice  the  number  who  are  eligi- 
ble under  Title  XVIII.  By  July,  1967  any 
participating  state  must  provide  five  minimum 
services:  (1)  in-patient  hospital  services  (2) 
out-patient  hospital  services  (3)  physicians 
services  (4)  skilled  nursing  home  services  (5) 
certain  other  laboratory  and  x-ray  services. 
In  order  to  qualify  a state  must  provide  these 
five  basic  benefits  on  a “reasonable  cost”  or 
“reasonable  charge”  basis  to  the  aged,  blind, 
disabled,  needy  families  with  children,  and  ad- 
ditional medically  indigent  catagories  accord- 
ing to  criteria  established  by  the  individual 
state. 

The  administration  of  the  health  services 


portion  of  the  program  will  be  the  responsi- 
bility of  a “single  agency”  of  state  government. 
This  will  be  either  the  health  department  or 
welfare  department  with  preference  expressed 
in  the  wording  of  the  bill  for  welfare  depart- 
ments. In  several  states  a tug  of  war  has 
developed  between  state  health  departments 
and  state  welfare  agencies  over  who  will  con- 
trol this  vast  new  program  of  federally  sub- 
sidized medical  care. 

State  officials  have  been  informed  by  the 
Department  of  Health,  Education  and  Wel- 
fare that  there  are  other  possibilities  allowed 
in  administering  the  program.  The  state  agency 
responsible  for  the  operation  of  the  health 
services  portion,  may  delegate  the  administra- 
tion of  the  program  to  outside  organizations 
such  as  Blue  Shield. 

Recalling  the  helplessness  of  the  profession 
in  its  efforts  to  bring  about  needed  basic 
changes  in  the  state  administered  Kerr-Mills 
Program,  it  would  appear  that  our  efforts 
would  better  be  directed  towards  attempts  at 
shifting  the  administration  of  the  program  to 
a non-political  organization  such  as  Blue 
Cross-Blue  Shield.  This  organization  has  the 
necessarv'  experience  in  organizing  and  ad- 
ministering such  a program  as  well  as  the  staff 
of  experienced  professional  relations  person- 
nel organized  to  work  intimately  with  practic- 
ing physicians.  They  understand  the  local 
practice  of  medicine,  the  relationship  between 
the  practitioner  and  the  hospital,  and  between 
physicians  and  the  local  medical  society.  In 
several  states  Blue  Shield  Plans  will  serve  in 
this  administrative  role;  the  medical  profes- 
sion in  Kentucky  would  do  well  to  promote 
our  own  Blue  Shield  organization  to  serve  in 
this  highly  sensitive  role  in  Kentucky. 

William  W.  Hall,  M.D. 
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"In  40  of  44  cases  of  irritable  or  spastic 
colon,  Cantil  [mepenzolate  bromide]  or 
Cantil  with  Phenobarbital  reduced  or 
abolished  abdominal  pain,  diarrhea  and 
distention  and  promoted  restoration  of 
normal  bowel  function  . . . Cantil 
[mepenzolate  bromide]  proved  to  be 
singularly  free  of  anticholinergic 
side-effects  . . . Urinary  retention, 
noted  in  two  cases  was  eliminated  in 
one  by  reducing  dosage."' 


CANTIL® 

(mepenzolate  bromide) 

helps  restore  normal  motility  and  tone 


IN  BRIEF: 


One  or  two  tablets  three  times  a day  and 
one  or  two  at  bedtime  usually  provide 
prompt  relief.  Cantil  with  Phenobarbital 
may  be  prescribed  if  sedation  is  required. 

Dryness  of  the  mouth  or  blurring  of  vision 
may  occur  but  it  is  usually  mild  and 
transitory.  Urinary  retention  is  rare. 
Caution  should  be  observed  in  prostatic 
hypertrophy— withhold  in  glaucoma.  Cantil 
with  Phenobarbital  is  contraindicated  in 
patients  sensitive  to  phenobarbital. 

Supplied:  CANTIL  (mepenzolate  bromide) 
—25  mg.  per  scored  tablet.  Bottles  of  100 
and  250.  CANTIL  with  PHENOBARBITAL 
—containing  in  each  scored  tablet  16  mg. 
phenobarbital  (warning:  may  be  habit 
forming)  and  25  mg.  mepenzolate  bromide. 
Bottles  of  100  and  250. 

1.  Riese,  J.A.:  Amer.  J,  Gastroent.  28:541  (Nov.)  1957 
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DACTILASE® 


Each  tablet  contains: 

Dactil®  (piperidolate  hydrochloride),  50  mg.; 
Standardized  cellulolytic*  enzyme,  2 mg.; 
Standardized  amylolytic  enzyme,  15  mg.; 
Standardized  proteolytic  enzyme,  10  mg.; 
Pancreatin  3X**  (source  of  lipolytic  activity), 

100  mg.;  Taurocholic  acid,  15  mg. 

•Need  in  human  nutrition  not  established. 

•*As  acid  resistant  granules  equivalent  in  activity  to  300  mg.  Pancreatin  N.F. 


WHEN 
STOMACHS 
ARE  ALL 
BUTTERFLIES 


In  chronic  or  acute  indigestion,  fluttery, 
gassy  stomachs  obtain  prompt,  gratifying 
relief  through  the  antispasmodic,  surface 
anesthetic  and  enzymatic  activity  of 
Dactilase.  Dactilase  decreases  hypermotility 
and  pain  and  reduces  the  production  of 
gas.  Dactilase  does  not  induce  stasis,  but 
helps  restore  normal  tone.  It  has  little  or  no 
effect  on  enzyme  secretions,  but  adds 
enzymes,  thus  contributing  to  the  digestive 
efficiency  of  the  patient. 

Side  Effects  and  Contraindications; 

Dactilase  is  almost  entirely  free  of  side 
effects.  However,  it  should  be  withheld 
in  glaucoma  and  in  jaundice  due  to 
complete  biliary  obstruction. 

Administration  and  Dosage:  One  tablet 
with,  or  immediately  following,  each  meal. 
Tablets  should  be  swallowed  whole. 

Supplied:  Bottles  of  60  and  250, 
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For  cold  hands  and  feet,  nothing 
beats  hot  stoves— but  they  are 
awkward  to  carry  around.  Now 
Gerilid,  in  good-tasting  take-along 
chewable  tablets  can  provide 
rapid  vasodilation  of  peripheral 
circulation,  bringing  real  warmth 
to  the  extremities  and  decreasing 
sensitivity  to  sudden  temperature 
change.  Patients  like  Gerilid  and 
know  they  are  getting  relief. 


GERILID 


Each  chewable  tablet  contains: 
nicotinic  acid  (niacin)  75  mg.  and 
aminoacetic  acid  (glycine)  750  mg. 

Administration  and  Dosage;  One  or  two 
chewable  tablets  3 times  a day  before 
meals.  If  flushing  is  objectionable,  dosage 
may  be  lowered.  However,  tolerance  to 
flushing  usually  develops  without  loss  of 
efficacy  in  regard  to  vasodilation.  The 
recommended  dosage  should  not 
be  exceeded. 

Side  effects:  Occasional  lightheadedness 
or  transient  itching  which  may  disappear 
with  continued  use.  There  are  no  known 
contraindications;  however,  caution  is 
advised  when  there  is  a concomitant 
administration  of  a coronary  vasodilator. 

Supplied : Packages  of  50  chewable  tablets. 

Also  available  in  liquid  form  as 
Geriliquid®,  in  bottles  of  8 and  16  ounces. 
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Obstetrical  or  post— surgical  patients 
requiring  a dependable  increase  in 
hennoglobin  will  receive  as  much  iron 
(250  mg.  in  a 5 cc.  ampul)  as  in  one 
pint  of  blood.  Imferon  (iron  dextran 
injection)  is  less  expensive  and  it  avoids 
the  well-recognized  hazards  of  whole 
blood  transfusion.  When  patients 
cannot— or  cannot  be  relied  upon  to— 
take  oral  iron,  Imferon  CiTOn  dextran 
injection)  will  rapidly  supply  needed 
iron  for  reserve  stores. 


ONE  PINT 
OF  BLOOD 
PROVIDES 
NO  MORE 
IRON 


THAN  ONE  5 CC. 
AMPUL  OF 


IMFERON® 

(iron  dextran  injection) 


IN  BRIEF;  ACTION  AND  USES:  A single  dose  of  Imferon 
(iron  dextran  injection)  will  measurably  begin  to  raise  hemo- 
globin and  a complete  course  of  therapy  will  effectively  rebuild 
iron  reserves.  The  drug  is  indicated  only  for  specifically- 
diagnosed  cases  of  iron  deficiency  anemia  and  then  only  when 
oral  administration  of  iron  is  ineffective  or  impractical.  Such 
iron  deficiency  may  include:  patients  in  the  last  trimester  of 
pregnancy;  patients  with  gastrointestinal  disease  or  those  re- 
covering from  gastrointestinal  surgery;  patients  with  chronic 
bleeding  with  continual  and  extensive  iron  losses  not  rapidly 
replenishable  with  oral  iron;  patients  intolerant  of  blood  trans- 
fusion as  a source  of  iron;  infants  with  hypochromic  anemia; 
patients  who  cannot  be  relied  upon  to  take  oral  iron. 
COMPOSITION:  Imferon  (iron  dextran  injection)  is  a well- 
tolerated  solution  of  iron  dextran  complex  providing  an  equiva- 
lent of  50  mg.  in  each  cc.  The  solution  contains  0.9%  sodium 
chloride  and  has  a pH  of  5.2-6.0.  The  10  cc.  vial  contains  0.5% 
phenol  as  a preservative. 

ADMINISTRATION  AND  DOSAGE;  Dosage,  based  upon 
body  weight  and  Gm.  Hb./lOO  cc.  of  blood,  ranges  from  0.5  cc. 
in  infants  to  5.0  cc.  in  adults,  daily,  every  other  day,  or  weekly. 
The  total  iron  requirement  for  the  individual  patient  is  readily 
obtainable  from  the  dosage  chart  in  the  package  insert.  Deep 
intramuscular  injection  in  the  upper  outer  quadrant  of  the 
buttock,  using  a Z-track  technique,  (with  displacement  of  the 
skin  laterally  prior  to  injection),  insures  absorption  and  will 
help  avoid  staining  of  the  skin.  A 2-inch  heedle  is  recommended 
for  the  adult  of  average  size. 

SIDE  EFFECTS:  Local  and  systemic  side  effects  are  few. 
Staining  of  the  skin  may  occur.  Excessive  dosage,  beyond  the 
calculated  need,  may  cause  hemosiderosis.  Although  allergic 
or  anaphylactoid  reactions  are  not  common,  occasional  severe 
reactions  have  been  observed,  including  three  fatal  reactions 
which  may  have  been  due  to  Imferon  (iron  dextran  injection). 
Urticaria,  arthralgia,  lymphadenopathy,  nausea,  headache  and 
fever  have  occasionally  been  reported.  Initial  test  doses  of 
0.5  cc.  are  advisable. 

PRECAUTIONS:  If  sensitivity  to  test  doses  is  manifested,  the 
drug  should  not  be  given.  Imferon  (iron  dextran  injection)  must 
be  administered  by  deep  intramuscular  injection  only.  Inject 
only  in  the  upper  outer  quadrant  of  the  buttock,  not  in  the  arm 
or  other  exposed  area. 

CONTRAINDICATIONS:  Imferon  (iron  dextran  injection)  is 
contraindicated  in  patients  sensitive  to  iron  dextran  complex. 
Since  its  use  is  intended  for  the  treatment  of  iron  deficiency 
anemia  only  it  is  contraindicated  in  other  anemias. 
CARCINOGENICITY  POTENTIAL;  Using  relatively  massive 
doses,  Imferon  (iron  dextran  injection)  has  been  shown  to 
produce  sarcoma  in  rats,  mice  and  rabbits  and  possibly  in 
hamsters,  but  not  in  guinea  pigs.  The  risk  of  carcinogenesis, 
if  any  in  man,  following  recommended  therapy  with  Imferon 
(iron  dextran  injection)  appears  to  be  extremely  small. 
SUPPLIED:  2 cc.  ampuls,  boxes  of  10;  5 cc.  ampuls,  boxes 
of  4;  10  cc.  multiple  dose  vials. 
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METAHYDRIN  (trichlormethiazide) 
is  prescribed  by  physicians  because  it 
not  only  approximates  the  diuretic 
efficacy  of  parenteral  meralluride 
injection  . . . but,  it  is  the  least  expensive 
of  all  "brand-name"  thiazides.  Therefore, 
when  you  prescribe  METAHYDRIN 
(frichlormethiazide)  your  patients  receive 
the  thiazide  diuretic  that  removes  a little 
more  salt  and  water  than  earlier 
thiazides,  with  relatively  less  loss  of 
potassium  . . . and,  it's  therapy  they  can 
more  easily  afford  . . . only  pennies  a day. 


METAHYDRIN^ 

(trichlormethiazide) 

oral  diuretic 

Dosage:  One  2 or  4 mg.  tablet 
once  or  twice  daily. 

Precautions:  As  with  all  effective 
diuretics,  vigorous  therapy  may  produce 
electrolyte  depletion.  Patients  with 
severely  reduced  renal  function  should 
be  observed  carefully  since  thiazides 
may  be  contraindicated.  Care  should 
be  taken  with  patients  predisposed  to 
diabetes  or  gout.  Patients  with  a 
tendency  to  potassium  deficiency,  as  in 
hepatic  cirrhosis  or  diarrheal  syndromes, 
or  those  under  therapy  with  digitalis, 

ACTH,  or  certain  adrenal  steroids,  also 
should  be  watched  carefully. 

Side  Effects:  Nausea,  flushing, 
constipation,  skin  rash,  muscle  cramps 
and  gastric  discomfort  have  occasionally 
been  noted;  rarely  thrombocytopenia 
and  bone  marrow  depression, 
photosensitivity,  cholestatic  jaundice, 
pancreatitis,  perimacular  edema,  gout 
and  diabetes  have  been  caused  by 
the  administration  of  thiazides. 
Contraindications:  Complete  renal 
shutdown;  rising  azotemia  or 
development  of  hyperkalemia  or 
acidosis  in  severe  renal  disease; 
demonstrated  hypersensitivity. 

How  Supplied;  Bottles  of  100  and 
1000  tablets. 
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BRING  IT  DOWN 
AND 

KEEP  IT  DOWN 


Metatensin  lowers  blood  pressure  and 
keeps  it  low— effectively  and 
economically.  It  combines  reserpine 
with  trichlormethiazide  which  affords 
more  potent  saluresis  with  less  loss  of 
potassium  than  from  earlier  thiazides. 
Reserpine  contributes  antihypertensive 
effect  by  relieving  anxiety  and  tension. 
Metatensin  is  well-tolerated  over  long 
periods;  with  its  effectiveness  and 
economy  it  assures  antihypertensive 
therapy  you  and  your  patients 
can  stay  with. 

METATENSir 

Each  scored  tablet  contains: 

METAHYDRIN®  (trichlormethiazide) 

2 mg.  or  4 mg.  and 
Reserpine  0.1  mg. 

Usual  adult  dose:  One  tablet  twice 
daily.  Precautions  and  side  effects: 

Patients  with  hepatic  cirrhosis  or 
diarrheal  syndromes,  or  under  therapy 
with  digitalis,  ACTH,  or  potassium-losing 
steroids,  should  be  observed  for  signs 
of  hypokalemia.  With  thiazides, 
electrolyte  depletion,  diabetes,  gout, 
granulopenia,  nausea,  pancreatitis, 
cholestatic  jaundice,  flushing,  mild 
muscle  cramps,  constipation, 
photosensitivity,  acute  myopia, 
perimacular  edema,  paresthesias, 
neonatal  bone  marrow  depression  in 
infants  of  mothers  who  received 
thiazides  during  pregnancy,  skin  rash 
or  purpura  with  or  without 
thrombocytopenia,  may  occur.  With 
reserpine,  untoward  effects  may  include 
depression,  peptic  ulcer  and  bronchial 
asthma.  Withdraw  medication  at  least 
7 days  prior  to  electroshock  therapy, 

2 weeks  prior  to  elective  surgery. 

Contraindications:  Complete  renal 
shutdown,  rising  azotemia  or  development 
of  hyperkalemia  or  acidosis  in  severe 
renal  disease. 

Supplied:  Metatensin  tablets,  2 mg., 

4 mg.— bottles  of  100  and  1000. 
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NORPRAMIN^ 

(desipramine  liydrocliloride) 


non-sedating*  rapid-acting 
ANTI  DEPRESSANT 


overcomes  guilt,  lifts  depression,  restores  confidence 


Feelings  of  guilt,  worthlessness,  emptiness  and  loss 
frequently  characterize  depression.  Such  feelings, 
along  with  insomnia,  physical  complaints,  sadness, 
apprehension,  and  other  symptoms  of  depression 
rapidly  respond  to  Norpramin  (desipramine  hydro- 
chloride). Improvement  often  begins  in  2-5  days, 
sometimes  in  less.  A few  patients,  sensitive  to  central 
nervous  system  stimulants  may  become  restless  as 
depression  is  lifted— in  such  cases  dosage  may  be 
reduced  or  a tranquilizer  added. 


Indications:  In  depression  of  any  kind — neurotic  and  psychotic  depressive 
reactions;  manic-depressive  or  involutional  psychotic  reactions.  Dosage: 
Optimal  results  are  obtained  at  a dosage  of  two  25  mg.  tablets  t.i.d.  (150 
mg. /day).  Contraindications  and  Precautions:  Glaucoma,  urethral  or  ure- 
teral spasm,  recent  myocardial  infarction,  severe  coronary  heart  disease 
and  epilepsy.  Should  not  be  given  within  two  weeks  of  treatment  with  a 
monoamine  oxidase  inhibitor.  Safety  in  human  pregnancy  has  not  been 
established.  Adverse  Effects:  Side  effects,  usually  mild  may  include:  dry 
mouth,  constipation,  dizziness,  palpitation,  delayed  urination,  “bad  taste," 
sensory  illusion,  tinnitus,  agitation  and  stimulation,  sweating,  drowsiness, 
headache,  orthostatic  hypotension,  flushing,  nausea,  cramps,  weakness, 
blurred  vision  and  mydriasis,  rash,  allergy,  transient  eosinophilia,  granulo- 
penia, altered  liver  function,  ataxia  and  extrapyramidal  signs.  Supplied: 
Norpramin  (desipramine  hydrochloride)  tablets  of  25  mg.,  in  bottles  of 
50,  500  and  1000. 

LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 
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In  colicky  infants  Pediatric  Piptal  with 
Phenobarbital  slows  down  spasm,  diminishes 
pain  and  crying  and  improves  feeding  pat- 
terns. It  permits  sleep  and  rest  for  patient  and 
family.  The  less  than  hypnotic  amount  of 
phenobarbital  in  the  recommended  dose 
affords  a mild,  calming  action  and  enhances 
the  antispasmodic  action  of  Piptal  (pipenzo- 
late  bromide).  The  latter  drug,  as  reported  in 
the  medical  literature,  has  a favorable  ratio  of 
effectiveness  to  side-effects  which  is  unusual 
in  anticholinergics  and  thus  is  particularly 
appropriate  to  pediatric  use. 


QUIETS  PHONES 
QUIETS  PARENTS 
QUIETS  COLIC 


PEDIATRIC  PIPTAL® 

WITH 

PHENOBARBITAL 

each  cc.  contains  6 mg.  phenobarbital  (warning:  may 
be  habit  forming);  4 mg.  Piptal®  (pipenzolate  bromide), 
and  20%  alcohol. 


Pleasant-tasting  Pediatric  Piptal  with 
Phenobarbital  is  miscible  in  milk,  formulas 
and  fruit  juices,  and  may  also  be  given  by 
dropper  directly  on  the  infant’s  tongue.  Dos- 
age is  0,5  cc.  15  minutes  before  feeding;  in 
severe  cases,  1.0  cc.  four  times  daily.  High 
doses  may  occasionally  cause  constipation 
with  tenesmus  and,  rarely,  flushing  without 
fever.  It  is  contraindicated  in  bowel  obstruc- 
tion or  sensitivity  to  phenobarbital  or  anti- 
cholinergics. Available  in  30  cc.  dropper 
bottles,  droppers  calibrated  to  deliver  0.5  cc. 
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The  human  spine  is  not  engineered  for 
prolonged  sitting  at  desks,  pianos,  type- 
writers and  drafting  boards.  The  stresses 
set  up  by  the  heavy,  forward-tilted  head 
and  trunk,  balanced  precariously  on  an 
insufficient  base,  result  in  strain  of  the 
dorsal  musculature,  particularly  at  the! 
low  lumbar  level. 

The  unusual  muscle-relaxant  and  anal- 
gesic properties  of  'Soma'  make  it  espe- 
cially useful  in  the  treatment  of  low  back 
sprains  and  strains.  ‘Soma’  is  widely 
prescribed  □ to  relieve  pain  □ to  relax 
muscles  □ to  restore  mobility. 

Indications:  ‘Soma’  is  useful  for  management  of 
muscle  spasm,  pain,  and  stiffness  in  a variety  of 
inflammatory,  traumatic,  and  degenerative  muscu- 
loskeletal conditions.  It  also  may  act  to  normalize 
motor  activity  in  certain  neurologic  disturbances. 

Contraindications;  Allergic  or  idiosyncratic  reac- 
tions to  carisoprodol. 

Precautions;  ‘Soma’,  like  other  central  nervous 
system  depressants,  should  be  used  with  caution 
in  patients  with  known  propensity  for  taking  ex- 
cessive  quantities  of  drugs  and  in  patients  with 
known  sensitivity  to  compounds  of  similar  chemi-  j 
cal  structure,  e.g.,  meprobamate.  | 

Side  Effects:  The  only  side  effect  reported  with  any 
frequency  is  sleepiness,  usually  on  higher  than 
recommended  doses.  An  occasional  patient  may 
not  tolerate  carisoprodol  because  of  an  individual 
reaction,  such  as  a sensation  of  weakness.  Other 
rarely  observed  reactions  have  included  dizziness, 
ataxia,  tremor,  agitation,  irritability,  headache,  in-  i 
crease  in  eosinophil  count,  flushing  of  face,  and 
gastrointestinal  symptoms.  | 

One  instance  each  of  pancytopenia  and  leuko- 
penia, occurring  when  carisoprodol  was  admin- 
istered with  other  drugs,  has  been  reported,  as  has 
an  instance  of  fixed  drug  eruption  with  carisoprodol 
and  subsequent  cross  reaction  to  meprobamate. 
Rare  allergic  reactions,  usually  mild,  have  included 
one  case  each  of  anaphylactoid  reaction  with  mild 
shock  and  angioneurotic  edema  with  respiratory 
difficulty,  both  reversed  with  appropriate  therapy. 

In  cases  of  allergic  or  hypersensitivity  reactions, 
carisoprodol  should  be  discontinued  and  appropri- 
ate therapy  initiated.  Suicidal  attempts  may  pro- 
duce coma  and/or  mild  shock  and  respiratory 
depression. 

Dosage:  Usual  adult  dose  is  one  350  mg.  tablet 
three  times  daily  and  at  bedtime. 

Supplied:  Two  Strengths:  350  mg.  white  tablets 
and  250  mg.  orange,  two-piece  capsules. 

Before  prescribing,  consult  package  circular. 


for  the  relief 
of  low  back 
sprains  and  strains 


SOMA 

(CARISOPRODOL) 

Wallace  Laboratories,  Cranbury,  N.J. 
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Elastic  Stockings  so  sheer  they  look 
like  support  hose.  Both  Ultreer  and 
support  hose  are  sheer,  shapely,  cool 
and  comfortable.  But  that's  where 
the  similarities  end.  New  Ultreer  fits 
firmly  and  evenly  over  the  entire  leg. 
Gives  true  therapeutic  compression 
necessary  to  relieve  varicose  veins  and 
other  leg  disorders.  They  provide 
the  therapy  you  prescribe.  The  fashion 
and  economy  she  demands. 

Ultreer  stockings  have  a new  low  price. 
So  low,  she  can  afford  two  pairs  of 
Ultreer  instead  of  one  pair  of  regular 
elastic  stockings.  There'll  be  no 
disagreements  there.  Ultreer  stockings 
are  as  comforting  to  her  purse  as 
they  are  to  her 
legs.  New  Ultreer 
are  the  elastic 
stockings  doctors 
and  women  can 
agree  on. 
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Accredited  psychiatric  hospital  for 
private  diagnosis  and  treatment 


Approved  by  the  Joint  Commission  of  Accreditation  of  Hospitals. 
Forty-acre  estate  to  assure  privacy  in  a restful  environment. 

Equipped  to  provide  all  modern  and  acceptable 

methods  of  treatment. 
Ample  classification  facilities  with  qualified  psychiatric  nursing. 

Full  recreational  therapy  facilities. 

Brochure  and  rate  schedule  available  on  request 


CHARLES  W.  MOCKBEE,  M.D. 
Acting  Medical  Director 

U.  K.  ACKDOE,  M.D. 
Associate  Medical  Director 

ELLIOTT  OTTE 
President 

ISABELLE  DAULTON,  R.N. 
Director  of  Nursing 

GRACE  SPINDLER,  R.N. 
Associate  Director  of  Nursing 

IRWIN  C.  STIRES 
Administrator 


THE 


(Founded  1874) 

5642  HAMILTON  AVENUE,  CINCINNATI  24,  OHIO  • Telephones;  541-0135,  541-0136 


INC. 


now... introducing  a new  high-strength  dosage  to 

SltiNEIM 


A 'MAXIMUM  SECURITY’  ANTIBIOTIC* 


:jc  THE  BROAD  RANGE  DEPENDABiLiTY  OF  TETRACYCLiNE 

long  established  as  the  broad-spectrum  agent  of  first  choice  in  a wide  < 
variety  of  infections 

WITH  THE  ADDED  SECURITY  OF  MEDIUM-SPECTRUM  REINFORCEMENT 
triacetyloleandomycin  is  highly  active  against  the  common  ‘coccal’ 
pathogens,  including  certain  strains  of  staphylococci  resistant  to  penicillin 
and  tetracycline 

* ESPECIALLY  VALUABLE  IN  U.R.I. 
provides  decisive  therapy  in  acute  respiratory  infections  and  other 
conditions  in  which  staphylococci,  streptococci  or  mixed  flora  are 
frequently  encountered 

^ NOW  AVAILABLE  IN  NEW  STRENGTH  FOR  NEW  CONVENIENCE  AND 
ECONOMY 

Signemycin  375  — high-potency  capsules  for  simpler  administration, 
greater  patient  economy 


(tetracycline  250  mg. 
triacetyloleandomycin  125  mg.) 


Indications:  Indicated  in  the  therapy  of  acute  severe  infec- 
tions caused  by  susceptible  organisms  and  primarily  by 
bacteria  more  sensitive  to  the  combination  than  to  either 
component  alone.  In  any  infection  in  which  the  patient  can 
be  expected  to  respond  to  a single  antibiotic,  the  combina- 
tion is  not  recommended.  Signemycin  should  not  be  used 
where  a bacteriologically  more  effective  or  less  toxic 
agent  is  available.  Triacetyloleandomycin,  a constituent  of 
Signemycin,  has  been  associated  with  deleterious  changes 
in  liver  function.  See  precautions  and  adverse  reactions. 
Contraindications:  Contraindicated  in  individuals  who  have 
shown  hypersensitivity  to  any  of  its  components.  Not  recom- 
mended for  prophylaxis  or  in  the  management  of  infectious 
processes  which  may  require  more  than  10  days  of  con- 
tinuous therapy.  If  clinical  judgement  dictates  therapy  for 
longer  periods,  serial  monitoring  of  liver  function  is  recom- 
mended. Not  recommended  for  subjects  who  have  shown 
abnormal  liver  function  tests,  or  hepatotoxic  reactions  to 
triacetyloleandomycin. 

Precautions  and  Adverse  Reactions:  Triacetyloleandomycin, 
administered  to  aduits  in  daily  oral  doses  of  1.0  gm.  for  10 
or  more  days,  may  produce  hepatic  dysfunction  and  jaun- 
dice. Adults  requiring  3 gm.  of  Signemycin  initially  should 
have  liver  function  followed  carefully  and  the  dosage  should 
be  reduced  as  promptly  as  possible  to  the  usual  recom- 
mended range  of  1.0  to  2.0  gm.  per  day.  Present  clinical 
experience  indicates  that  the  observed  changes  in  liver 


function  are  reversible  after  discontinuation  of  the  drug. 

Use  with  caution  in  lower  than  usual  doses  in  cases  with 
renal  impairment  to  avoid  accumulation  of  tetracycline  and 
possible  liver  toxicity.  If  therapy  is  prolonged  under  such 
circumstances,  tetracycline  serum  levels  may  be  advisable. 
In  long  term  therapy  or  with  intensive  treatment  or  in  known 
or  suspected  renal  dysfunction,  periodic  laboratory  evalua- 
tion of  the  hematopoietic,  renal  and  hepatic  systems  should 
be  done.  Formation  of  an  apparently  harmless  calcium  com- 
plex with  tetracycline  in  any  bone  forming  tissue  may  occur. 
Use  of  tetracycline  during  tooth  development  {3rd  trimester 
of  pregnancy,  infancy  and  early  childhood)  may  cause  dis- 
coloration of  the  teeth.  Reversible  increased  intracranial 
pressure  due  to  an  unknown  mechanism  has  been  observed 
occasionally  in  infants  receiving  tetracycline.  Glossitis,  sto- 
matitis, proctitis,  nausea,  diarrhea,  vaginitis  and  definite 
allergic  reactions  occur  rarely.  Severe  anaphylactoid  reac- 
tions have  been  reported  as  due  to  triacetyloleandomycin. 
Photosensitivity  and  photoallergic  reactions  (due  to  the 
tetracycline)  occur  rarely.  Medication  should  be  discon- 
tinued when  evidence  of  significant  adverse  side  effects  or 
reaction  is  present.  Patients  should  be  carefully  observed 
for  evidence  of  overgrowth  of  nonsusceptible  organisms 
including  fungi,  which  occurs  occasionally,  and  which  in- 
dicates this  drug  should  be  discontinued  and  appropriate 
therapy  instituted.  Steps  should  be  taken  to  avoid  masking 
syphilis  when  treating  gonorrhea. 


J.  B.  ROERIG  AND  COMPANY 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-being" 
Now  York,  N.Y.  10017 


must  penicillin 
be  a bitter  pill 
to  swallow? 


Not  if  it  is  V-Cillin  K. 

V-Cillin  K now  has  a unique  glossy  coating 
that  banishes  bitter  penicillin  taste  and  makes 
it  easier  to  swallow.  Within  six  seconds  (just 
long  enough  for  the  tablet  to  get  past  the  taste 
buds),  the  coating  dissolves  and  the  penicillin 
is  ready  for  immediate  absorption  into  the 
bloodstream.  The  patient  still  gets  all  the  spe- 
cial benefits  of  V-Cillin  K,  including  consist- 
ent dependability  . . . even  in  the  presence  of 
food. 

Indications:  V-Cillin  K is  an  antibiotic  useful  in  the 
treatment  of  infections  caused  by  streptococci,  pneu- 
mococci, and  sensitive  strains  of  staphylococci. 
Contraindications  and  Precautions:  Although  sensitivity 
reactions  are  much  less  common  after  oral  than  after 
parenteral  administration,  V-Cillin  K should  not  be  ad- 


ministered to  patients  with  a history  of  allergy  to  penicil- 
lin. As  with  any  antibiotic,  observation  for  overgrowth  of 
nonsusceptible  organisms  during  treatment  is  important. 
Usual  Dosage  Range:  125  mg.  (200,000  units)  three 
times  a day  to  250  mg.  every  four  hours. 

Supplied:  Tablets  V-Cillin  K,  125  or  250  mg.;  also, 
V-Cillin  K,  Pediatric,  125  mg.  per  5-cc.  teaspoonful,  in 
40,  80,  and  150-cc.-size  packages. 


V-Cillin  K 


Six-Second  Barrier 
to  Bitterness 

® 


Potassium  Phenoxymethyl 
Penicillin 

Additional  information  available  upon  re- 
quest. Eli  Lilly  and  Company,  Indianapolis, 

Indiana.  600411 


<S^ 


490 


June  1966  • The  Journal 


DL  JOURNAL  of  tL 

entniclky  M e Jical  A ssociatiom 

Issued  Monthly  Under  The  Direction  Of  The  Board  Of  Trustees 


VOLUME  64 


JUNE,  1966 


No.  6 


Depletion  of  Storage  Iron  in  the  Female: 
Its  Causes,  Significance  and  Treatment 

WiLK  O.  West,  M.D.* 

Lexington,  Ky. 


This  article  on  iron  deficiency  in  the  fe- 
male is  designed  to  encourage  physicians 
to  administer  adequate  amounts  of  iron 
not  only  for  hemoglobin  build-up  but  to 
replenish  depleted  iron  stores. 

The  importance  of  keeping  a positive  iron 
balance,  after  making  allowanees  for  the 
normal  and  abnormal  losses  of  stored 
iron,  cannot  be  overstated.  It  is  necessary  to 
build  up  and  maintain  adequate  iron  storage  in 
the  body.  Iron  is  stored  as  ferritin  and  hemo- 
siderin, particularly  in  the  liver,  the  spleen  and 
the  bone  marrow,  as  well  as  elsewhere  in  the 
body. 

The  normal  loss  of  stored  iron  in  the  female 
may  occur  through  various  routes,  including  an 
estimated  fecal  loss  of  0. 3-0.5  mg.  per  day,^ 
the  dermal  loss  from  desquamated  epithelial 
cells  and  excretion  in  sweat,  shedding  of  the 
hair  and  nails,  averaging  0.5-1. 5 mg.  per  day^® 
and  mostly  by  menstruation.  The  average  iron 
loss  of  normal  menstruating  woman  is  esti- 
mated at  30  mg.  per  period,  and  in  anemic 
women  it  may  be  120  mg.  or  more.^®  The  fe- 
male requirement  of  iron  during  the  reproduc- 
tive period  is  four  times  that  of  the  adult 
male.® 


* Chief  of  the  division  of  hematology,  The  Lexington 
Clinic,  Lexington,  Ky. 
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Causes  of  Deficiency 

Iron  deficiency  is  common  in  pregnancy  and 
in  lactating  women,  because  fetal  requirements, 
the  quantity  of  blood  in  the  placenta  and  uter- 
us, and  the  loss  at  parturition  deplete  iron 
stores  often  already  taxed  by  menstrual  losses 
and  perhaps  several  preceding  pregnancies.^® 
Childbearing  represents  a drain  of  approximate- 
ly 725  mg.  of  iron  which  amounts  to  an  aver- 
age requirement  of  2.7  mg.  additionally  per  day 
throughout  the  duration  of  pregnancy.^® 

It  has  been  estimated  that  the  iron  require- 
ment in  the  female  in  adolescence  is  as  great 
as  or  even  greater  than  in  pregnancy.^  In  many 
cases  of  hypochromic  anemia  seen  in  older 
women,  a history  of  symptoms  extending  back 
to  early  adult  life  can  be  traced.®®  Multiple 
pregnancies,  menorrhagia  and  hypermenorrhea 
cause  severe  iron  deficiency. 

Anemias  of  protein  malnutrition®  ® are  com- 
monly seen  in  female  patients  who  are  in  a 
state  of  tension  and  anxiety,  with  poor  eating 
habits  or  those  who  starve  in  an  attempt  to 
lose  weight  or  for  other  reasons. 

During  grov^dh,  pregnancy  and  following  ex- 
cessive loss  of  blood,  it  is  necessary  to  adminis- 
ter iron.  This  may  be  needed  to  replenish  the 
normal  iron  storage  in  the  body  or  to  supply  the 
needed  element  for  the  formation  of  normo- 
chromic red  blood  cells  and  for  tissue  needs. 
Under  the  conditions  of  iron  deficiency  there  is 
nearly  complete  utilization  of  administered  iron 
for  the  formation  of  red  blood  cells,  and  only 
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a minimum  amount  is  transported  to  the  stor- 
age depots  of  the  tissues.  After  the  blood  hemo- 
globin has  reached  the  acceptable  levels,  it  is 
most  important  to  continue  the  administration 
of  iron  for  eight  weeks  or  more  to  build  up  the 
reserve  iron  storage." 

Many  factors  influence  the  absorption  of 
orally  administered  iron.  Increased  solubility, 
ease  of  ionization  and  the  ferrous  valence 
state  are  properties  which  lead  to  greatest  as- 
similation of  iron.^'*  Maximum  absorption  of 
iron  is  achieved  when  it  is  administered  on  an 
empty  stomach. 

Many  patients  are  intolerant  to  ferrous  sul- 
fate, especially  those  prone  to  gastrointestinal 
irritability  or  with  ulcerative  disease.  Emetic 
activity  often  increases  during  the  pregnancy 
and  it  enhances  sensitivity  to  orally  admin- 
istered ferrous  sulfate.  Smith^'^  studied  the 
pathology  of  ferrous  sulfate  poisoning  and 
Swift  et  al.^"  reported  a fatal  case.  Luongo  and 
Bjornson^-  investigated  the  damage  caused  to 
the  liver  by  ferrous  sulfate  poisoning. 

Greater  gastrointestinal  tolerance  of  organic 
iron  has  consistently  been  demonstrated. 
Berenbaum  et  al.~  studied  the  acute  oral  toxic- 
ity of  iron  fumarate,  succinate,  gluconate  and 
sulfate  in  mice;  sub-acute  toxicity  in  rabbits 
and  the  emetic  activity  in  cats.  Ferrous  fuma- 
rate was  found  to  be  the  least  toxic  and  least 
irritant  of  the  iron  compounds  tested. 

Giblin  et  al.®  found  that  ferrous  fumarate 
was  well  tolerated  on  an  empty  stomach  in  a 
series  of  fifty  patients,  including  four  patients 
with  duodenal  ulcers,  two  with  upper  gastroin- 
testinal bleeding  and  two  colostomized  patients. 
These  investigators  used  a preparation  con- 
taining ferrous  fumarate  combined  with  ascor- 
bic acid*.  Webster^®  found  the  preparation  to 
be  “ . . . rational  in  composition,  low  in  cost 
and  pleasantly  flavored.”  Hanley®,  on  the  basis 
of  the  results  of  his  investigation  reported 
“ . . . this  preparation  approaches  the  ideal 
medication  for  oral  iron  administration.” 

The  influence  of  ascorbic  acid  to  produce  in- 
creased absorption  of  simultaneously  admin- 
istered oral  iron  has  been  stressed  in  the  medi- 
cal literature.  The  mechanism  of  its  action  is 
variously  explained.  A recent  editorial^^  sum- 
marized the  situation  as  follows:  “ . . . in- 
creased intake  of  ascorbic  acid  was  associated 


*Supp'ied  as  Vitron-C;  Smith,  Miller  and  Patch,  Inc. 
New  York,  N.Y.  lOOIO. 


with  increased  iron  absorption  when  both  were 
fed  at  the  same  time  . . . The  reducing  action  of 
ascorbic  acid  may  help  to  keep  iron  in  the  re- 
duced state  and,  therefore,  may  prevent  or  de- 
lay the  formation  of  insoluble  or  undissociated 
ferric  compounds.  Ascorbic  acid  may  play  a 
role  in  the  enzyme  transfer  system.  It  appears  to 
be  necessary  for  the  incorporation  of  transferrin- 
bound  plasma  iron  into  ferritin,  enhances  the 
release  of  iron  from  cell  storage  to  the  trans- 
port mechanism  and  increases  the  transfer  of 
iron  into  the  heme  portion  of  hemoglobin.” 

Methods  and  Materials 

The  preparation  (Viron-C)  was  investigated 
for  its  therapeutic  efficacy,  gastrointestional 
tolerance  and  patient  acceptability  in  a group 
of  eighy-two  female  patients  from  fifteen  to 
eighty-four  years  of  age  (Table  I).  Sixty-six 
of  the  patients  were  married  and  sixteen  were 
unmarried. 


TABLE  I 

Classification  of  Paients  by 
Age  and  Marital  Status 


Age 


in  Years 

Number 

Married 

of  Patients 
Unmarried 

Total 

15-24 

6 

5 

11 

25-34 

9 

6 

15 

35-44 

27 

2 

29 

45-54 

10 

2 

12 

55-64 

7 

1 

8 

65-74 

4 

- 

4 

75-84 

3 

- 

3 

Total 

66 

16 

82 

The  number  of  pregnancies  ranged  from 
none  to  twelve.  Two  married  and  the  sixteen 
unmarried  patients  were  never  pregnant.  One 
thirty-nine  year  old  patient  had  had  twelve 
pregnancies  and  another,  thirty-six  years  old, 
ten.  A classification  of  patients  according  to  the 
number  of  pregnancies  is  presented  in  Table  II. 


TABLE  II 

Classification  of  Patients  by 
Number  of  Pregnancies 


Number  of 
Pregnancies 
0 
1 
2 

3 

4 

5-12 


Number  of 
Patients 
18 
28 
11 
13 
6 
6 

Total  82 


All  patients  had  hypochromic  anemia.  Par- 
ticular attention  was  paid  to  establish  the  eti- 
ology of  iron  deficiency  in  each  case  (Table 
III). 
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TABLE  III 

Classification  of  Patients  by 
Etiology  of  Iron  Deficiency 

Number  of 


Etiology  Patients 

Menorrhagia  18 

Hypermenorrhea  4 

Multiple  Pregnancies  16 

Functional  Gastro- 
intestinal Disturbance  9 

Hemorrhoid  3 

Malignancy  1 

Protein  Malnutrition  31 

Total  82 


two  patients  could  not  take  any  oral  iron  prepa- 
ration. 

TABLE  IV  ’ 

Classification  of  Patents  by 
Therapeutic  Response  to  Vitron-C 

Therapeutic  Response  Number  of  Patients 

Excellent  26 

Good  32 

Moderate  19 

Poor  5 

Total  82  , 


Thirty-eight  patients  had  become  iron  de- 
ficient due  to  menorrhagia,  hypermenorrhea 
and  multiple  pregnancies.  Thirty-two  of  these 
patients  were  severely  anemic  and  showed 
hemoglobin  levels  of  less  than  1 1 grams. 

Protein  malnutrition  was  considered  to  be 
the  cause  of  iron  deficiency  in  thirty-one  pa- 
tients. Twenty-two  patients  included  in  this 
sub-group  were  in  a state  of  anxiety  and  ten- 
sion, three  had  been  dieting  to  correct  obesity 
and  six  were  on  greatly  imbalanced  diets  for 
various  reasons. 

In  one  case  the  iron  deficiency  had  resulted 
from  malignancy.  In  twelve  patients  there  was 
evidence  of  iron  deficiency  anemia,  caused  by 
bleeding  hemorrhoids  and  functional  gastro- 
intestinal disturbances. 

The  patients  were  ambulatory.  They  were 
regularly  seen  in  the  clinic  at  intervals  of  four 
to  six  weeks.  Several  patients  had  taken  one 
or  the  other  hematinic  preparation  on  earlier 
occasions,  with  varying  therapeutic  responses. 
Some  patients  were  unable  to  tolerate  the  oral 
iron  preparations  they  previously  used.  No  pa- 
tient receiving  the  test  drug  was  given  any  other 
hematinic  preparation  during  the  trial  period. 
The  prescribed  dosage  was  two  to  three  tablets 
between  meals  on  an  empty  stomach  daily  for 
three  to  four  weeks,  and  thereafter  a mainte- 
nance dosage  of  one  tablet  daily  for  eight  to  ten 
weeks. 

Results 

The  patient  acceptability  of  the  therapy  was 
excellent  and  the  incidence  of  gastrointestinal 
irritability  was  negligible.  Eighty  patients,  in- 
cluding eight  of  the  nine  patients  with  function- 
al gastrointestinal  disturbances,  showed  no 
signs  of  intolerance  to  the  medications.  Only 
one  patient  with  ulcerative  disease  and  another 
in  an  anxiety  and  tension  state  complained  of 
nausea  and  gastrointestinal  discomfort.  These 


Clinically  significant  hemopoietic  responses 
were  seen  in  seventy-seven  (93  per  cent)  pa- 
tients. Five  (7  per  cent)  patients  did  not  receive 
significant  benefits  (Table  IV).  Twenty-six 
patients  classified  as  “Excellent”  showed  the 
final  hemoglobin  values  of  12.5  gm  or  more. 
These  patients  received  full  benefit  of  the 
therapy  and  became  hematologically  normal. 
Thirty-two  patients  rated  as  “Good”  showed 
significant  hematological  improvement.  The 
response  in  nineteen  patients  was  termed  as 
“Moderate”.  These  patients  showed  an  increase 
of  1.2  to  2 grams  in  hemoglobin,  but  the  final 
values  remained  below  12  grams. 

Case  Histories 

Included  in  the  group  were  several  patients 
who  presented  case  histories  of  particular  in- 
terest to  us.  A few  of  these  will  be  briefly  de- 
scribed. 

Case  No.  A 39  year  old  housewife 

with  a history  of  twelve  pregnancies  presented 
herself  for  a physical  examination  because  she 
had  not  been  feeling  energetic  enough  to  car- 
ry on  her  daily  routine.  The  laboratory  test 
showed  hemaglobin  10.5  gm,  hematocrit  34, 
R.B.C.  3.9,  W.B.C.  6,550  and  adequate  plate- 
lets. After  four  weeks  of  Vitron-C  therapy,  one 
tablet  t.i.d.,  the  patient  showed  an  increase  of 
2.1  gm  in  hemoglobin  and  her  blood  values 
became  normal. 

Case  No.  2-M.R.:  57  year  old  female  with 
a functional  gastrointestinal  syndrome  and  hy- 
pochromic anemia  due  to  malnutrition.  This 
patient  showed  an  increase  of  2.4  gm  in  hemo- 
globin after  five  weeks  of  therapy,  one  tablet 
b.i.d. 

Case  No.  3-1. G.:  37  year  old  female  with 
iron  deficiency  anemia  due  to  menorrhagia  and 
malnutrition.  The  patient  when  first  examined 
showed  symptoms  of  chronic  anxiety  depres- 
sion and  her  blood  values  were  hemoglobin 
1 1 .8  gm,  hematocrit  39,  R.B.C.  4.0  million. 
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W.B.C.  14,800  and  adequate  platelets.  In  eight 
weeks  of  therapy,  the  patient  felt  “like  a differ- 
ent person,”  her  hemoglobin  rose  to  15.0  gm 
and  hematocrit  to  45,  and  W.B.C.  decreased 
to  10,500. 

Case  No.  4-J.L:  58  year  old  female  with 
hemoglobin  9.9,  hematocrit  32,  R.B.C.  3.7, 
W.B.C.  7,550  and  adequate  platelets  had  py- 
lorospasm  and  a history  of  both  internal  and 
external  hemorrhoids.  Within  four  weeks  of 
therapy  her  hemoglobin  showed  an  increase  of 
2 grams  and  her  general  hematological  status 
was  significantly  improved.  This  patient  also 
received  Donnatal®  for  the  relief  of  pyloro- 
spasm. 

Conclusion 

The  results  of  our  investigation  indicate  that 
Vitron-C  is  a well  tolerated  and  efficacious 
preparation  for  the  treatment  of  various  types 
of  hypochromic  anemias  commonly  seen  in 
adult  females.  It  is  free  from  gastrointestinal  ir- 
ritability often  associated  with  ferous  sulfate, 
and  provides  the  benefits  of  simultaneously 
administered  ascorbic  acid  for  maximum  ab- 
sorption and  utilization  of  elemental  iron. 
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McCune-Albright  Syndrome:  Unusual  and  Paradoxical 
Association  With  Growth  Failure  in  Infancy 

Guy  C.  Cunningham,  M.D.*  and  C.  Charlton  Mabry,  M.D.** 

Ashland,  Ky.  and  Lexington,  Ky. 


A child  who  later  proved  to  have  Mc- 
Ctine- Albright  syndrome,  a congenital 
disorder  usually  associated  with  normal 
or  accelerated  growth,  failed  to  grow. 
The  disorder  and  implications  of  the 
observations  are  discussed. 

44-r-v  AILURE-TO-THRIVE”  or  sub-opti- 
1^  mal  growth  in  infancy  and  childhood  is 
a recurring  diagnostic  problem.  Physi- 
cians concerned  with  infant  and  child  care 
make  a special  effort  to  monitor  their  patients’ 
growth,  for  failure-to-thrive  can  be  the  first 
evidence  that  an  infant  is  not  well.  Moreover, 
there  are  a myriad  of  causes  of  growth  failure, 
and  good  diagnostic  accumen  may  fall  short  of 
accurate  diagnosis. 

This  report  concerns  the  authors’  experi- 
ences with  such  a case  in  which  the  child 

* Assistant  clinical  professor  of  pediatrics  at  the  Uni- 
versity of  Kentucky  College  of  Medicine,  Lexington, 
Ky. 

** Assistant  professor  of  pediatrics  at  the  University 
of  Kentucky  College  of  Medicine. 


ultimately  developed  the  syndrome  of  sexual 
precocity,  areas  of  skin  pigmentation  and 
fibrous  dysplasia  of  bone  (McCune-Albright 
syndrome).  The  transient,  early  stunting  of 
growth  is  paradoxical,  and  this  phenomena 
has  not  been  appreciated  previously  in  this 
condition. 


Report  of  Case 

R.A.  (Univ.  Hosp.  No.  01-93-42;  born  10 
July  1963)  is  the  second  child  of  young, 
healthy  parents.  Her  older  male  sibling  is 
normal.  The  gestation  leading  to  the  birth  of 
the  patient  was  complicated  by  hypermesis 
gravidarium;  the  delivery  was  uncomplicated; 
weight  at  birth  was  five  pounds  and  length  was 
18  inches.  She  seemed  normal  except  for 
large  cafe-au-lait  areas  of  skin  pigmentation; 
these  have  persisted  as  shown  in  Figure  1. 

We  first  saw  the  patient  a few  days  after 
birth  because  she  had  become  moderately  de- 
hydrated secondary  to  a respiratory  infection 
and  diarrhea.  She  responded  quickly  to  pa- 
renteral fluid  and  antibiotic  therapy,  and  her 
skin  pigmentation  and  small  size  were  noted. 


FIGURE  1: 


A.  Large  areas  of  “cafe-au- 
lait”  pigmentation  which 
were  present  at  birth  per- 
sisted as  shown  at  age  9 
months. 

B.  By  age  21  months  breast 
enlargement  was  present 
and 

C.  at  30  months  both  the  pig- 
mentation and  bilateral 
breast  enlargement  were 
unabated. 
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The  infant  was  next  seen  at  the  age  of  five 
months  by  referral  for  failure-to-thrive,  lack  of 
vigor  and  flabbiness  of  her  soft  tissues.  She 
was  short,  but  seemed  adequately  nourished. 
The  skin  pigmentation  had  deepened,  and  ex- 
cessive soft  hair  had  appeared  on  her 
shoulders  and  neck.  Roentgen  studies  in- 
cluded an  intravenous  pyelogram  and  evalua- 
tion of  her  skull,  chest  and  long  bones;  these 
were  interpreted  as  normal. 

The  patient  was  evaluated  at  age  six  months 
in  the  University  of  Kentucky  Birth  Defects 
Special  Treatment  Center;  sub-optimal  growth 
and  the  previous  findings  were  observed.  Dur- 
ing the  ensuing  months  the  patient  was  ex- 
amined on  several  occassions;  weight  gain  and 
growth  continued  at  a sub-normal  rate.  At 
the  age  of  nine  months,  because  of  serum  and 
plasma  electrolyte  findings  suggestive  of  chron- 
ic acidosis,  the  patient  was  given  an  oral 
alkalinizing  solution  (Sohl’s  citrate  solution) 
several  times  daily.  After  two  months  of  care- 
ful observations,  the  authors  felt  the  “alka- 
linizing” solution  had  had  no  effect  on  the 
patient’s  growth.  The  mother,  however,  felt 
there  had  been  a beneficial  effect  and  con- 
tinued the  daily  use  of  the  alkalinizing  solu- 
tion for  five  more  months. 

Observations  at  age  16  months  included 
roentgenograms  of  her  long  bones.  Fibrous  dys- 
plasia was  detected  for  the  first  time  in  most 
of  her  long  bones  as  shown  in  Figure  2.  The 
probability  of  McCune-Albright  syndrome  was 
suggested,  and  the  alkalinizing  therapy  was 
discontinued. 


In  spite  of  her  growth  failure,  the  patient 
remained  in  good  health  and  developed  motor 
and  mental  skills  normally.  At  age  21 
months,  the  patient’s  breasts  began  to  swell, 
and  scanty  amounts  of  a serosanguineous 
vaginal  discharge  appeared.  The  vaginal  se- 
cretions ceased  after  ten  days,  but  bilateral 
breast  enlargement  continued.  Continued  ob- 
servations over  the  past  year  have  demon- 
strated an  accelerated  growth  rate  as  shown 
in  Figure  3 (See  page  498);  the  child  is  now 
normal  in  size.  Her  sexual  development  is  limit- 
ed to  enlargement  of  her  breasts.  The  labora- 
tory studies,  in  large  part,  have  been  normal; 
these  are  summarized  in  Table  1. 

Comment 

The  clinical  combination  called  McCune- 
Albright  Syndrome  consists  of  a primary  triad 
of:  (1)  fibrous  dysplasia  of  bone,  (2)  brown 
patchy  pigmented  cutaneous  lesions  (“cafe  au 
lait  spots”)  and  (3)  precocious  puberty.  On 
occasion  other  problems  such  as  hyperthy- 
roidism, premature  skeletal  growth,  and  car- 
diovascular anomalies  may  be  present.  The 
syndrome  usually  occurs  in  females,  but  it  has 
been  described  in  males. 

In  1936  McCune^  presented  a nine-year- 
old  girl  with  osteitis  fibrosa  cystica  who  had 
precocious  puberty,  multiple  pigmentations 
of  the  skin,  and  hyperthyroidism.  In  the  fol- 
lowing year,  McCune  and  Bruch^  reported 
complete  details  of  this  case  under  the  subject 
of  osteodystrophia  fibrosa.  Also  in  1937  Al- 
bright, Butler,  Hampton,  and  Smith^  reviewed 


TABLE  1.  SELECTED  LABORATORY  STUDIES 


NEONATAL 
(0-1  mo.) 

EARLY  INFANCY 
11-12  mo.l 

LATE  INFANCY 
112-24  mo.) 

NORMAL* 

CHEMISTRIES: 

ISERUM/PLASMA) 

Sodium  (mEq/L) 

145 

138,144 

143 

1 36-1 45 

Potassium  (mEq/L) 

7.6 

5.2, 5.4 

5.1 

4.1-5.6 

Chloride  (mEq/L) 

91 

110,106 

109 

100-106 

Carbon  Dioxide 

16,18 

21.5 

20-24 

(mEq/L) 

pH 

7.32 

7.40-7.45 

Calcium  (mEq/L) 

6.6 

4.6 

4. 5-5.5 

Phosphorus  (mg%) 

5.9 

3.5,36 

3-7 

Urea  Nitrogen  (mg%) 

11 

8 

22 

5-15 

Protein  Bound  Iodine 

6.5 

• • • 

4-8 

( mg  % ) 

URINE  STUDIES: 

Specific  Gravity 

1.019 

1 .002-1 .030 

pH 

6.5 

6.0,  7.0 

4. 5-8.0 

Proteinuria 

neg. 

trace,  trace 

nog 

Amino  Acid 

normal 

Excretion 
♦For  infancy 
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FIGURE  2;  a)  and  b)  At  6 months  of  age  bones  of  arms  a d legs  appeared  normal,  c)  and  d)  By  age  16  months 
abnormalities  were  detected  in  the  long  bones.  A seeming  destructive  process  in  the  distal  ulna  and  rare-faction  and 
cortical  thinning  of  the  distal  femur  are  shown,  e)  At  age  18  months,  the  child  sustained  a pathologic  fracture  of  her  tib!a 
and  f)  and  g)  by  age  30  months  generalized  ostotic  fibrous  dysplasia  was  apparent. 
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MONTHS  MONTHS 

FIGURE  3:  Growth  curves  show  the  early  sub-normal  size 
of  the  patient  with  recent  return  to  normal  size  paralleling 
the  onset  of  precocious  puberty.  In  time,  the  child  may  be 
excessively  large.  See  page  496. 

a number  of  similar  cases  and  delineated  the 
syndrome.  Moreover,  they  segregated  the 
bone  lesions  from  the  fibro-osseous  group  to 
which  they  had  previously  been  attached. 
These  authors  stressed  the  fact  that  the  syn- 
drome was  not  associated  with  hyperparathy- 
roidism and  named  it  osteitis  fibrosa  dissemi- 
nata to  distinguish  it  from  the  generalized 
form  of  osteitis  fibrosa  of  Von  Recklinghan- 
sen’s.  In  1938  Lichtenstein^  proposed  the 
term  “polyostotic  fibrous  dysplasia”,  and  in 
1942,  Lichtenstein  and  Jaffe®  recognized  the 
monostotic  form,  and  the  bone  disease  became 
known  as  fibrous  dysplasia.  In  the  interven- 
ing years  many  authors  have  described  this 
syndrome  with  its  many  ramifications  under 
the  subject  of  fibrous  dysplasia  of  bone.  Fal- 
coner and  Cope®  reported  their  experience 
with  two  cases,  pointing  out  the  visual  defects 
that  can  occur  from  bony  over-growth  at  the 
base  of  the  skull  compressing  the  optic  nerve 
and  encroaching  on  the  orbit.  Their  cases  were 
associated  with  endocrine  disturbances  and 
patchy  cutaneous  pigmentation  in  addition  to 
the  characteristic  multifocal  fibrous  dysplasia 
of  bone.  They  concluded  that,  1)  bone  dys- 
plasia can  occur  alone  without  the  other  two 
features  of  the  syndrome  and  2)  the  disease 
appears  in  childhood  and  usually  becomes 
stationary  in  later  life.  Prichard’s'^  observations 
led  him  to  believe  the  disorder  is  not  heredi- 
tary, but  of  course,  it  is  congenital.  He  postu- 
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lated  a pathophysiologic  process  as  follows; 
connective  tissue  proliferation  within  the 
medulla  replacing  marrow,  then  absorption 
and  replacement  of  cancellous  and  cortical 
bone  with  metaplastic  bone  and,  occasionally, 
islands  of  cartilage  and  cysts.  The  roentgen 
features  of  fibrous  dysplasia  are  adequately 
described  and  discussed  with  a report  of  thirty- 
nine  cases  by  Fries®.  He  dealt  primarily  with 
the  bones  of  the  skull  which  usually  become 
involved  as  the  patient  ages-  Benedict®  studied 
the  endocrine  features  of  thirty-eight  cases  of 
Albright’s  Syndrome  (fibrous  dysplasia  of 
bone).  Sexual  precocity  was  second  only  to 
the  bone  manifestations  as  the  most  frequent 
feature  in  her  patients.  Importantly,  she  ob- 
served that  vaginal  bleeding  and  other  signs 
of  endocrine  abnormality  were  not  associated 
with  ovulation  or  with  demonstrable  excre- 
tion of  follicle-stimulating  hormone.  A recent 
series  by  Harris,  Dudley  and  Berry^®  demon- 
strates the  extreme  variability  of  the  clinical 
course  of  the  McCune-Albright  Syndrome. 
Ninety  patients  that  were  diagnosed  as  having 
fibrous  dysplasia  were  reviewed,  and  had  or 
developed  the  other  parts  of  the  syndrome. 
Also,  they  showed  that  the  initial  manifesta- 
tions of  the  disorder  may  be  variable. 

Studies  of  all  these  reported  patients  have 
not  demonstrated  any  consistent  biochemical 
abnormalities.  The  biochemical  alterations  ob- 
served have  usually  occurred  after  extensive 
bone  involvement  has  developed,  and,  pre- 
sumably, are  secondary  phenomena.  Hormone 
excesses  that  have  been  measured  have  paral- 
leled the  clinical  findings  of  sexual  precocity, 
and  sometimes  hyperthyroidism.  All  of  these 
reported  cases  have  been  studied  in  late  in- 
fancy, childhood  or  adulthood,  and,  in  those 
associated  with  sexual  precocity,  accelerated 
growth  has  usually  occurred. 

Whether  failure-to-thrive,  as  occurred  in 
our  patient,  is  a regularly  occurring  part  of 
the  syndrome  is  unknown  or  unappreciated. 
However,  it  seems  to  have  occurred  in  at  least 
two  previously  reported  patients®’  ®.  When 
contrasted  with  the  later  and  usual  accelerated 
growth,  it  is  paradoxical.  In  this  instance 
the  syndrome  proved  to  be  an  unexpected 
cause  of  failure-to-thrive.  Even  though  the 
patient  now  has  achieved  normal  stature,  she 
may  ultimately  be  abnormally  short.  This  can 
occur  secondary  to  1)  fusion  of  the  growing 
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ends  of  her  long  bones  because  of  accelerated 
maturation  and  2)  the  intrinsic  abnormality 
of  her  bones. 

How  these  congenital  anomalies  could 
cause  growth  failure  early  is  more  difficult 
to  explain.  We  speculate  it  was  secondary  to 
a chronic  acidosis  characterized  by  a di- 
minished total  serum  carbon  dioxide  concen- 
tration and  a reciprocally  elevated  serum 
chloride  concentration.  This  chronic  acidosis, 
apparently,  has  cleared.  The  growth  failure 
probably  was  not  related  to  growth  hormone 
secretion,  since  pituitary  dwarfs  usually  grow 
normally  the  first  year  of  life.  We  hope  that 
carefully  kept  growth  records  on  infants  in 
whom  the  McCune-Albright  syndrome  later 
becomes  apparent  will  document  whether 
growth  failure  early  in  life  is  a regularly  oc- 
curring phenomena  in  this  rare  disorder. 

Summary 

A young  child  with  McCune-Albright  syn- 
drome, who  presented  with  the  paradoxical 
problem  of  “failure-to-thrive”  in  infancy,  is 


■Cunningham  and  Mabry 

presented.  The  history  of  this  syndrome  and 
the  evolution  of  the  concept  of  “fibrous  dys- 
plasia” have  been  reviewed.  The  significance 
of  the  early  growth  failure  and  later  ac- 
celerated growth  has  been  discussed. 
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Pro-BanthM 

(propantheline  bromide' 

Intragastric  photography  has  provided  a 
new  and  precise  method  of  measuring  the 
effectiveness  of  anticholinergic  drugs.  The 
transition  from  gastric  motor  activity  to  re- 
laxation seen  with  effective  doses  of  such 
drugs  takes  only  a few  seconds  and  is  easily 
demonstrated. 

The  importance  of  vagal  stimulation  of 
gastric  hyperacidity  and  hypermotility 
makes  such  measurements  particularly  im- 
portant in  evaluating  the  parasympatholytic 
effect  of  drugs  used  in  patients  with  peptic 
ulcer,  gastritis,  biliary  dyskinesia  and  other 
gastrointestinal  disorders. 

Pro-Banthine  has  been  shown^  to  produce 
complete  gastric  motor  inactivity  with  doses 
of  6 to  8 mg.  intravenously.  Comparison 
tests  were  made  with  the  belladonna  frac- 
tion, atropine.  Measured  usual  dosage  unit 
versus  usual  dosage  unit,  Pro-Banthine  was 
more  than  four  times  as  effective  as  the 
belladonna  alkaloid. 

Indications:  Peptic  ulcer,  functional  hypermotiUty, 
irritable  colon,  pylorospasm  and  biliary  dyskinesia. 

Oral  Dosage:  Adequate  dosage  should  be  given  for 
optimal  results.  For  most  adult  patients  this  will  be 
four  to  six  15-mg.  tablets  daily  in  divided  doses.  In 
severe  conditions  as  many  as  two  tablets  four  to  six 
times  daily  may  be  required.  Pro-Banthine  (brand  of 
propantheline  bromide)  is  supplied  as  tablets  of  15 
mg.,  as  prolonged-acting  tablets  of  30  mg.  and,  for 
parenteral  use,  as  serum-type  ampuls  of  30  mg. 

Side  Effects  and  Contraindications:  Urinary  hesitancy, 
xerostomia,  mydriasis  and,  theoretically,  a curare- 
like action  may  occur.  Pro-Banthine  is  contraindi- 
cated in  patients  with  glaucoma,  severe  cardiac 
disease  and  prostatic  hypertrophy. 

I.  Barowsky,  H.;  Greene,  L.,  and  Paulo,  D.:  Cinegastro- 
scopic  Observations  on  the  Effect  of  Anticholinergic  and 
Related  Drugs  on  Gastric  and  Pyloric  Motor  Activity,  Amer. 

J.  Dig.  Dis.  i0;506-513  (June)  1965. 
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Complete  gastric  relaxation  with  Pro-BanthJne.  As  this  intragastric  photo- 
graph demonstrates,  gastric  relaxation  is  attained  with  6 mg.  of 
Pro-Banthlne  intravenously;  the  antrum  is  relaxed  and  the  pyloric  orifice 
remains  open.  Full  intravenous  doses  of  atropine  (4  mg.)  produce  no 
measurable  effect. 
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Oral  Glucose  Tolerance  Versus  the  Fasting 
Blood  Glucose  Determinationst 

E.  J.  Fadell,  M.D.,* *  and  William  B.  Stodghill,  M.D.** 

Louisville,  Ky. 


The  fasting  blood  glucose  values  have 
been  compared  with  the  results  of  glucose 
tolerance  testing.  This  study  confirms  the 
findings  of  others  that  early  detection  of 
diabetes  necessitates  glucose  tolerance 
testing  with  a limited  usefulness  of  the 
fasting  blood  glucose  level. 

Laboratory  tests  at  present  play  a 
a key  role  in  the  diagnosis  and  manage- 
ment of  diabetes  mellitus.  The  fasting 
blood  glucose  level  is  widely  used  as  a 
screening  procedure.  The  adequacy  of  this 
test  in  comparison  to  the  glucose  tolerance 
test  for  early  diagnosis  of  diabetes  mellitus  is 
examined  in  the  present  study. 

We  will  stress  a few  of  the  valid  reasons 
why  a clinician  should  strive  for  the  early 
diagnosis  of  this  condition.  In  some  cases  of 
latent  (asymptomatic)  diabetes  appropriate 
diet,  weight  reduction  and  at  times  the  use  of 
oral  hypoglycemic  agents  will  reverse  the 
carbohydrate  intolerance  even  after  islet  cell 
stimulators  have  been  withdrawn.  We  do  not 
know  whether  the  small  blood  vessel  com- 
plications have  been  halted  and  only  time 
and  careful  study  of  the  results  will  give  this 
answer.  Since  the  microangiopathies  of  dia- 
betes are  known  to  preceed  carbohydrate  in- 
tolerance by  years  we  must  conclude  that 
there  are  factors  other  than  high  blood  glucose 
levels  that  damage  capillary  endothelium.  Sug- 
gestive evidence  from  the  Joslin  Clinic,  where 
“tight  control”  is  the  goal  in  management, 


fPresented  at  the  September  21  meeting  of  the 
Kentucky  Society  of  Pathologists  during  the  Ken- 
tucky Medical  Association  Annual  Meeting  in  Louis- 
ville September  21-23,  1965. 

*Assistant  clinical  professor  of  pathology  at  the 
University  of  Louisville  School  of  Medicine. 

**Clinical  instructor  in  medicine  at  the  University 
of  Louisville  School  of  Medicine. 


should  encourage  the  clinician  to  strive  for 
the  reversal  of  carbohydrate  intolerance,  es- 
pecially since  there  is  no  other  alternative 
therapy  to  forestall  these  crippling  effects  of 
diabetes.  There  is  certainly  no  evidence  that 
associates  early  “tight  control”  of  carbohydrate 
intolerance  with  Ul  effects  provided  severe 
hypoglycemia  is  not  induced. 

The  sub-clinical  diabetic  is  one  who  has  a 
normal  standard  glucose  tolerance  test  in  the 
unstressed  state  and  can  be  diagnosed  only 
following  the  use  of  a cortisone  challenge  glu- 
cose tolerance  test.  Under  an  appropriate 
stress  such  as  pregnancy  or  infection,  the 
standard  glucose  tolerance  test  will  become 
abnormal  in  these  patients,  usually  returning 
to  normal  after  the  stress  is  removed.  An  ex- 
ample of  this  is  the  frequent  aborter  whose 
chances  of  carrying  a viable  fetus  to  term 
are  greatly  enhanced  by  early  diagnosis  and 
therapy. 

Many  maturity  onset  diabetics  have  as  a 
part  of  their  disease  the  finding  of  obesity. 
Recent  work  on  the  pathophysiology  of  dia- 
betes mellitus  indicates  that  the  endogenous 
insulin  that  they  produce  is  fairly  efficient  in 
stimulating  glucose  metabolism  in  the  fat  cell 
whereas  it  is  defective  in  its  role  in  catalysing 
glucose  metabolism  in  the  muscle  cell.  Glucose 
is  actually  preferentially  shunted  to  adipose 
tissue.  There  is  sound  evidence  to  support  the 
claim  that  the  “diabetic  is  fat  because  of  her 
disease”.  Since  obesity  is  associated  with  many 
life-threatening  diseases  it  must  be  treated 
and  it  wUl  help  the  clinician  in  his  role  of 
motivating,  guiding  and  encouraging  the  pa- 
tient if  he  recognizes  the  association  of  dia- 
betes with  obesity. 

All  too  many  diabetics  are  initially 
diagnosed  in  the  emergency  room  in  the 
throes  of  keto-acidosis,  a medical  emergency 
attended  by  a significant  mortality  rate.  If  an 
early  diagnosis  is  made  in  these  individuals 
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this  severe  complication  can  be  avoided  by 
emphasising  that  vomiting  and  physical  stress 
may  predispose  them  to  this  potentially  fatal 
complication.  So  forewarned,  and  with  the  aid 
of  simple  urinary  acetone  testing  methods, 
this  known  diabetic  could  seek  treatment  be- 
fore the  keto-acidosis  becomes  severe. 

The  blood  glucose  level  in  the  average  un- 
treated diabetic  patient  without  keto-acidosis 
has  been  thought  to  be  between  100  and  300 
mg.  %.  Critical  reports  from  two  large  clinics 
recently  have  compared  fasting  blood  glucose 
values  with  results  of  the  glucose  tolerance 
test  and  both  groups  noted  that  a significant 
percentage  of  individuals  having  normal  fast- 
ing blood  glucose  may  have  a diabetic  glucose 
tolerance  test.^’^  These  studies  indicate  that 
the  fasting  blood  glucose  has  limited  value  as 
a screening  test  for  diagnosing  diabetes  mellitus. 
Results  of  these  studies  have  prompted  us  to  re- 
view the  testing  procedure  in  a 300  bed  com- 
munity hospital  to  determine  whether,  with  a 
different  selection  of  patients,  the  findings 
would  be  similar. 

Methods  and  Results 

Whole  blood  was  analyzed  for  glucose  using 
the  ferricyanide  reaction  with  the  Technicon 
AutoAnalyzer.  For  glucose  tolerance  a com- 
mercial solution  containing  100  gm.  of  glu- 
cose in  a volume  of  200  ml.  of  solution  was 
used. 

In  our  laboratory  the  normal  fasting  blood 
glucose  levels  range  from  70  to  100  mg./lOO 
ml.  Following  ingestion  of  glucose  the  one  hour 
blood  sugar  level  should  not  exceed  160  mg.%. 
At  the  end  of  two  hours  it  should  have  re- 
turned to  1 10  mg.%  or  lower.  The  result  is  con- 
sidered equivocal  if  at  the  end  of  one  hour 
the  level  is  160-170  mg.%  or  if  at  the  end 
of  two  hours  it  is  110-125  mg.%.  The  curve 
is  considered  definitely  abnormal  if  at  the  end 
of  one  hour  the  level  is  over  170  mg.%.  or  if 
at  the  end  of  two  hours  it  is  over  125  mg.%- 
Both  the  fasting  blood  glucose  and  glucose 
tolerances  curves  were  analyzed  on  each  of 
217  patients.  The  decision  to  order  these  tests 
were  left  to  the  discretion  of  the  several  at- 
tending physicians.  In  all  instances  fasting 
blood  glucose  levels  were  used  in  the  study 
only  when  followed  by  oral  ingestion  of  glu- 
cose to  determine  tolerance.  These  analyses 
were  divided  into  six  groups  on  the  basis  of 


TABLE  1 

Range  of  Fasting 

Blood  Glucose  Normal  Equivocal  Abnormal  Total  No. 

Levels  mg/100  ml.  No.  % No.  % No.  % Patients 


Below  80 

80 

71 .4 

8 

7.2 

24 

21.4 

112 

81-90 

26 

59 

3 

6.9 

15 

34.1 

44 

91-100 

7 

21.2 

3 

9.1 

23 

69.7 

33 

101-110 

2 

16.7 

10 

83.3 

12 

111-120 

11 

100 

11 

121-130 

5 

100 

5 

Total 

115 

52.9 

14 

6.5 

88 

40 

217 

the  level  of  the  fasting  blood  glucose.  One 
hundred  and  twelve  patients  had  fasting 
blood  glucose  levels  of  80  mg.%  or  less;  44 
had  levels  between  81  and  90  mg.%;  33  had 
levels  between  91  and  100  mg.%;  12  had 
levels  between  101  and  110  mg.%;  11  had 
levels  between  111  and  120  mg.%;  and  5 had 
levels  between  121  and  130  mg.%.  From  the 
study  of  Table  1,  it  becomes  apparent  that 
69.7  per  cent  of  individuals  having  a fasting 
blood  glucose  between  91  and  100  mg.%  had 
an  abnormal  glucose  tolerance  curve.  It  is  also 
to  be  noted  that  70  per  cent  of  the  individuals 
tested  who  were  found  to  have  abnormal  glu- 
cose tolerance  curves  presented  with  a normal 
fasting  blood  glucose  value.  When  the  fasting 
blood  glucose  level  exceeds  110  mg.%  the 
likelihood  of  an  abnormal  glucose  tolerance 
curve  is  100  per  cent. 

Discussion 

The  results  of  this  study,  which  correspond 
with  the  figures  from  larger  clinics,  condemn 
the  use  of  the  fasting  blood  glucose  as  a dia- 
betic screening  procedure.  The  two-hour  post- 
prandial blood  glucose  has  been  advocated  as 
the  best  screening  test  by  many  authorities  on 
diabetes  and  we  agree  that  it  is  far  superior 
to  the  fasting  blood  glucose,  although  this  as- 
pect has  not  been  a part  of  this  study.  The 
glucose  tolerance  test  should  be  used  to  con- 
firm the  presence  of  diabetes  in  cases  in 
which  the  postprandial  blood  glucose  is  ab- 
normal, and  should  be  employed  initially 
when  the  family  history,  symptoms,  or  physi- 
cal findings  give  the  physician  a strong  sus- 
picion that  diabetes  may  be  present.  The  dif- 
ference in  price  and  discomfort  to  the  patient 
should  not  be  a significant  deterrant  to  this 
practice. 

Early  in  the  evolution  of  diabetes  the  islet 
cells  respond  to  a carbohydrate  load  by  se- 
creting normal  or  greater  than  normal  amounts 
of  partially  effective  insulin  with  peak  levels 
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after  the  second  hour  rather  than  within  the 
first  hour  as  in  the  case  of  the  non-diabetic. 
Hyperglycemia  is  present  at  the  second  hour 
but  may  disappear  several  hours  later.  This 
explains  why  the  fasting  blood  glucose,  which 
is  in  reality  a 14-hour  postprandial  blood 
glucose,  frequently  will  not  identify  carbohy- 
drate intolerance  in  the  early  diabetic  state. 

The  fasting  blood  glucose  or  random  blood 
glucose  determinations  continue  to  be  of  value 
in  diagnosing  or  ruling  out  diabetes  as  an 
etiologic  factor  in  the  dehydrated,  comatose 
patient  who  presents  as  an  undiagnosed 
medical  emergency.  However,  a normal  fast- 
ing blood  glucose  gives  no  assurance  that  a 
given  patient’s  symptoms  of  weight  loss,  ma- 
laise, paresthesia,  cataracts,  or  vascular  dis- 
ease (whether  renal,  retinal,  coronary  or 
peripheral)  are  not  related  to  diabetes. 

A recent  Public  Health  survey  pointed  up 
the  variability  of  glucose  tolerance  tests.  This 
report  shows  that  there  was  an  average  varia- 
tion of  34  mg.%  at  the  first  hour  when  the 
same  non-diabetic  individuals  were  retested  at 
two-month  intervals.-^  We  believe  that  patients 
who  fall  in  the  equivocal  range  should  be 
ear-marked  for  future  testing.  In  the  present 
study  6.5  per  cent  of  the  subjects  yielded 
equivocal  results,  but  it  is  of  interest  to  note 
that  none  of  these  had  fasting  blood  glucose 
levels  over  100  mg.%. 

In  this  study  all  16  individuals  who  had 
fasting  blood  glucose  levels  of  111-130  mg.% 
proved  to  have  diabetic  glucose  tolerance 
curves.  This  100  per  cent  yield  of  positive 
results  is  in  agreement  with  comparable  studies 
done  elsewhere.  Since  the  labeling  of  a patient 


Glucose  Determinations — Fadell  and  Stodghill 

with  a diagnosis  of  diabetes  mellitus  carries 
with  it  certain  penalties,  an  example  of  which 
is  an  increase  in  insurance  premium  rates,  the 
over-diagnosing  of  diabetes  is  to  be  avoided. 
We  do  not  recommend  making  this  diagnosis 
on  the  basis  of  a single  or  even  repeated  fast- 
blood  glucose  determinations  at  the  111  mg.% 
level.  We  believe  that  repeated  glucose  tol- 
erance tests  should  be  the  final  arbiter  if  the 
physician  is  in  doubt  about  the  presence  of 
diabetes  mellitus. 

Summary 

Fasting  blood  glucose  values  were  compared 
with  standard  glucose  tolerance  results  in  217 
patients.  If  a fasting  blood  glucose  level  of 
100  mg.%  or  less  had  been  accepted  as  suf- 
ficient evidence  to  rule  out  diabetes  mellitus, 
62  cases  of  this  disease  would  have  been 
missed.  These  62  cases  represent  70  per  cent 
of  the  total  positive  tests  obtained.  Based  on 
our  present  understanding  of  diabetes  mel- 
litus it  would  seem  that  the  physician’s  time 
and  effort  and  the  patient’s  money  is  well 
spent  in  trying  to  identify  diabetes  mellitus 
in  the  early  stages.  This  study  agrees  with  the 
conclusions  of  others  that  carbohydrate  intol- 
erance is  more  apt  to  be  recognized  if  the 
blood  glucose  levels  are  studied  after  the 
patient  is  fed  rather  than  when  fasted. 
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Carcinoma  of  the  Cervix:  Experience  at  the 
University  of  Kentucky  Medical  Center 

John  W.  Roddick,  Jr.,  M.D.*  and  Duane  N.  Tweeddale,  M.D.** 

Lexington,  Ky. 


Two-hundred  forty-six  cases  of  cervical 
cancer  seen  at  the  U niversity  of  Kentucky 
Medical  Center  since  1962  are  presented. 
Development  at  an  early  age,  and  diag- 
nosis relatively  late  in  the  course  of  dis- 
ease is  discussed. 

The  increasing  use  of  cytologic  examina- 
tion with  its  obvious  value  in  the  early 
diagnosis  of  carcinoma  of  the  cervix  has 
produced  a marked  change  in  the  ratio  of 
non-invasive  to  invasive  cancer.  For  example, 
the  in-situ  to  invasive  ratio  in  the  period  1949- 
1957  has  been  reported  as  1 to  35  while  in 
the  period  1961-1962  it  was  found  to  be  as 
low  as  1 to  2.5.^  Early  diagnosis  reflects  in- 
creasing awareness  of  the  disease  and  increas- 
ing use  of  cytologic  methods  for  its  detection. 
Statistics  such  as  those  stated  are  possible  only 
when  interest  is  keen  and  mass  cytology 
screening  is  done.  This  has  been  accomplished 
in  Louisville  by  a community  screening  pro- 
gram.^' However,  just  74  miles  to  the  east 
we  have  encountered  a large  group  of  patients 
in  whom  the  diagnosis  of  carcinoma  in-situ  has 
been  made  infrequently. 

These  patients,  seen  at  the  University  of 
Kentucky  Medical  Center,  are  from  the  re- 
mote regions  of  Appalachia.  Since  activation 
of  the  department  of  obstetrics  and  gyne- 
cology in  April,  1962,  a total  of  246  cases 
of  carcinoma  of  the  cervix  have  been  seen. 
We  excluded  two  because  of  insufficient  data, 
leaving  244  patients  for  complete  analysis  as 
to  extent  of  disease  and  age.  Of  the  group, 
only  35  or  14.3%  were  carcinoma  in  situ,  an 
in-situ  to  invasive  ratio  of  1 to  7.  The  re- 
mainder were  invasive  cancer,  of  which  63.6% 
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TABLE  1. 


Relation 

Age 

of  age  to  stage 
In-Situ 

of  244  cases  carcinoma 
cervix. 

Invasive  Invasive 

Localized  Advanced 

of  the 
Total 

20-29 

9 

6 

9 

24 

30-39 

12 

23 

21 

56 

40-49 

8 

19 

34 

61 

50-59 

3 

17 

37 

57 

60-69 

2 

9 

22 

33 

Over  70 

1 

2 

10 

13 

35 

76 

133 

244 

were  advanced.  The  breakdown  of  the  patients 
into  age  groups  demonstrates  a remarkable 
number  in  the  younger  age  group.  (Table  1). 
Of  the  advanced  cases,  6.8%  were  under  the 
age  of  30  and  22.6%  were  under  the  age  of 
40.  The  average  age  of  all  patients  with  in- 
vasive cancer  was  48.2. 

The  reasons  for  the  high  incidence  of  in- 
vasive cancer  in  this  group  of  young  women 
can  only  be  surmised.  Christopherson  and 
Parker^  from  Louisville  have  recently  docu- 
mented the  relationship  of  early  marriage  and 
pregnancy  to  the  early  development  of  cancer 
of  the  cervix  as  previously  suggested  by  Meigs 
and  others.  The  majority  of  the  cancer  patients 
seen  at  the  University  of  Kentucky  clinic  are 
from  an  area  in  which  early  marriage  is  the 
rule  and  multiparity  frequent.  It  is  not  unus- 
ual for  us  to  see  13  or  14  year  old  primi- 
gravidas.  The  16  or  17  year  old  multipara  is 
commonplace  in  our  clinic. 

Why  do  we  see  such  a large  number  of 
patients  with  advanced  cancer?  The  answer  is 
probably  twofold,  related  to  physician  avail- 
ability and  patient  attitude.  First,  there  is  a 
high  patient  to  physician  ratio  in  many  coun- 
ties in  Eastern  Kentucky.  Secondly,  we  have 
observed  that  some  women  are  reticent  to  seek 
medical  care  until  late  in  the  course  of  their 
disease.  Not  only  are  advanced  stages  of  di- 
sease seen  at  initial  clinic  visits  but  many  pa- 
tients fail  to  follow  through  with  treatment 
once  their  immediate  symptoms  are  relieved. 
The  population  in  question  has  tremendously 
(Continued  on  page  541) 
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Antigenic  Observations  of  Youth  in  the 
Job  Corps  in  Kentucky 

J.  P.  Miranti,  M.D* 

Carbondale,  III. 


Y outh  16  to  22  years  of  age  have  received 
little  study  from  the  standpoint  of  inci- 
dence of  the  common  granulatomatous 
diseases.  Experience  in  a Job  Corps  center 
is  related. 

The  Job  Corps  is  an  attempt  to  elevate 
the  economic  status  and  to  motivate  the 
underprivileged  of  our  nation.  The  Job 
Corps  Training  Center  in  Morganfield,  Ken- 
tucky, is  run  by  Southern  Illinois  University 
under  contract  from  the  Office  of  Economic 
Opportunity. 

The  enrollees  are  male  youths  between  the 
ages  of  16  and  22  years  of  age  who  come 
from  all  areas  of  the  country.  Each  Job 
Corpsman  receives  a complete  physical  exam- 
ination upon  reporting  to  the  Center.  He  then 
is  inoculated  against  poliomyeUtis,  smallpox, 
tetanus,  diphtheria,  typhoid  and  parathyphoid, 
infectious  hepatitis  and  influenza.  H eis  given 
a VDRL  for  reactivity  to  tuberculin,  (Purified 
Protein  Derivative,  Intermediate  Strength,  5 
T.U.,  Intradermally),  to  Coccidioidin  (Com- 
mercial Antigen  (Cutter)  Intradermally),  and 
Histoplasmin  (Commercial  antigen  (Parke 
Davis)  Intradermally). 

From  June  1,  1965,  through  September  5, 
1965,  six  hundred  sixty-one  Job  Corps  en- 
rollees were  tested.  Of  these,  42  or  6.4%  were 
found  to  be  P.P.D.  positive.  Of  this  total,  2 
are  Puerto  Rican,  2 are  Spanish  American  of 
Southwestern  U.  S.,  23  are  negro,  and  15  are 
white.  (Table  I). 

During  the  same  time,  18  or  2.7%  more 
positive  reactors  to  Coccidioidin.  Of  these,  12 
were  negro  and  6 white,  (refer  Table  II). 
There  were  no  positive  ractors  to  Blastomyein. 
However,  17.8%,  or  118,  were  found  to  be 
positive  reactors  to  Histoplasmin.  Of  the  posi- 
tive reactors  to  Histoplasmin,  67  were  white, 
49  negro,  1 is  Spanish  American  and  1 is 
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American  Indian.  The  greatest  number  of  posi- 
tive reactors  to  Histoplasmin  were  from  Ken- 
tucky with  27  positive  reactors,  followed  by 
Arkansas  with  22.  (Table  III). 


TABLE  I 

STATES  OF  ORIGIN 

JOB  CORPSMEN  SHOWING  POSITIVE  REACTION 
TO  TUBERCULIN 


Mississippi 

2 

Kentucky 

3 

New  Mexico 

1 

Illinois 

4 

Arizona 

1 

Oregon 

1 

Oklahoma 

2 

New  York 

5 

Arkansas 

4 

Louisiana 

4 

New  Jersey 

1 

Alabama 

1 

Nebraska 

1 

Texas 

1 

Georgia 

1 

California 

2 

Maryland 

1 

Pennsylvania 

1 

West  Virginia 

2 

Connecticut 

1 

South  Carolina 

1 

Colorado 

2 

TOTAL  42 


TABLE  II 

STATES  OF  ORIGIN 

JOB  CORPSMEN  SHOWING  POSITIVE  REACTION 
TO  COCCIDIOIDIN 


Illinois 

1 

California 

1 

Louisiana 

4 

Kansas 

2 

Ohio 

1 

Georgia 

1 

Arkansas 

3 

Colorado 

1 

Oklahoma 

2 

South  Carolina 

1 

West  Virginia 

1 

TOTAL 

18 

TABLE 

III 

STATES  OF 

ORIGIN 

STUDENTS 

SHOWING 

POSITIVE  REACTION 

TO  HISTOPLASMIN 

Kentucky 

27 

West  Virginia 

2 

Arkansas 

22 

Ohio 

2 

Tennessee 

16 

Indiana 

2 

Oklahoma 

9 

Iowa 

1 

Louisiana 

8 

Virginia 

1 

Mississippi 

6 

North  Caroiina 

1 

Kansas 

5 

Illinois 

1 

Georgia 

3 

South  Carolina 

1 

Colorado 

3 

New  Mexico 

1 

Alabama 

3 

Wisconsin 

1 

California 

3 

TOTAL 

118 

These 

figures  indicate  that  the  prevalence 

of  tuberculosis  as  manifest  by  the  tuberculin 
test  is  slightly  higher  in  the  Job  Corpsmen  En- 
rollees. Only  5%  of  males  aged  17  to  20  years 
are  expected  to  react  positively  to  5 T.U.,^ 
whereas  an  additional  1.4%  above  the  national 
average  was  found  in  the  group  tested. 

(Continued  on  page  540) 
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CASE  DISCUSSIONS 

From  The 

University  of  Louisville  Hospitals 


Louisville  General  Hospital 


Depressive  Reaction  in  a Case  of  Osteitis  Deformans 

(Paget's  Disease) 


Nina  Kateryniuk,  M.D.* 


Introduction 

Depression  is  one  of  the  most  common 
emotional  disorders  among  chronically  ill 
patients  admitted  to  the  psychiatry  wards. 
Quite  often  we  deal  in  such  cases  with  suicidal 
attempts.  The  purpose  of  this  case  presentation  is 
to  demonstrate  the  correlation  between  the  somatic 
and  psychogenic  factors  contributing  to  a psychiatric 
disorder. 

Case  Report 

The  patient  is  a 51  year  old  single,  white  female 
admitted  to  the  ward  from  the  emergency  room 
after  taking  an  unknown  amount  of  Carbrital. 

Chief  Complaint-.  “I  took  some  pills  because  I 
couldn’t  sleep.” 

Present  Illness:  The  patient  was  seen  by  her 
father  on  the  day  of  admission;  she  appeared  well. 
Later  on,  he  found  her  lying  in  bed  unresponsive. 
He  tried  to  awaken  her  but  couldn’t. 

Two  weeks  prior  to  admission,  she  felt  on  her  hip. 
She  had  difficulty  in  getting  around  since  then  be- 
cause of  the  pain  in  her  hip  and  back. 

She  had  been  taking  Carbrital  and  Doriden  for 
several  years  “for  my  pain,  restlessness  and  nervous- 
ness.” She  has  been  known  to  have  Paget’s  disease 
for  about  six  years  and  had  been  under  treatment 
by  her  local  physician.  In  this  time  she  had  lost 
weight  from  110  lbs.  to  82  lbs.  She  complained  of 
a constant  soreness  in  her  legs  and  spine  and  of 
headaches,  more  so  for  the  last  two  years. 

In  the  emergency  room,  the  patient  was  unre- 
sponsive to  all  stimuli  and  demonstrated  Cheyne- 
Stokes  breathing.  Her  neck  was  supple.  Her  pupils 
were  3 mm,  equal  and  with  no  reaction  to  light. 
She  had  no  deep  tendon  reflexes  and  a blood 
pressure  of  70/0.  No  friends  or  family  were  avail- 
able for  a history. 

Family  History:  The  father,  aged  77,  had  arthritis, 
but  was  otherwise  in  good  health.  The  mother  died 
in  childbirth  when  the  patient  was  three  years  old. 
Two  brothers  were  both  living  and  in  good  health. 
One  sister  was  living  and  in  good  health.  There 
were  no  known  familial  diseases. 
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Previous  History  : The  patient  had  the  usual  child- 
hood diseases,  and  there  was  no  history  of  any 
surgical  procedures  or  allergies. 

The  patient  completed  the  eighth  grade.  She 
smokes  one  pack  of  cigarettes  a day  and  states  she 
is  a social  drinker. 

She  worked  at  a candy  plant  for  33  years  until 
two  years  ago,  when  she  became  unable  to  work 
because  of  her  discomfort.  She  is  on  a disability 
pension  and  lives  with  her  father  who  receives  social 
security. 

She  describes  herself  as  a fairly  religious  person. 
She  has  been  unable  to  go  to  church  for  several 
years,  but  states  that  she  still  prays  every  day. 

Physical  Examination:  The  patient  is  a rather 
poorly  developed,  undernourished  white  female  in 
no  acute  distress.  The  forehead  is  large  and  pro- 
truding. The  blood  pressure  is  140/70,  pulse  80, 
respirations  20,  temperature  98.6°.  The  liver  descends 
1 cm.  below  right  costal  margin  and  is  soft  and 
non-tender.  There  are  no  other  significant  findings. 
The  neurological  examination  is  within  normal 
limits. 

Formal  Mental  Examination:  The  patient  appears 
neat  and  fairly  well  groomed.  She  is  generally  quiet, 
and  appears  somewhat  depressed.  Her  time  is  spent 
resting  in  bed  and  talking  with  other  patients. 

Her  remarks  are  relevant  and  show  logical  pro- 
gression, but  are  somewhat  abrupt.  She  is  coherent 
and  cooperative. 

Her  facial  expression  is  that  of  a depressed  per- 
son. Her  present  attitude  is  one  of  regret  for  what 
she  did.  “A  person  has  no  right  to  take  their  own 
life  until  the  Lord  is  ready.” 

The  patient  is  willing  and  able  to  give  the  history. 
She  has  no  ideas  of  unreality  or  nihilistic  ideas. 
She  states  that  she  has  been  depressed  for  the  past 
month  and  has  considered  suicide  off  and  on  for 
this  period  of  time,  but  never  before.  She  felt  this 
was  the  only  way  because  of  the  helpless  feeling 
about  her  disease.  She  is  oriented  as  to  place  and 
time.  Her  remote  and  recent  memory  is  good.  She 
is  of  average  intelligence.  Her  insight  at  present 
appears  good. 

Laboratory  Data:  The  laboratory  data  were  within 
normal  limits  except  for:  Calcium:  7.6  mg%,  alkaline 
phosphatase  32.5  mg%,  phosphorus  2.7  mg%.  An 
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x-tay  of  the  skull  showed  moderate  thickening  of 
outer  table.  The  pineal  gland  was  not  identified,  and 
the  sella  turcica  was  normal.  The  impression  was 
one  of  thickening  of  the  outer  table  of  the  skull 
consistent  with  Paget's  disease. 

Course  in  Hospital:  During  the  initial  two  days 
following  her  admission  to  the  ward,  the  patient 
had  difficulty  in  concentrating  and  showed  memory 
impairment.  She  seemed  to  be  confused  on  occasions. 
Her  appetite  was  poor.  Gradually  she  began  to  ap- 
pear more  alert,  showed  interest  in  her  surroundings, 
and  related  to  other  people  with  a cooperative  and 
friendly  attitude.  She  took  pride  in  her  appearance 
and  showed  good  judgment  in  planning  for  her 
future.  She  was  appreciative  of  the  attention  given 
to  her,  and  responded  to  supportive  psychotherapy. 
Psychological  testing  revealed  no  impairment  of  in- 
tellectual function.  The  medical  treatment  consisted 
of  high  protein,  high  calcium,  high  vitamin  diet 
(specifically  high  in  vitamins  D and  C). 

Clinical  Consideration:  The  basic  organic  patholo- 
gy in  this  case  was  established  as  osteitis  deformans 
or  Paget’s  disease  of  the  bone.  It  was  important  to 
understand  the  progress  and  the  extent  of  the  disease 
and  their  relationship  to  the  symptoms  reported. 
.According  to  the  literature,  the  thickening  of  the 
skull  may  lead  to  cerebral  compression  with  con- 
sequent headache,  epilepsy  and  mental  deterioration. 
The  patient  reportedly  suffered  from  headaches,  and 
aches  and  pain  in  her  extremities;  she  gave  this 
as  a reason  for  her  despondent  gesture.  The  medical 
and  neurological  consultations  suggested  no  specific 
treatment.  The  psychiatric  workup  revealed  that  the 
patient  did  not  understand  the  nature  of  her  physical 
illness,  and  worried  about  its  course  and  prognosis. 
This  sounded  realistic.  “I  know  I am  getting  worse; 
I am  getting  tired  very  easily;  I never  asked  doctors 
questions  because  I was  afraid.” 

Depressions,  in  respect  to  their  source,  may  be 
classified  as  reactive  or  endogenous.  In  reactive  de- 
pressions the  external  causes  are  obvious.  There  is 


a definite  suicide  risk  in  many  cases  of  reactive 
depression,  but  the  suicidal  urges  usually  do  not 
have  the  severity  or  the  persistence  of  the  suicidal 
urges  of  other  types  of  depressions  such  as  the 
manic  depressive  or  the  involutional  depression. 

Therapeutic  Consideration:  Although  the  patient’s 
course  in  the  hospital  indicated  marked  improvement 
and  no  clinical  symptoms  of  depression  were  evident 
before  her  discharge,  continued  hospitalization  for  a 
total  of  at  least  three  to  four  weeks  was  recommended 
for  psychotherapeutic  purposes.  The  goals  of  therapy 
at  this  stage  of  the  patient’s  physical  illness  were 
primarily  directed  toward  strengthening  of  her 
psychological  defenses  and  acquiring  a compromis- 
ing insight.  The  patient  insisted  on  leaving  the 
hospital,  and  an  arrangement  was  made  for  her 
follow-up  in  the  outpatient  clinic.  The  patient  was 
also  referred  to  Bridgehaven,  a center  for  con- 
valescing psychiatric  patients,  where  she  could  profit 
from  group  therapy  and  recreational  programs  under 
skilled  management. 

Summary:  In  cases  of  chronic  and  disabling  ill- 
nesses, a reactive  type  of  depression  often  occurs  and 
may  lead  to  suicide  attempts.  The  therapeutic 
methods  are  based  on  the  clinical  picture  and 
symptomatology;  however,  the  outcome  of  a thera- 
peutic process  limited  to  supportive  psychotherapy 
depends  greatly  on  a patient’s  personality  make-up. 
In  the  case  reported,  we  encountered  resistance, 
manifested  by  rejection  of  continued  hospitalization 
and  lack  of  support  by  the  family  or  responsible 
correspondents. 
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The  Medical  Student  and  His  Relationships  With  The  Medical 
Profession;  Recruitment,  Selection,  Counselling  and  Attrition 

(At  the  University  of  Louisville  and  the  University  of  Kentucky^) 

Roy  K.  Jarecky,  Ed.D.''' 


As  DOCTOR  WAGNER  points  out,  in  1964- 
65,  47.2  per  cent  of  the  19,168  applicants 
for  places  in  medical  school  classes  were  accepted. 
In  the  same  year,  256  residents  of  Kentucky  ap- 
plied for  admission  to  medical  schools  and,  of  these, 
151  or  59  per  cent  were  admitted.  Of  the  151  ad- 
mitted. 78  per  cent  enrolled  either  in  the  University 
of  Louisville  or  the  University  of  Kentucky  while 
33  students  or  22  per  cent  elected  to  attend  out-of 
state  schools.  It  is  of  some  interest  to  note  that 
Kentucky  was  fourth  from  the  top  with  respect  to 
percentage  of  applicants  actually  admitted  to  a col- 
lege of  medicine.  Only  North  Dakota,  South  Dakota 
and  Vermont  had  higher  percentages.  This  is  a con- 
siderable achievement,  since  in  thirty  states,  less  than 
50  per  cent  of  their  applicants  were  admitted.  On 
the  other  hand,  it  is  equally  relevant  to  point  out 
that  the  total  pool  in  Kentucky  has  averaged  only 
265  applicants  for  the  past  seven  years.  It  is  important 
to  enlarge  this  pool  in  order  to  insure  Kentucky 
medical  schools  a continued  good  quality  of  selection. 
Figures  provided  by  the  Association  of  American 
Medical  Colleges  demonstrate  that  attrition  is  highest 
when  the  total  applicant  pool  is  small.  The  larger 
the  pool,  the  smaller  the  attrition. 

Recruiting 

Recruiting  for  medicine  is  most  effective  when  in 
the  colleges,  both  those  concerned  with  going  to 
medical  school  and  those  concerned  with  teaching 
and  advising  pre-medical  students  are  knowledgeable 
about  medical  school  programs.  Thus,  our  recruiting 
activities  have  included  student  visits  to  medical 
schools,  visits  by  medical  school  faculty  members  to 


fPreyented  by  Doctors  Jarecky  and  Wagner  at  the 
First  KMA  Conference  on  Medical  Education  at 
Park  Mammoth  Resort,  January  21-23,  1966.  The 
program  was  presented  in  cooperation  with  the 
University  of  Kentucky  College  of  Medicine  and 
the  University  of  Louisville  School  of  Medicine. 

*As.wciate  dean  for  admissions  and  student  personnel 
at  the  University  of  Kentucky  College  of  Medi- 
cine. 


undergraduate  colleges  and  high  schools,  attendance 
of  pre-medical  advisors  at  medical  college  admissions 
committee  meetings,  and  discussions  between  pre- 
medical advisors  and  medical  school  faculty  con- 
cerning undergraduate  and  medical  curricula.  In  the 
end,  however,  the  most  effective  preparation  for  a 
career  in  medicine  is  doubtle.ss  done  by  the  individual 
himself.  The  person  who  has  the  initiative  to  find 
out  all  he  can  about  medicine  and  who  talks  with 
practitioners  as  well  as  with  medical  college  admis- 
sions officers  may  well  recruit  himself  without  much 
urging  from  other  parties. 

Admissions 

Since  there  are  a limited  number  of  places  avail- 
able in  each  entering  class,  admission  is  a highly 
competitive  matter.  Admissions  committees  are  not 
simply  concerned  with  the  question  of  whether  or 
not  a given  applicant  may  “pass”  if  admitted,  but 
rather  how  effectively  and  creatively  it  appears  he 
will  be  able  to  deal  with  a medical  curriculum.  They 
must  determine  how  well  or  poorly  an  applicant’s 
record  compares  with  those  of  all  others  who  are 
applying. 

The  Admissions  Committee  of  the  University  of 
Kentucky  College  of  Medicine  attempts  to  look  at 
more  than  just  the  “numbers”,  i.e.,  grades,  grade 
point  averages,  and  Medical  College  Admissions  Test 
scores.  This  does  not  mean  that  these  measures  of 
achievement  are  unimportant.  They  are  important. 
However,  there  is  much  more  to  preparation  for 
medical  school  than  the  securing  of  a high  grade 
point  average.  An  applicant  to  medical  school  must 
be  sophisticated  with  respect  to  his  education.  He 
must  not  only  comprehend,  but  be  able  to  discuss 
the  material  which  he  has  learned,  with  some  fa- 
cility and  understanding.  Certainly  his  interest  in 
medicine  should  reflect  thought  and  investigation  on 
his  part.  Simply  to  say  that  one  wishes  to  become 
a physician  without  further  involvement  in  the 
question  of  what  it  means  to  be  a physician  is 
insufficient.  Unfortunately,  some  applicants  take  a 
very  superficial  approach  to  this  latter  question  and 
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thus  are  less  well  prepared  as  applicants  than  others 
who  have  achieved  the  same  academic  level  of  per- 
formance. 

Our  Admissions  Committee,  which  consists  of 
nine  members,  attempts  to  sift  all  the  evidence  made 
available  to  it  through  the  admissions  process.  Each 
student  who  appears  to  be  competitive  for  a place 
in  the  entering  class  is  invited  to  be  interviewed  on 
the  campus  at  Lexington,  and  is  seen  by  three 
members  of  the  medical  school  faculty.  Each  in- 
terviewer attempts  to  get  some  feeling  for  the  ap- 
plicant as  a person  and  to  better  understand  what 
the  applicant’s  record  means.  This  is  the  applicant’s 
chance  to  get  beyond  the  “numbers”.  Since  most 
applicants  tend  to  feel  that  they  are  somewhat  better 
than  their  records,  they  welcome  the  opportunity  to 
present  themselves  in  person.  Subsequent  to  the  in- 
terviews, the  Admissions  Committee  meets  and  re- 
views in  detail  the  credentials  of  each  applicant 
seen  the  previous  week.  All  aspects  of  the  application 
are  discussed  and  all  members  of  the  committee 
review  the  pertinent  information.  Finally,  a vote  is 
taken  on  whether  the  applicant  should  be  admitted, 
rejected  or  held  for  further  consideration.  A simple 
majority  decides. 

We  are  frequently  asked  whether  the  various  ad- 
missions factors  such  as  grade  point  averages,  under- 
graduate references.  Medical  College  Admission  Test 
scores  and  so  forth  are  weighted  in  a particular 
way.  The  answer  is  that  they  are  not.  The  Commit- 
tee attempts  to  look  at  each  person  as  an  individual 
and  does  not  try  to  apply  a mathematical  formula 
to  determine  what  the  disposition  of  an  application 
should  be.  If  we  were  to  do  this,  no  interviews  would 
be  necessary  and  a computer  could  do  the  job  of 
selection  quite  nicely.  Although  the  Admissions  Com- 
mittee and  the  faculty  interviewers  spend  some  six 
hundred  hours  a year  on  the  admissions  program, 
our  feeling  is  that  such  an  expenditure  of  time  is 
worthwhile.  It  allows  both  faculty  and  applicants 
to  get  to  know  one  another  and  permits  a more 
personalized  assessment  of  each  applicant. 

The  College  of  Medicine  admits  approximately 
15  non-residents  to  its  entering  class  of  80.  Since 


hundreds  of  non-residents  apply,  competition  is  ex- 
ceptionally keen.  Only  those  non-residents  are  taken 
who  compare  very  favorably  with  Kentucky  appli- 
cants and  who  appear  to  have  some  particular  interest 
in  Kentucky  and  the  College  of  Medicine. 

Our  attrition  rate  is  approximately  5 per  cent  of 
the  total  student  population  per  year.  Naturally,  our 
concern  is  to  reduce  this  percentage  further  and  to 
that  end  we  have  developed  counseling  and  advising 
programs  whose  immediate  function  is  to  help  stu- 
dents identify  and  solve  personal  problems  as  soon 
as  they  appear. 

Financing 

Concerning  the  matter  of  financial  aid,  during  the 
academic  year  1964-65,  some  51  per  cent  of  our 
total  enrollment  borrowed  approximately  $200,000 
from  major  loan  sources  such  as  American  Medical 
Association  Education  and  Research  Foundation, 
the  Health  Professions  Act  loan  program  and  the 
Rural  Kentucky  Medical  Scholarship  Fund.  In  the 
current  senior  class,  66  per  cent  of  the  students 
borrowed  a total  of  $206,368  over  the  past  four  years. 
The  average  indebtedness  of  those  who  borrowed  is 
$4,500.  During  this  four-year  period,  scholarship  aid 
provided  32  per  cent  of  this  class  with  a total  of 
$23,600;  31  per  cent  received  no  financial  assistance 
at  all.  For  the  30  per  cent  of  all  our  students  who 
come  from  families  with  yearly  incomes  of  $6,000 
or  less,  the  matter  of  financing  a medical  education 
is  always  acute. 

Conclusion 

We  would  like  to  bring  this  article  to  a close 
by  thanking  the  Fayette  County  Medical  Society 
and  physicians  throughout  the  state  for  their  interest 
in  our  medical  students,  in  the  pre-medical  students 
planning  to  apply  here  for  admission,  and  in  our 
program.  We  hope  that  the  information  in  this 
article  will  stimulate  communication  from  any  in- 
dividual physician  or  county  society  who  wishes  to 
secure  more  detailed  information  relative  to  any  of 
the  information  reviewed  above. 


The  University  of  Louisville 

Charles  E.  Wagner,  Ph.D.** 


IT  IS  A genuine  pleasure  to  have  this  opportunity 
to  explain  some  of  the  factors  involved  in  the 
recruitment,  selection,  counseling,  attrition,  and 
finances  of  medical  students  at  the  University  of 
Louisville. 

Recruitment 

The  number  of  applicants  to  medical  schools  in 
the  United  States  reached  its  lowest  ebb  in  1954. 
At  that  time  14,538  premedical  students  were  com- 
peting for  7,576  places  in  first  year  classes.  Then 


** Associate  dean  and  director  of  admissions  and  stu- 
dent affairs  at  the  University  of  Louisville  School 
of  Medicine. 


the  tide  began  to  swell  and  this  trend  has  con- 
tinued to  the  present  time.  For  the  class  entering 
in  1964,  19,168  premedical  students  were  competing 
for  8,800  places.  Consequently,  recruitment  of 
qualified  applicants  is  not  a major  problem  today. 

Even  so,  we  attempt  to  recruit  good  students  for 
the  University  of  Louisville  Medical  School  by 
speaking  before  college  premedical  groups,  by  par- 
ticipating in  high  school  career  day  programs  and 
by  offering  tours  of  selected  areas  of  the  Medical 
Center. 

The  process  whereby  an  applicant  is  selected  for 
the  entering  class  in  medical  school  is  one  of  the 
most  important  as  well  as  one  of  the  most  difficult 
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functions  of  the  school.  Fitness  for  admission  is 
determined  by  the  applicant’s  scholastic  record  at 
the  undergraduate  level,  recommendations  of  his 
college  premedical  advisory  committee,  scores  on 
the  Medical  College  Admission  Test,  recognition  of 
his  extracurricular  activities,  amount  of  premedical 
education  and  impression  on  personal  interview. 

The  scholastic  record  of  an  applicant  is  the  most 
important  single  item  in  his  application.  This  record, 
semester  by  semester,  tells  our  Admissions  Commit- 
tee whether  or  not  the  applicant  can  and  will  do 
well  in  medical  school.  Scores  on  the  MCAT  sup- 
plement the  college  record.  Premedical  advisory 
committee  reports,  letters  of  recommendation  and 
results  of  the  interview  all  provide  information  con- 
cerning the  applicant’s  personality  and  motivation 
toward  medicine. 

After  all  the  information  has  been  reviewed,  the 
Committee  considers  each  person  carefully,  and 
votes.  Decision  is  reached  by  a majority  vote — that 
is,  at  least  five  of  the  nine  members. 

Counseling 

When  a freshman  student  arrives  at  the  school  for 
Orientation  Week,  he  meets  a member  of  the  basic 
science  faculty  who  acts  as  his  counselor.  Each 
student  is  assisted  in  the  choice  of  his  elective  pro- 
gram by  his  counselor.  He  is  also  encouraged  to 
seek  advice  from  his  counselor  concerning  develop- 
ment of  good  study  habits  and  adjustment  to  the 
emotional  and  academic  stresses  of  a medical  en- 
vironment. 

A basic  science  faculty  member  has  no  more  than 
four  students  who  remain  with  him  during  their 
preclinical  years.  When  a student  begins  his  Junior 
year,  he  associates  with  a member  of  the  clinical 
faculty  who  is  his  counselor  during  the  last  two 
years  of  formal  medical  education.  Students  in  any 
of  the  four  years  have  easy  access  to  Dean  Smith, 
Associate  Dean  Brown  and  myself  if  they  feel  that 
they  have  special  problems  which  they  want  to 
discuss. 

Attrition 

Student  attrition  in  United  States  medical  schools, 
in  comparison  with  other  types  of  higher  education, 
is  actually  quite  low.  In  the  ten  entering  classes  of 
all  U.  S.  medical  schools  from  1949  through  1958, 
only  9 per  cent  failed  to  receive  the  M.  D.  degree. 
This  contrasts  with  40  per  cent  of  college  entrants 
who  failed  to  graduate  during  comparable  years; 
with  43  per  cent  of  nursing  school  degree  candi- 
dates, with  an  estimated  43  per  cent  of  law  school 
entrants,  and  with  approximately  70  per  cent  of 
entrants  in  some  foreign  medical  schools.  There  is 
concern  over  student  attrition  in  our  medical  schools. 


however,  because  the  rate  is  beginning  to  increase. 
The  increasing  rate  of  attrition  has  stimulated  the 
Association  of  American  Medical  Colleges  to  con- 
duct an  intensive  study  of  the  problem  based  on 
past  student  records,  on  visits  to  medical  schools,  on 
detailed  student  questionnaires  and  on  personal  in- 
terviews of  medical  students  with  regular  and  ir- 
regular progress.  Final  results  of  this  study  are 
anticipated  soon. 

The  attrition  rate  at  University  of  Louisville  is 
lower  than  the  national  rate  and  is  showing  a 
downward  trend.  During  the  1961-1962  academic 
year  four  freshmen  and  one  senior  withdrew  in  the 
first  semester.  By  the  end  of  the  summer  of  1962, 
five  freshmen  and  one  senior  had  been  dropped.  Out 
of  a total  population  of  332  students,  eleven  were 
lost  that  year,  an  attrition  of  3.3  per  cent.  During 
the  1964-1965  academic  year  one  freshman  and  one 
junior  withdrew  in  the  first  semester  and  one  fresh- 
man was  dropped  for  disciplinary  reasons.  By  the 
end  of  the  summer  of  1965  one  freshman  and  one 
junior  had  been  dropped.  Hence  out  of  a student 
population  of  353,  five  students  were  lost,  an  at- 
trition of  1.4  per  cent. 

Finances 

The  high  cost  of  a good  medical  education  is  one 
of  the  chief  obstacles  in  attracting  qualified  persons 
to  the  profession  of  medicine  today.  Total  costs, 
both  school  and  personal,  will  vary  widely  among 
institutions  in  the  United  States.  A survey  conducted 
by  the  Association  of  American  Medical  Colleges 
revealed  that  average  annual  expenses  are  as  follows: 
unmarried  student,  $2,710;  married  student  (no 
children),  $4,790. 

The  AMA  loan  program  and  Government  loan 
programs  are  the  major  sources  of  funds  available 
to  medical  students.  At  the  University  of  Louisville 
a vigorous  and  expanding  scholarship  program  has 
provided  much  assistance  in  the  form  of  non-re- 
fundable  grants. 

During  the  1962-1963  academic  year  University 
of  Louisville  medical  students  borrowed  $69,900 
from  AMA  program  and  $46,600  from  the  Federal 
Government  and  w'ere  given  scholarships  amounting 
to  $27,925.  Last  year  (1964-1965)  students  bor- 
rowed $47,500  from  AMA,  and  $81,500  from  the 
Federal  Government,  and  received  scholarships 
amounting  to  $44,575. 

We  wish  to  take  this  occasion  to  express  our 
deep  appreciation  to  the  Alumni  of  the  Medical 
School  whose  generosity  has  made  our  present 
scholarship  situation  possible.  We  also  thank  the 
Jefferson  County  Medical  Society  Foundation  for 
their  active  and  increasing  support  of  our  scholarship 
program. 
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where  Were  You  During  the  Primary? 


IT  IS  probably  not  inaccurate  to  say  that 
many  of  the  physicians  in  Kentucky  pay 
scant  attention  to  what  goes  on  in  the  Ken- 
tucky General  Assembly.  The  reasons  most 
often  given  for  this  lack  of  interest  are  that  the 
individual  physician  is  too  busy  with  his  medi- 
cal work  or  that  state  political  activities  hold 
little  interest  for  the  physician. 

More  than  one  thousand  bills  and  resolu- 
tions were  introduced  in  the  1966  session  of 
the  Kentucky  General  Assembly  and  over  ten 
percent  had  health  or  medical  implications. 
Many  of  the  bills  having  to  do  with  health 
and  medical  affairs  had  not  been  discussed 
with  representatives  of  organized  medicine  or 
individual  physicians  prior  to  their  introduc- 
tion. This  would  seem  to  indicate  that  the  chan- 
nel of  communication  between  the  medical  pro- 
fession and  the  individual  state  legislator  is  not 
always  as  good  as  it  might  be. 

It  is  generally  agreed  that  the  KMA  Legisla- 
tive Key  Man  System  is  a good  system  and 
was  fairly  successful  in  the  last  Assembly.  How- 
ever, it  probably  is  a fact  that  not  enough  mem- 
bers of  the  state  legislature  have  as  a close 
friend  a physician  who  has  worked  for  his 
eiection.  The  legislator  would  naturally  turn  to 
such  a physician  for  advice  regarding  health 
and  medical  legislation.  It  is  a natural  thing  to 
give  closer  attention  to  the  views  of  our  friends 
and  this  would  seem  to  be  particularly  so  if 
the  friend  helped  in  the  process  of  election  to 
the  desired  office.  Viewing  this  whole  matter 
from  the  standpoint  of  the  legislator  this  help 
at  election  time  should  be  comprehensive.  If  a 
man  is  to  have  a successful  election  campaign 
he  needs  those  who  are  willing  to  work  in  the 
campaign  in  addition  to  making  contributions. 

When  a physician  approaches  a state  legisla- 
tor asking  for  his  favorable  attention  to  a cer- 


tain bill  the  legislator  might  well  ask  him: 
“Where  were  you  last  May  when  I was  running 
in  the  primary?”  If  physicians  wait  until  the 
General  Assembly  convenes  to  contact  their 
lawmakers,  it  is  too  late  to  join  the  category  of 
helpful  friends  to  the  members  of  the  assem- 
bly. Once  the  Assembly  begins  it  seems  reason- 
able that  a legislator  will  be  more  interested  in 
the  opinions  of  the  helpful  friends  rather  than 
those  who  are  sometimes  critical. 

One  of  the  difficulties  the  medical  profession 
encounters  even  on  the  state  level  is  that  it 
does  not  always  present  a unified  political 
stand.  Individual  physicians  and  specialty 
groups  sometimes  act  on  their  own  without 
clearing  it  with  the  KMA  legislative  council. 
It  is  apparent  that  this  sort  of  thing  does  create 
confusion  in  the  minds  of  the  legislators  and 
reduces  the  effectiveness  of  our  total  legislative 
effort.  It  would  be  better  if  all  proposed  legis- 
lation in  the  health  field  was  first  cleared 
through  the  proper  KMA  channels. 

Kentucky  physicians  are  honored  in  having 
Mitchel  Denham,  M.  D.,  Maysville,  as  a mem- 
ber of  the  State  House  of  Representatives.  All 
who  have  had  any  contact  with  the  recent  Gen- 
eral Assembly  testify  to  his  effectiveness  and 
his  help  in  securing  the  enactment  of  legisla- 
tion in  the  public  interest.  It  would  be  a good 
thing  for  the  citizens  of  the  commonwealth  if 
we  had  other  physicians  of  this  caliber  in  the 
State  House  of  Representatives  and  the  State 
Senate. 

Kentucky  physicians  are  grateful  to  J.  Camp- 
bell Cantrill,  M.  D.,  Georgetown,  Chairman  for 
State  Affairs  of  the  Council  on  Legislative  Ac- 
tivities, who  spent  a great  amount  of  time  in 
Frankfort  during  this  last  Assembly  meeting  and 
who  worked  hard  and  effectively  representing 
the  views  of  the  medical  profession. 
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It  is  desirable  that  with  experience  Kentucky 
physicians  will  become  increasingly  effective  in 
legislative  activites  on  the  state  level.  There 
is  no  group  that  should  be  better  informed  as 
to  what  is  best  for  the  citizens  of  the  state  in 


the  medical  and  health  field.  The  final  test  for 
any  medical  or  health  legislation  will  be  as  to 
whether  it  is  in  the  best  interest  of  the  people 
who  live  in  Kentucky. 

Walter  S.  Coe,  M.D. 


To  Those  Who  Go 


IT  WOULD  seem  that  with  2700  doctors  in 
the  state  the  loss  of  55  or  60  young  men 
to  the  armed  services  in  one  year  would  not 
cause  a serious  impact  in  medical  practice.  In 
fact,  however,  the  reverse  is  true.  These  men 
are  drawn  from  our  hospital  services  and  many 
of  them  from  large  practices.  Their  loss  from 
resident  and  fellowship  training  means  a cur- 
tailment of  essential  work  in  the  hospitals  with 
fewer  than  the  normal  complement  of  men  to 
absorb  their  duties.  The  teaching  staffs  of  our 
medical  schools,  already  limited,  will  need  to 
cover  for  these  vacancies.  Small  towns  and  rural 
communities  from  which  practitioners  are  drawn 
will  suffer  most  because  their  colleagues  who 
are  left,  already  overburdened  with  work,  will 
be  called  upon  to  supply  for  the  men  who  are 
away.  Even  in  our  cities  where  there  is  sup- 
posed to  be  an  ample  supply  of  physicians  their 
loss  will  be  felt  appreciably. 

Increasing  thousands  of  our  men  are  being 
called  into  service.  They  will  undergo  a period 
of  military  training  in  preparation  for  foreign 
duty  which  will  in  many  instances  tax  their 
physical  strength  and  endurance.  They  deserve 
the  best  of  medical  care  and  it  is  appropriate 
that  a sufficient  number  of  young  and  capable 
physicians  should  be  called  to  administer  to 
them  during  this  emergency.  The  civilian  popu- 
lation, as  in  all  periods  of  war,  must  sacrifice 
their  own  comforts  and  security  m some  meas- 
ure for  the  protection  of  our  men  in  uniform. 
It  is  a great  consolation  to  us  to  know  that  the 
young  physicians  selected  for  military  service 
are  physically  able,  well  trained  and  endowed 


with  the  love  of  country  which  will  stimulate 
them  to  give  their  very  best  to  the  men  in 
service. 

For  the  physician  called  to  military  duty 
there  is  real  sacrifice.  There  is  prolonged  ab- 
sence from  his  home  and  family.  There  is  a 
significant  financial  loss  and  some  delay  of  ad- 
vancement in  his  chosen  field.  These,  however, 
have  never  been  regarded  as  sacrifices  too 
great  to  make  for  our  national  welfare. 

There  are  few  physicians  who  have  spent  a 
part  of  their  professional  life  in  military  serv- 
ice who  do  not  feel  that  this  has  been  a stimu- 
lating and  broadening  factor  in  their  medical 
caieers;  the  men  who  go  now  will  be  no  excep- 
tion. When  they  return  to  their  respective 
spheres  of  activity,  they  will  come  with  a sense 
of  pride  of  accomplishment,  with  the  esteem 
and  gratitude  of  the  public,  and  their  achieve- 
ments in  civilian  life  will  be  greatly  enhanced 
by  their  military  service.  Their  assignments  will 
then  be  filled  by  younger  men  who  will  repeat 
the  same  experience. 

We  must  feel  a sense  of  thankfulness  that 
we  are  able  to  provide  the  needed  medical  care 
for  our  military  services  and  we  bid  these 
young  man  temporary  adieu  and  God  speed  in 
their  new  activity.  We  are  at  war,  and  the  in- 
conveniences and  sacrifices  of  war  are  inevi- 
table. We  who  remain  at  home  will  work  a little 
harder  and  a little  longer  each  day  that  the 
quality  of  civilian  medical  care  wUl  not  be  se- 
riously curtailed  by  the  loss  of  those  who  have 
been  called  to  serve;  and  we  will  do  it  in  the 
same  patriotic  spirit  as  those  who  go. 

Sam  a.  Overstreet,  M.D. 
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Have  You  Done  Your  Share? 


Your  AMA-ERF  is  four  years  old.  It  is  a 
very  young  Foundation  which  has  much 
to  be  proud  of — and  a glance  at  its  rec- 
ord reveals  the  important  activities. 

In  its  brief  history,  the  Foundation: 

• transmitted  more  than  $1  million  a 
year  from  physicians  and  their  wives  in 
unrestricted  funds  to  medical  schools; 

• guided  more  than  $3  million  from  phy- 
sicians and  industry  into  $30  million  in 
loans  for  medical  students,  interns  and 
residents; 

• created  the  mechanism  that  channels 
funds  into  research  on  smoking  and 
health; 

• supported  the  Summer  Institute  for 
Medical  Journalism  which  aims  at  increas- 
ing the  writing  and  editing  abilities  of 
young  physicians; 

• estabhshed  a program  in  bequests  to 
medical  research — a service  to  bankers 
and  lawyers  in  guiding  their  cUents’  be- 
quests; 

• set  up  the  mechanism  to  accept  small 
contributions  to  research  that  by  them- 
selves would  purchase  little,  but  which 
when  pooled  become  capable  of  sponsor- 
ing research  projects,  and 


• in  the  last  year  has  built  and  opened 
the  Institute  for  Biomedical  Research — 
an  exciting  venture  in  basic  biomedical 
research. 

Physically  the  Institute  has  space  and  labora- 
tory equipment  in  the  new  addition  to  the  AMA 
headquarters  building.  The  Institute  is  designed 
to  provide  maximum  opportunity  for  outstand- 
ing scientists  to  devote  their  full  energies  to 
basic  research  in  cellular  biology  without  the 
distractions  of  teaching  or  performing  admini- 
strative chores.  The  facility  is  supported  en- 
tirely by  private  funds. 

There  are  already  five  scientists  at  work  in 
the  Institute,  and  several  more  are  expected 
to  join  them  in  the  near  future.  Eventually 
about  25  scientists  will  be  accommodated. 

What  is  ahead  for  the  Foundation?  That  de- 
pends on  you.  The  success  of  these  programs  is 
in  the  hands  of  those  physicians  who  endorse 
them — intellectually  and  financially.  Where  do 
you  stand  in  the  fourth  year  with  your  Founda- 
tion? This  is  the  Foundation  which  solicits  your 
$100  contributions  each  year.  You  may  ear- 
mark your  contributions  for  the  school  of  your 
choice.  Have  you  made  your  contribution? 

AMA-ERF  Committee 
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Dr.  Judd  to  Address  KMA  Members 
At  1966  President’s  Luncheon 

Walter  H.  Judd,  M.D.,  Washington,  D.C.,  former 
Minnesota  Congressman  and  a current  member  of  the 
American  Medical  Association’s  Judicial  Council,  will 

give  the  main  address  at 
the  September  21  Presi- 
dent’s Luncheon  held 
during  the  KMA  Annual 
Meeting  in  Louisville. 

Everett  H.  Baker, 
M.D.,  Louisville,  KMA 
president  announced  Doc- 
tor Judd’s  acceptance  of 
his  invitation  to  speak  at 
the  luncheon  in  the  Ter- 
race Room  at  the  Ken- 
tucky Hotel.  His  topic 
will  be  “Can  the  Best  be 
Better?” 

Doctor  Judd,  who  served  ten  terms  as  a repre- 
sentative from  Minnesota’s  Fifth  Congressional  Dis- 
trict, was  a medical  missionary  in  China  for  10 
years.  He  received  his  medical  degree  in  1923  from 
the  University  of  Nebraska,  and  received  that  in- 
stitution’s Distinguished  Service  Award  in  1945. 

He  is  also  a recipient  of  the  CARE-MEDICO 
World  Humanitarian  Award  and  the  U.S.  Chamber 
of  Commerce  Great  Living  American  Award.  He 
is  the  holder  of  honorary  doctorate  degrees  from  20 
colleges  and  universities.  Doctor  Judd  gave  the  key- 
note address  at  the  Republican  National  Convention 
in  Chicago  in  1960. 


Doctor  Judd 


MEDICARE  REGULATIONS  INCOMPLETE 

With  the  passage  of  the  act  expanding  our  social 
security  laws  to  provide  hospital  and  medical  care 
coverage  for  our  over-65  population,  your  editors  im- 
mediately began  to  plan  a special  section  of  The 
Journal  describing  the  implementation  of  Parts  A and 
B of  Title  XVIII  of  Public  Law  89-97.  This  special 
supplement  had  been  scheduled  for  this  issue. 

The  complexities  in  implementing  this  act,  which  are 
being  faced  by  the  Social  Security  Administration,  its 
carriers  and  providers  under  both  Parts  A and  B,  have 
proved  so  difficult  to  solve  that  it  has  not  been  possible 
to  write  regulations  covering  both  Parts  A and  B at 
the  time  we  reached  our  deadline.  Both  carriers.  Blue 
Cross  under  Part  A and  Metropolitan  Life  Insurance 
Company  under  Part  B,  have  given  The  Journal  whole- 
hearted cooperation  in  this  effort  but  the  carriers  feel 
that  an  statement  we  could  make  at  this  time  would 
not  be  complete.  The  Journal  does  plan  to  provide  this 
service  to  you  as  soon  as  final  regulations  are 
available. 


Doctor  Weber 


Doctor  Moore 


Color  Television  to  High  Light 
Annual  Meeting  Sept.  20-22 

A wide  range  of  medical  topics  covered  by  sixteen 
prominent  guest  medical  authorities  and  highlighted 
by  closed  circuit  color  television  presentations,  will 
be  featured  at  the  intensive  postgraduate  program 
offered  to  Kentucky  physicians  at  the  1966  KMA 
Annual  Meeting  at  the  Convention  Center  in  Louis- 
ville September  20-22. 

Everett  H.  Baker,  M.D.,  KMA  president  and 
chairman  of  the  Council  on  Scientific  Assembly, 
who  released  further  details  of  the  program,  said 
that  “the  Council  and  its  Scientific  Program  Com- 
mittee have  taken  great  care  to  ensure  that  the 
program  will  be  one  of  the  finest  ever  presented  by 
KMA”.  Roderick  Macdonald,  Jr.,  MD.,  Louisville, 
is  chairman  of  the  Program  Committee. 

Doctor  Baker  announced  that  there  will  be  four- 
and-a-half  hours  of  color  television,  presented  by 
Smith  Kline  and  French  Laboratories  in  conjunction 
with  the  general  sessions,  which  will  originate  at 
the  University  of  Louisville  Medical  Center.  Partici- 
pants on  the  television  panels  will  include  local  and 
guest  speakers. 

The  KMA  president  also  released  information  on 
three  out-of-state  speakers  who  will  take  part  in  the 
general  scientific  sessions  as  the  guests  of  various 
specialty  groups.  Additional  speakers  will  be  listed 
in  later  issues  of  The  Journal. 

Robert  W.  Weber,  M.D.,  Salina,  Kans.,  the  guest 
of  the  Kentucky  Academy  of  General  Practice,  will 
speak  on  “Antibiotic  Complications”  at  the  Thurs- 
day, September  22,  morning  general  session.  That 
afternoon  he  will  speak  before  his  host  group  on  a 
topic  not  yet  announced.  Doctor  Weber  is  an  assistant 
clinical  professor  of  medicine  at  the  University  of 
Kansas. 

He  formerly  was  assistant  professor  of  medicine 
(Continued  on  next  page) 
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and  microbiology  at  the  University  of  Kansas  from 
1957-1961.  After  his  graduation  from  the  same 
school,  he  completed  his  internship  at  the  University 
of  Wisconsin  and  returned  to  Kansas  for  postgraduate 
training.  He  is  a fellow  of  the  American  College  of 
Physicians. 

Willis  E.  Brown,  M.D..  professor  and  head  of  the 
department  of  obstetrics  and  gynecology  at  the  Uni- 
versity of  Arkansas  Medi- 
cal Center,  Little  Rock, 
will  be  the  guest  of  the 
Kentucky  Obstetrical  and 
Gynecological  Society 
and  will  discuss  “Pre- 
mature Rupture  of  the 
Membranes  and  Effect  on 
the  Fetus”  at  the  First 
General  Session  Monday 
morning,  September  20. 

Doctor  Brown’s  topic 
at  the  meeting  of  the  Ob- 
Gyn  Society  that  after- 
noon has  not  been  announced.  A former  faculty  mem- 
ber at  the  Universities  of  Michigan,  Nebraska  and 
Iowa,  he  received  his  medical  degree  from  the  Uni- 
versity of  Michigan  in  1939.  He  is  a former  member 
of  the  executive  board  of  the  American  College  of 
Obstetricians  and  Gynecologists. 

George  E.  Moore,  M.D.,  director  and  chief  of 
surgery  at  Roswell  Park  Memorial  Institute  at  Buf- 
falo, N.Y.,  will  be  the  guest  of  the  Kentucky  Chapter, 
American  College  of  Surgeons.  His  topic  at  the 
Thursday  morning  general  scientific  session  will  be 
“.Anticancer  Agents”.  No  topic  has  been  announced 
for  the  specialty  session  that  afternoon. 

Doctor  Moore,  who  also  serves  as  research  pro- 
fessor of  biology  and  director  of  the  Roswell  Park 
Division  of  the  graduate  school  of  the  State  Univer- 
sity of  New  York,  was  graduated  in  1947  from  the 
University  of  Minnesota  School  of  Medicine,  where 
he  received  his  Ph.D.  in  surgery  in  1950. 

Nation’s  Physician  Population 
To  Reach  Record  High  In  ’66 

A record  high  of  300,000  physicians  in  the  United 
States  will  be  reached  this  year  when  medical  schools 
graduate  their  1966  classes.  Kentucky’s  contribution 
of  more  than  150  new  physicians  will  come  from  the 
medical  schools  at  the  University  of  Louisville  and 
the  University  of  Kentucky. 

The  Council  on  Medical  Education  of  the  Ameri- 
can Medical  Association  predicts  that  by  1975  there 
will  be  one  physician  for  every  638  people,  and  by 
1985  that  ratio  will  have  improved  still  further  to 
one  physician  for  every  619  people. 

In  addition  to  the  construction  of  many  new  schools 
in  recent  years,  there  has  been  an  expansion  of  stu- 
dent capacity  of  the  older  schools.  The  AM  A has 
long  urged  more  public  and  private  financing  of  medi- 
cal school  expansion  and  construction,  according  to 
the  Council. 


DrclDr  Maddox  Doctor  Bryan 


Dr.  Bryan  Named  President-Elect 
Of  KAGP;  Dr.  Maddox  Honored 

Thornton  E.  Bryan  M.D,.  Cadiz,  was  named  presi- 
dent-elect of  the  Kentucky  Academy  of  General  Prac- 
tice, and  Paul  F.  Maddox,  M.D.,  Campton,  received 
the  “Doctor-Citizen  of  the  Year”  award  during  the 
KAGP’s  annual  business  and  scientific  assembly  May 
10-15  in  Louisville. 

Doctor  Bryan  will  succeed  Robert  M.  Sirkle,  M.D., 
Lexington,  who  took  office  during  the  same  meeting. 

The  new  president-elect,  a native  of  Frankfort,  re- 
ceived his  B.S.  degree  in  1949  from  the  University 
of  Kentucky,  and  was  graduated  from  the  University 
of  Louisville  School  of  Medicine  in  1954.  Following 
an  internship  at  Philadelphia  General  Hospital,  he 
went  to  Cadiz  in  1955. 

Doctor  Bryan,  who  is  president  of  the  Trigg  County 
Medical  Society,  has  served  as  a vice-president  of  the 
K.AGP,  and  was  a member  of  the  Board  of  Directors 
when  elected  to  his  new  office.  He  is  president  of 
the  Trigg  County  Tuberculosis  and  Respiratory  Dis- 
ease Association  and  president  of  the  local  Rotary 
Club. 

Doctor  Maddox  who  has  been  called  the  busiest 
physician  in  the  country,  is  the  only  one  in  Campton 
and  Wolfe  County,  where  he  has  practiced  since 
1953.  He  was  graduated  in  1952  from  the  University 
of  Louisville  School  of  medicine  and  interned  at 
Good  Samaritan  Hospital  in  Lexington. 

He  is  chairman  of  the  Board  of  Bethany  Children’s 
Home  at  Bethany,  a member  of  the  Board  of  Hazel 
Green  Academy,  former  president  of  the  Wolfe  Coun- 
ty Kiwanis  Club,  and  is  active  in  religious  and  politi- 
cal work.  He  has  served  three  times  as  mayor  of 
Campton. 

A total  of  330  physicians  registered  for  the  meet- 
ing at  the  Kentucky  Hotel,  breaking  the  previous 
record  attendance. 

TVMA  to  Meet  in  September 

The  annual  meeting  of  the  Tennessee  Valley  Medi- 
cal Assembly  has  been  scheduled  for  September  26- 
27  at  the  Tivoli  Theater,  Chattanooga.  Further  in- 
formation may  be  obtained  by  writing  to  William 
Robert  Fowler,  M D.,  Chairman,  109  Medical  Arts 
Building,  Chattanooga,  Tenn.  37402. 


Doctor  Brown 
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Dr.  Edeien  Elected  President 
Of  Ky.  Surgical  Society 

Charles  M.  Edeien,  M.D.,  Louisville,  was  elected 
president  of  the  Kentucky  Surgical  Society  at  its 
May  13-14  meeting  at  French  Lick,  Ind.  He  succeeds 
Rudolf  J.  Noer,  M.D.,  Louisville. 

Blaine  Lewis,  M.D.,  Louisville,  Society  secretary, 
reported  that  nearly  100  physicians  and  their  guests 
were  registered  for  the  meeting,  which  was  regarded 
among  the  best  the  group  has  held. 

Other  officers  elected  during  the  business  meeting 
were  Richard  Weddle,  M.D.,  Somerset,  vice-president; 
and  Delmas  M.  Clardy,  M.D.,  Hopkinsville,  chair- 
man of  the  Council.  Doctor  Lewis  is  to  continue  in 
office  for  two  more  years. 

The  limited-membership  organization  elected  two 
new  members,  Charles  B.  Wilson,  M.D.,  Lexington, 
and  Joseph  E.  Kutz,  M.D.,  Louisville,  bringing  the 
total  membership  to  125. 

Angus  D.  McLachlin,  M.D.,  professor  and  chair- 
man of  the  department  of  surgery  at  the  University 
of  Western  Ontario,  London,  Ont.,  was  the  main 
guest  speaker  on  the  scientific  program,  which  in- 
cluded the  presentation  of  16  papers. 

Next  year’s  meeting  has  been  tentatively  scheduled 
for  Park  Mammoth  Resort. 


Rural  Scholarship  Loans  Awarded; 
Board  Creates  New  Loan  Plan 

Eleven  new  loans  and  more  than  20  renewal 
loans  were  granted  by  the  Rural  Kentucky  Medical 
Scholarship  Fund  Board  of  Trustees  at  its  May  18 
meeting  in  Louisville,  according  to  C.  C.  Howard, 
M.D.,  Glasgow,  chairman  of  the  Fund’s  Executive 
Committee. 

Doctor  Howard  also  announced  the  inauguration  of 
a new  program  designed  to  encourage  young  physi- 
cians to  enter  practice  in  areas  of  the  state  critically 
in  need  of  their  services.  The  Board  meeting  marked 
the  20th  anniversary  of  the  establishment  of  the 
Fund  and  of  Doctor  Howard’s  chairmanship. 

The  new  phase  of  the  Scholarship  plan  involves 
the  loan  of  $1,000  to  a physician  entering  practice  to 
establish  his  office  in  one  of  ten  counties  designated 
as  “semi-critical”.  These  loans  are  to  be  differentiated 
from  those  for  $2,000  going  toward  the  establishment 
of  practice  in  one  of  the  ten  “critical”  counties. 

Critical  counties  are:  Carter,  Crittenden,  Knott, 
Lewis,  Magoffin,  Martin,  Metcalfe,  Powell,  Rock- 
castle and  Wolfe.  The  newly-designated  “semi- 
critical”  counties  are:  Breathitt,  Butler,  Clay,  Estill, 
Jackson,  L.eslie,  Lincoln,  Meade,  Owen  and  Owsley. 
Counties  are  selected  on  the  basis  of  information 
supplied  by  KMA  and  the  State  Board  of  Health. 

The  $2,000  loans  are  forgiven  in  amounts  of  $500 
per  year  for  each  year  of  practice  in  a critical  county. 
The  $1,000  loans  are  forgiven  in  amounts  of  $250 
per  year  for  practice  in  semi-critical  counties. 

Of  the  1 1 new  loans  awarded  at  the  Board  meeting, 
seven  were  for  $2,000  to  students  agreeing  to  practice 
in  critical  counties  on  completion  of  their  training. 
This  is  an  increase  from  one  such  loan  awarded  last 


year.  Four  regular  first  loans  of  $1,300  were  awarded, 
to  be  repaid  at  a rate  of  2%  interest  to  maturity, 
when  the  rate  increases  to  6%.  Five  loans  are  pending 
approval. 

Of  the  total  of  280  loans  granted  since  the  in- 
ception of  the  Fund,  129  recipients  are  now  in 
practice  in  80  of  Kentucky’s  120  counties.  Doctor 
Howard  reported.  Eight  are  located  in  critical 
counties. 

During  the  meeting  the  chairman  expressed  his 
appreciation  to  Kentucky  Governor  Edward  T. 
Breathitt,  Health  Commissioner  Russell  E.  Teague, 
M.D.,  and  the  General  Assembly  for  their  continued 
support  of  the  Rural  Medical  Scholarship  Fund 
program. 


Pratt  Named  President-Elect 
Of  Ky.  Hospital  Assn. 

John  C.  Pratt,  administrator  of  Good  Samaritan 
Hospital  in  Lexington,  was  chosen  president-elect  of 
the  Kentucky  Hospital  Association  during  the  April 

25-28  annual  convention 
in  Louisville. 

He  will  take  office  in 
1967,  succeeding  Ran- 
dall C.  Eli,  Ashland, 
who  was  installed  at  the 
April  meeting. 

A native  of  Duluth, 
Mr.  Pratt  received  his 
bachelor’s  degree  in  busi- 
ness administration  and 
his  master’s  in  hospital 
administration  from  the 
University  of  Minneso- 
ta. He  was  formerly  associated  with  Harper  Hospital 
in  Detroit  and  Flower  Hospital  in  Toledo,  and  went 
to  Lexington  from  the  Bronson  Methodist  Hospital 
in  Kalamazoo. 

Approximately  1,470  registered  for  the  annual  ses- 
sion, held  at  the  Kentucky  Hotel. 


George  A.  Sehlinger,  M.D.,  center,  Louisville,  chairman  of 
KMA  Council  on  Medical  Education  and  Hospitals,  presents 
checks  to  William  R.  Willard,  M.D.,  left.  Dean  of  the  U.  of 
K.  College  of  Medicine  and  Donn  L.  Smith,  M.D.,  right. 
Dean  of  the  U.  of  L.  School  of  Medicine.  The  checks  were 
for  $4,178.18  and  $8,981.02,  to  the  U.  of  K.  and  the 
U.  of  L.,  respectively. 
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D.  Lane  Tynes,  Blue  Cross  Head, 
Receives  Hospital  Assn.  Award 

D.  Lane  Tynes,  Louisville,  president  of  Blue  Cross 
Hospital  Plan,  Inc.,  and  executive  director  of  Ken- 
tucky Physicians  Mutual,  Inc.,  received  the  Kentucky 

Hospital  Association’s 
Distinguished  Service 
Award  on  April  26  at  the 
KHA  President’s  Lunch- 
eon during  its  annual 
meeting  in  Louisville. 

The  award  was  given 
to  Mr.  Tynes  in  recogni- 
tion of  his  contribution 
in  the  establishment  of 
the  Blue  Cross  prepay- 
ment plan  in  Kentucky. 

Mr.  Tynes  He  is  also  a past  recipi- 

ent of  the  Kentucky  Medical  Association’s  R.  Haynes 
Barr  Award  given  to  the  lay  person  who  has  con- 
tributed most  to  medicine  and  health  programs  in  the 
state. 

Blue  Cross,  then  called  the  “Community  Hospital 
Service”,  was  founded  in  1938  under  Mr.  Tynes’  direc- 
tion. He  came  to  Louisville  from  Ashland,  where  he 
had  headed  a similar  prepayment  plan.  He  is  a native 
Texan  and  a graduate  of  the  University  of  Texas, 
and  former  all  American  football  player. 

Interim  Meeting  Events 

(See  Opposite  Page) 

1.  KMA  WOMAN’S  AUXILIARY  officers  met  during  the 
KMA  Interim  Meeting  at  DuPont  Lodge,  Cumberland  Falls, 
April  13-14  to  discuss  plans  for  the  coming  year.  From 
left  to  right  are  Mrs.  Earl  Roles,  Louisville,  parliamentarian; 
Mrs.  Robert  Salisbury,  Mt.  Sterling,  president;  Mrs.  Ray- 
mond Jones,  Louisville,  president-elect;  and  Mrs.  J.  Mur- 
ray Kinsman,  Louisville,  past  president. 

2.  AMA  PRESIDENT  James  Z.  Appel,  M.D.,  Lancaster,  Pa., 
second  from  left,  presented  plaques  to  three  Kentucky 
physicians  in  recognition  of  their  volunteer  services  in 
Vietnam  under  the  auspices  of  Project  Vietnam  and 
CARE-MEDICO.  Receiving  the  AMA  awards  are,  from  left, 
George  F.  Brockman,  M.D.,  Greenville;  S.  Pearson  Auer- 
bach, M.D.,  Louisville,  and  Charles  C.  Kissinger,  M.D., 
Henderson. 

3.  KMA  OFFICIALS  pose  at  the  Interim  Meeting  with  AMA 
President  James  Z.  Appel,  M.D.,  center.  From  left  are: 
George  F.  Brockman,  M.D.,  Greenville,  speaker  of  the 
House  of  Delegates;  Hubert  C.  Jones,  M.D.,  Berea,  chair- 
man of  the  Board  of  Trustees;  Doctor  Appel;  Robert  C. 
Long,  M.D.,  Louisville,  former  KMA  delegate  to  the  AMA 
ond  now  a member  of  the  AMA  Board  of  Trustees;  and 
Robert  E.  Pennington,  M.D.,  London,  KMA  president-elect. 
Doctor  Appel  spoke  at  the  April  14  luncheon  session. 

4.  MEDICARE  was  the  topic  of  a discussion  presented  at 
the  meeting  of  the  KMA  Board  of  Trustees  April  1 3 at 
Cumberland  Falls  by  General  Paul  I.  Robinson,  M.D.,  vice- 
president  and  chief  medical  director  of  Metropolitan  Life 
Insurance  Company  of  New  York,  carrier  for  Kentucky  of 
Part  B,  Title  XVIII,  of  PL  89-97.  With  Doctor  Robinson, 
center,  are,  from  left:  Everett  H.  Baker,  M.D.,  Louisville, 
KMA  president;  Henry  B.  Asman,  M.D.,  Louisville,  secre- 
tary; George  W.  Pedigo,  Jr.,  M.D.,  vice-president,  who 
represented  medicine’s  point  of  view  during  the  discuss'on; 
and  Robert  E.  Pennington,  M.D.,  London,  president-elect. 


NEWS  ITEMS 


Robert  M.  Wooldridge,  M.D.,  formerly  of  Paducah, 
has  opened  an  office  at  Grand  Rivers,  where  he 
will  be  in  general  practice.  Doctor  Wooldridge  was 
graduated  in  1949  from  the  University  of  Louisville 
School  of  Medicine  and  interned  at  Nashville  Gen- 
eral Hospital.  He  served  a year  as  an  anesthesiology 
resident  at  Vanderbilt  Hospital  before  going  to 
Paducah. 

Richard  E.  Mardis,  M.D.,  Lousville,  was  elected 
president  April  22  of  the  Kentucky  TB  and  RD 
Association.  He  succeeds  E.  N.  Maxwell,  m.d.,  also 
of  Louisville,  who  has  been  president  for  the  past 
two  years. 

David  M.  Greeley,  M.D.,  formerly  medical  director 
of  the  Daniel  Boone  Clinic  at  Harlan,  has  been 
named  director  of  medical  care  and  medical  facilities 
planning  for  the  Chicago  Board  of  Health. 

T.  R.  Brandstetter,  M.D.,  has  Started  general  prac- 
tice at  Salem,  where  he  is  associated  with  Roscoe 
Faulkner,  M.D.  Doctor  Branstetter,  a 1962  graduate 
of  the  University  of  Louisville  School  of  Medicine, 
interned  at  the  U.S.  Naval  Hospital  in  San  Diego, 
and  recently  completed  his  military  service  as  a 
Naval  Flight  Surgeon. 

Murray  A.  Diamond,  M.D.,  formerly  of  Lexington,  re- 
ceived the  U.S.  Public  Health  Service’s  Meritorious 
Service  Medal  on  April  7.  Now  assistant  surgeon 
general  in  the  Public  Health  Service,  Doctor  Diamond 
was  medical  officer  in  charge  of  the  USPHS.  Hos- 
pital in  Lexington  and  associate  clinical  professor  of 
psychiatry  at  the  University  of  Kentucky. 

Appointed  on  Reference  Committee 

As  we  went  o press  it  was  learned  that  Carroll  L. 
Witten,  M.D.,  Louisville  has  been  appointed  to  serve 
on  the  AMA’s  reference  committee  on  miscellaneous 
business  during  the  annual  meeting  in  Chicago,  June 
27-30. 

Dr.  Witten,  immediate  past  president  of  the  Ken- 
tucky Association  of  General  Practitioners  and  presi- 
dent of  the  American  Academy  of  General  Practice 
is  a delegate  from  the  AMA’s  section  of  general 
practice. 

KMA  Membership  Grows  as  13  New 
Names  are  Added  to  Roll 

Thirteen  new  members  joined  the  KMA  recently, 
according  to  the  membership  department.  Six  of  the 
new  members  are  from  Louisville.  They  include:  Wil- 
liam D.  Caso,  M.D.;  Bob  M.  Deweese.  M.D.;  Sidney 
G.  Marcum,  M.D.;  Patrick  P.  O’Connor,  M.D.;  Rob- 
ert R.  O'Connor,  M.D.;  and  Ronald  L.  Rogers,  M.D. 

Also  listed  were:  Okey  H.  Sanford,  Jr.,  M.D., 
Ashland;  L.  B.  Craycraft,  M.D.,  and  D.  H.  Donahoe, 
M.D.,  Catlettsburg;  and  William  Bauer,  M.D.,  and 
Dan  A.  Martin,  M.D.,  Madisonville. 

Other  new  members  are:  Bohdon  Cymbala.  M.D., 
Henderson;  M.  A.  Greenwell,  Jr.,  M.D.,  Hopkinsville. 
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to  help  relieve  pain 
in  common 
anorectal  disorders 


‘Hon-came' 

Diothane 


Diothane— with  its  chemically  distinct  “non-caine”  anesthetic 
agent  diperodon— provides  effective  temporary  topical  anes- 
thetic and  emollient  actions  for  soothing  relief  of  anorectal 
pain.  Anesthetic  activity  is  effective  and  relatively  prolonged; 
sensitization  is  infrequent.  Reports  to  Merrell  on  1,500  patients 
treated  pre-  and  postoperatively  with  Diothane  Ointment, 
indicate  only  22  developed  local  skin  reactions.  Reactions  to 
Diothane  have  been  burning  or  stinging  sensations  and  a few 
cases  of  allergic  manifestations.  An  additional  advantage: 
Diothane  Ointment  and  Suppositories  are  mildly  antiseptic. 
Prescribe  or  recommend  either  form . . . both  are  now  available. 


DIOTHANE  OINTMENT 

COMPOSITION: 
diperodon  1.0%;  oxyquinoline 
benzoate  0.1%  in  a special  oint- 
ment base. 

INDICATIONS: 

Provides  temporary  palliation  of 
pain  that  may  result  from  hemor- 
rhoidectomy and  from  common 
anorectal  disorders  such  as  hemor- 
rhoids, anal  fissures,  pruritus  ani. 


DIOTHANE  SUPPOSITORIES 

COMPOSITION: 

Each  suppository,  -weighing  ap- 
proximately 2.6  Gm.,  contains 
diperodon  1.0%;  urea  10.0%; 
oxyquinoline  benzoate  0.1%  in  a 
special  hydrophilic  suppository 
base.  A unique  shape  keeps  the 
suppository  in  intimate  contact 
with  mucous  membranes. 

INDICATIONS: 

Provide  for  temporary  palliation 
of  pain  caused  by  hemorrhoids 
and  pruritus  ani. 

^Merrell^ 


THE  WM.  S.  MERRELL  COMPANY 
Division  of  Richardson-Merrell  Inc. 
Gncinnati,  Ohio  45215/Weston,  Ontario 


I 
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she  can  say  "No  thank  you" 
to  the  crepes  suzette. 


'Dexamyl'  does  more  than  most  anorectics.  Be- 
cause it  curbs  appetite  and  lifts  mood,  'Dexamyl' 
can  encourage  the  discouraged  dieter  to  stay 
on  her  diet. 

The  mood  lift  with  'Dexamyl'  can  make  the  dif- 
ference between  the  success  or  failure  of  her 
diet  plan. 

Formulas:  Each  'Dexamyl'  Spansule®  Capsule  (brand  of  sustained 
release  capsule)  No.  1 contains  10  mg.  of  Dexedrine®  (brand  of 
dextroamphetamine  sulfate)  and  1 gr.  of  amobarbital,  derivative  of 
barbituric  acid  [Warning,  may  be  habit  forming).  Each  'Dexamyl' 
Spansule  capsule  No.  2 contains  15  mg.  of  Dexedrine  (brand  of 
dextroamphetamine  sulfate)  and  IV2  gr.  of  amobarbital  [Warning, 
may  be  habit  forming]. 

Principal  cautions  and  side  effects:  Use  with  caution  in  patients 

hypersensitive  to  sympathomimetics  or  barbiturates  and  in  coronary 
or  cardiovascular  disease  or  severe  hypertension.  Insomnia,  excit- 
ability and  increased  motor  activity  are  infrequent  and  ordinarily 
mild. 

Before  prescribing,  see  SK&F  product  Prescribing  Information. 


Smith  Kline  & French  Laboratories 
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CHARLES  G.  BRYANT,  M.D.,  Louisville,  center,  installed  the  new  officers  of  the  Kentucky  State  Association  of  Medical 
Assistants  during  the  group's  annual  meeting  in  Louisville  May  14  and  15.  Pictured  with  Doctor  Bryant  are,  from  left,  Mrs. 
Jane  Burks,  vice-president;  Mrs.  Virginia  Applegate,  president-elect;  Miss  Tina  Gates,  president;  Mrs.  Hulda  Upton,  treasurer; 
Miss  Louise  Jobe,  recording  secretary;  and  Mrs.  Donna  Willis,  corresponding  secretary. 


Ky.  Assn,  of  Medical  Assistants 
Elects  Miss  Gates  President 

At  the  Fourth  Annual  Meeting  of  the  Kentucky 
State  Association  of  Medical  Assistants  held  May  14- 
15  in  Louisville,  Miss  Tina  Gates  was  installed  as 
president,  succeeding  Mrs.  Wanda  Taylor.  The  As- 
sociation named  Mrs.  Virginia  Applegate  president- 
elect. All  are  from  Louisville. 

Everett  H.  Baker,  M.D.,  Louisville,  KMA  presi- 
dent, was  the  featured  speaker  at  the  luncheon  on 
Sunday.  George  F.  Brockman,  M.D.,  Greenville, 
speaker  of  the  KMA  House  of  Delegates,  presented 
a series  of  slides  on  Vietnam  at  the  Saturday  after- 
noon session.  Speaker  at  the  banquet  on  Saturday 
night  was  Eugene  H.  Conner,  M.D.,  Louisville. 

Other  officers  elected  at  the  meeting  were:  vice- 
president,  Mrs.  Jane  M.  Burks,  Elizabethtown;  record- 
ing secretary.  Miss  Louise  Jobe,  Elizabethtown;  treas- 
urer, Mrs.  Hulda  Upton,  Louisville;  and  correspond- 
ing secretary,  Mrs.  Donna  Willis,  Louisville. 

Two  awards  were  given  at  the  meeting.  One,  for 
the  largest  membership  percentage  increase  from 
January  through  April  15,  was  won  by  the  Warren- 
Barren-Edmonson  county  group.  The  other  award, 
given  for  the  largest  percentage  of  membership  at- 
tendance, went  to  the  Hardin-Larue  county  group. 

AMA  to  Sponsor  Conference  On 
Medical  Aspects  of  Sports 

The  Eighth  National  Conference  on  the  Medical 
Aspects  of  Sports,  sponsored  by  the  American  Medi- 
cal Association’s  Committee  on  the  Medical  Aspects 
of  Sports,  will  be  held  in  Las  Vegas  at  Caesar’s 
Palace  on  November  27. 

Included  will  be  forums  and  discussion  sections 
relating  to  criteria  for  immediate  management  of 
knee  injuries,  resources  for  grass  roots  supervision 
of  sports,  and  many  others. 
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The  Conference  is  open  to  key  nonmedical  athletic 
personnel  as  well  as  interested  physicians.  For  further 
information  write  to  the  Secretary,  Committee  on 
the  Medical  Aspects  of  Sports,  American  Medical 
Association,  535  N.  Dearborn  St.,  Chicago,  111., 
60610. 

State  Presidents  to  Meet  June  26 

Everett  H.  Baker,  M.D.,  Louisville,  KMA  presi- 
dent, will  head  the  list  of  KMA  officers  attending 
the  annual  Conference  of  Presidents  and  Other  Of- 
ficers of  State  Medical  Societies  at  9:30  a.m.  Sun- 
day, June  26  at  the  Palmer  House  in  Chicago. 
Australian  Medical  Association  President  Angus 
Murray,  M.D.,  and  former  U.S.  Vice-President  Rich- 
ard M.  Nixon,  will  be  the  two  featured  speakers. 
The  meeting  is  held  in  conjunction  with  the  AMA 
meeting. 

Kentucky  Physicians  Honored 
on  Doctor’s  Day,  March  30 

Doctor’s  Day  was  observed  by  many  county  auxil- 
iaries on  March  30.  The  day  set  aside  each  year  to 
honor  physicians  is  the  anniversary  of  the  date  in 
1842  when  Crawford  W.  Long,  M.D.,  first  used  ether 
as  an  anesthetic  agent  in  a surgical  operation. 

To  honor  the  physicians  of  Whitley  County,  the 
auxiliary  sponsored  a Health  Careers  Day,  presented 
each  doctor  with  a red  carnation,  and  put  miniature 
black  doctor’s  bags  on  patient’s  trays  at  Southeastern 
Kentucky  Baptist  Hospital. 

Members  of  the  Boyd,  Carter,  and  Greenup  Medi- 
cal Auxiliary  presented  a check  honoring  physicians 
of  the  three  counties  to  the  AMA’s  Education  Re- 
search Foundation. 

Doctor’s  Day  in  Barren  County  was  highlighted 
with  a dinner  at  the  Glasgow  Country  Club  where 
(Continued  on  page  524) 
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MEN’S 

SHOP 


...  in  the 

SOUTHERN  OPTICAL  BUILDING,  640 

S.  4th  St.,  between  Broadway  and  Chestnut . . . 
where  a man  is  king.  In  its 
masculine  surroundings,  you’ll  experience 
the  same  comfort  while  being  fitted 
for  glasses  as  you  do  when  being  fitted 
for  clothes. 


SOUTHERN  OPTICAL  BLOG  . 640  S.  4th 
(Midway  between  Broadway  & Chestnut) 
MEDICAL  ARTS  BLDG  . Eastern  Parkway 
ST.  MATTHEWS.  Wallace  Center 
MEDICAL  TOWERS  BLOG  . Floyd  & Gray 
CONTACT  LENSES.  640  S.  4th 


Contact  Lens  and  Artificial  Eye  Service  on  Opthamologist’s  Prescription  Only 


Founded  in  1904 

Highland  Hospital,  Inc. 

ASHEVILLE,  NORTH  CAROLINA 
Affiliated  with  Duke  University 


..ontact:  Medical  Director,  Highland  Hospital,  Asheville, 
V.C.  28801 


A non-profit,  psychiatric  institution,  offering  therapeutic 
milieu,  group  and  individual  psychotherapy,  and  standard 
somatic  treatments.  Limited  day-patient  and  out-patient  serv- 
ices. The  hospital  is  located  in  a 75-acre  park  amid  the 
scenic  beauties  of  the  Smoky  Mountain  Range  of  Western 
North  Carolina,  affording  exceptional  opportunity  for 
physical  and  emotional  rehabilitation. 
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(Continued  from  page  522) 
each  physician  was  presented  with  a red  carnation. 
Members  of  the  Bell  County  Medical  Society  hon- 
ored their  physicians  by  putting  a red  carnation  on 
each  doctor’s  desk  at  the  Appalachian  Regional  Hos- 
pital. 

A book  entitled,  “Doctors  to  the  World”  by  Morgan 
was  presented  to  the  Fulton  Public  Library  by  mem- 
bers of  the  Fulton  County  Medical  Society  to  com- 
memorate the  day.  Physicians  also  were  guests  of 
honor  at  a dinner  at  the  Park  Terrace. 

Jefferson  County’s  physicians  were  honored  at  a 
dinner  dance  at  the  Executive  Inn  in  Louisville. 
Somerset  and  Pulaski  County  physicians  were  guests 
of  the  Woman’s  Auxiliary  to  the  Pulaski  County  Med- 
ical Society  at  the  First  Christian  Church. 


Medical  School  News 


Land  Purchased,  Tuition  Raised 
at  U.  of  L.  Med  School 

Recent  developments  at  the  University  of  Louis- 
ville School  of  Medicine  include:  purchase  of  addi- 
tional land  in  the  medical  center,  an  increase  in 
medical  school  tuition,  and  two  faculty  resignations. 

The  School’s  board  of  trustees  approved  the  pur- 
chase of  additional  land  for  the  medical-dental  teach- 
ing and  research  complex  at  a cost  of  $760,000.  The 
entire  building  complex  is  to  cost  about  $24  mil- 
lion. U of  L President  said  the  University  needed 
possession  of  the  land  before  it  could  receive  some 
$9  million  in  federal  funds.  It  recently  received  a 
$2.7  million  grant.  The  land  is  bounded  by  Walnut, 
Jackson,  and  Madison  and  the  existing  medical-dental 
research  building,  on  the  west. 

Medical  school  tuition  will  increase  from  $1,050 
to  $1,200  for  residents  and  $1,525  to  $1,700  for 
nonresidents.  In  the  medical  school  residency  status 
is  extended  to  all  residents  of  Kentucky. 

Resignations  were  accepted  from  William  L.  Miller, 
M.D.,  as  assistant  professor  of  pathology,  and  Jo 
Anne  Sexton,  M.D.,  as  assistant  professor  of  pedi- 
atrics. 

Special  Infant  Care  Program  Set 
For  Nurses,  M.D.s,  at  U.  of  K. 

A specal  two-week  educational  program  in  the 
care  of  premature  infants  and  other  newborns  who 
require  special  care  will  be  offered  to  Kentucky  nurses 
and  physicans  at  the  U.  of  K.  Medical  Center  July 
18-29. 

The  department  of  pediatrics  and  the  College  of 
Nursing  at  the  University,  in  cooperation  with  the 
Division  of  Maternal  and  Child  Health  of  the  State 
Department  of  Health,  is  sponsoring  the  course  for 
those  actively  engaged  in  the  care  of  the  newborn. 

Nurses  will  attend  the  full  two  weeks;  physicians, 
the  last  two  days.  For  further  information,  write  to 
Robert  A.  Beargie,  M.D.,  Dept,  of  Pediatrics,  Univer- 
sity of  Kentucky  Medical  Center,  Lexington,  Ky. 
40506. 


Bamadex®  Sequels® 

Contraindications:  In  hyperexcitability  and  in  agi- 
tated prepsychotic  states.  Previous  allergic  or 
idiosyncratic  reactions. 

Precautions:  Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetic  compounds,  who 
have  coronary  or  cardiovascular  disease,  or  are 
severely  hypertensive. 

Dextro-amphetamine  sulfate:  Use  by  unstable  in- 
dividuals may  result  in  psychological  dependence. 

Meprobamate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised;  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use 
in  susceptible  persons,  e.g.  alcoholics,  former  ad- 
dicts, and  other  severe  psychoneurotics,  has  been 
reported  to  result  in  dependence.  Where  excessive 
dosage  has  continued  for  weeks  or  months,  re- 
duce dosage  gradually.  Sudden  withdrawal  may 
precipitate  recurrence  of  pre-existing  symptoms 
such  as  anxiety,  anorexia,  or  insomnia;  or  with- 
drawal reactions  such  as  vomiting,  ataxia,  trem- 
ors, muscle  twitching  and,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  reduce  dose — operation  of 
motor  vehicles,  machinery  or  other  activity  re- 
quiring alertness  should  be  avoided.  Effects  of 
excessive  alcohol  consumption  may  be  increased 
by  meprobamate.  Appropriate  caution  is  recom- 
mended with  patients  prone  to  excessive  drinking. 
In  patients  prone  to  both  petit  and  grand  mal 
epilepsy  meprobamate  may  precipitate  grand  mal 
attacks.  Prescribe  cautiously  and  in  small  quanti- 
ties to  patients  with  suicidal  tendencies. 

Side  Effects:  Overstimulation  of  the  central  nerv- 
ous system,  jitteriness  and  insomnia  or  drowsiness. 
Dextro-amphetamine  sulfate;  Insomnia,  excita- 
bility, and  increased  motor  activity  are  common 
and  ordinarily  mild  side  effects.  Confusion,  anx- 
iety, aggressiveness,  increased  libido,  and  halluci- 
nations have  also  been  observed,  especially  in 
mentally  ill  patients.  Rebound  fatigue  and  de- 
pression may  follow  central  stimulation.  Other 
effects  may  include  dry  mouth,  anorexia,  nausea, 
vomiting,  diarrhea,  and  increased  cardiovascular 
reactivity. 

Meprobamate:  Drowsiness  may  occur  and  can  be 
associated  with  ataxia,  the  symptom  can  usually 
be  controlled  by  decreasing  the  dose,  or  by  con- 
comitant administration  of  central  stimulants. 
Allergic  or  idiosyncratic  reactions:  maculopapu- 
lar  rash,  acute  nonthrombocytopenic  purpura 
with  petechiae,  ecchymoses,  peripheral  edema 
and  fever,  transient  leukopenia.  A case  of  fatal 
bullous  dermatitis,  following  administration  of 
meprobamate  and  prednisolone,  has  been  re- 
ported. Hypersensitivity  has  produced  fever, 
fainting  spells,  angioneurotic  edema,  bronchial 
spasms,  hypotensive  crises  (1  fatal  case),  anuria, 
stomatitis,  proctitis  (1  case),  anaphylaxis,  agranu- 
locytosis and  thrombocytopenic  purpura,  and  a 
fatal  instance  of  aplastic  anemia,  but  only  when 
other  drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity,  usually 
after  excessive  dosage.  Impairment  of  visual  ac- 
commodation. Massive  overdosage  may  produce 
drowsiness,  lethargy,  stupor,  ataxia,  coma,  shock, 
vasomotor,  and  respiratory  collapse. 
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First  aid  for  a 
button  popper 


Second  aid  for  a 
button  popper 


Bamadex"  Sequels* 

d-amphetamine  sulfate  (15  mg.)  Sustained  Release  Capsules 
and  meprobamate  (300  mg.) 


By  providing  combined  anorexigenic-tranquilizing  action,  BAMADEX  SEQUELS 
Capsules  help  your  nonshrinking  patients  to  establish  new  patterns  of  eating  less. 
The  amphetamine  component  suppresses  the  appetite,  while  the  meprobamate 
helps  allay  nervousness  and  tension.  And  for  most  patients,  the  sustained  release 
of  the  active  ingredients  makes  possible  convenient  one-capsule-a-day  dosage. 


LEDERLE  LABORATORIES  • A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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Dr.  Parr  Elected  to  Berea  Board 

Eugene  Q.  Parr  M.D.,  Lexington,  was  named  to 
the  Board  of  Trustees  of  Berea  College  at  a meeting 
of  the  Board  late  in  April,  according  to  published 
reports. 

A 1946  graduate  of  Berea,  he  received  his  medical 
degree  from  the  University  of  Louisville  in  1952  and 
practiced  in  Berea  from  1953  to  1956.  Following 
residency  training  in  orthopedic  surgery  at  Mayo  Clin- 
ic, Doctor  Parr  entered  practice  at  Lexington.  He  is  a 
clinical  instructor  in  orthopedic  surgery  at  the  Uni- 
versity of  Kentucky. 

Dr.  Fulmer  Heads  Thoracic  Group 

Hugh  S.  Fulmer,  M.D.,  Lexington,  was  installed 
as  president  of  the  Kentucky  Thoracic  Society  at  the 
group’s  annual  spring  business  meeting  late  in  April. 
He  succeeds  Herbert  T.  Ransdell,  Jr.,  M.D.,  Louis- 
ville. 

Other  officers  named  at  the  meeting  were:  E.  R. 
Gernert,  M.D.,  Louisville,  president-elect;  Joseph  H. 
Humpert,  M.D.,  South  Fort  Mitchell,  secretary-treas- 
urer; and  Grover  B.  Sanders,  M.D.,  Louisville,  repre- 
sentative councilor  to  the  American  Thoracic  Society. 

Orthopedic  Society  Meeting  Held 

Robert  D.  Ray,  M.D.,  professor  and  chairman  of 
orthopaedics.  University  of  Illinois,  was  the  featured 
speaker  at  the  Spring  dinner  meeting  of  the  Kentucky 
Orthopedic  Society  and  the  Cincinnati  Orthopedic 
Society  at  the  Springs  Motel,  Lexington,  April  23. 

The  afternoon  program  at  the  University  of  Ken- 
tucky Medical  Center  consisted  of  papers  presented 
by  physicians  and  residents  from  Louisville  and  Lex- 
ington, according  to  David  B.  Stevens,  M.D.,  Lexing- 
ton, president  of  the  Kentucky  Orthopaedic  Society, 
who  presided. 

Blue  Cross  Promotes  Ed  McConnell 

J.  Ed  McConnell,  Louisville,  has  been  promoted  by 
the  Board  of  Trustees  of  the  Kentucky  Blue  Cross 
Plan  at  its  May  16  meeting  to  the  office  of  executive 
vice-president.  He  had  been  serving  as  vice-president 
in  charge  of  external  affairs. 

Mr.  McConnell  came  with  the  Kentucky  Blue  Cross 
Plan,  according  to  D.  Lane  Tynes,  president  of  Blue 
Cross,  who  made  the  announcement,  in  1941  when 
he  began  work  at  Lexington.  Mr.  McConnell  is  also 
assistant  executive  director  of  the  Kentucky  Blue 
Shield  Plan. 

Infant  Mortality  Conference  Set 

The  AMA  National  Conference  on  Infant  Mor- 
tality has  been  scheduled  for  August  12-13  at  the 
Fairmont  Hotel  in  San  Francisco,  according  to  Fred 
V.  Hein,  Ph.D.,  secretary  of  the  AMA  Committee 
on  Maternal  and  Child  Care. 

All  chairmen  and  members  of  all  state  and  county 
maternal  and  child  care,  perinatal  and  maternal 
mortality  committees  are  invited  to  attend.  For  further 


information,  write  the  Secretary,  Committee  on  Ma- 
ternal and  Child  Care,  American  Medical  Association, 
535  N.  Dearborn  St.,  Chicago,  III.,  60610. 

Otolaryngology  Meeting  Scheduled 

The  department  of  otolaryngology  of  the  Illinois 
Eye  and  Ear  Infirmary  and  the  College  of  Medicine 
of  the  University  of  Illinois  at  the  Medical  Center, 
Chicago,  will  conduct  a postgraduate  course  in 
laryngology  and  bronchoesophagology  from  October 
31  through  November  12.  Interested  registrants  may 
write  directly  to  the  Department  of  Otolaryngology, 
College  of  Medicine  of  the  University  of  Illinois  at 
the  Medical  Center,  P.O.  Box  6998,  Chicago,  111., 
60680. 


KMA  Council  and 
Committee  Reports 

Ky.  Advisory  Committee  to  Selective  Service 

J.  Duffy  Hancock,  M.D.,  Louisville,  Chairman 
KMA  Headquarters  Office  Friday,  May  6,  1966 

There  have  been  two  recent  meetings  of  the 
physician  members  of  the  Kentucky  Advisory  Com- 
mittee to  Selective  Service  with  Colonel  Everette 
Stephenson  and  members  of  his  staff. 

The  committee  met  on  March  22  at  the  State 
Selective  Service  Headquarters  office  in  Frankfort, 
and  again  on  May  6 at  the  KMA  Headquarters 
office. 

At  both  meetings,  Kentucky  physicians  whose  clas- 
sifications have  been  changed  from  2A  to  lA  were 
considered  in  depth.  In  order  to  maintain  a balance 
in  distribution  to  take  care  of  the  civilian  popula- 
tion, some  were  necessarily  left  in  2A. 

In  other  areas  where  coverage  seemed  more  ade- 
quate, it  was  considered  imperative  to  reclassify  some 
of  the  physicians. 

KMA  Technical  Advisory  Committee 
on  Indigent  Medical  Care 

C.  C.  Waldrop,  M.D.,  Williamstown,  Chairman 
KMA  Heodquarters  Office  Monday,  April  11,  1966 

The  KMA  Technical  Advisory  Committee  on  In- 
digent Medical  Care  met  on  April  11,  1966,  to 
(Continued  on  page  529) 

FOR  SALE:  Satisfying  general  prac- 
tice in  pleasant  town  of  1400  in  West- 
ern Kentucky,  grossing  $49,000.  Area 
developing  in  industry  and  recreation. 
Present  owner  leaving  for  residency. 
Attractive  terms.  Will  introduce. 

Reply  Box  # 15  KMA 
3532  Janet  Avenue 
Louisville,  Ky.  40205 
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Blueprint  for  dealing  with  tension  due  to  stress  — Prolixin— once-a*day 


For  the  patient  who  must  be  on  the  job  mentally  as  well  as  physically,  prescribe 
Prolixin.  The  prolonged  tranquilizing  action  of  as  little  as  one  or  two  mg.  helps 
him  cope  with  tension  all  day  long.  Markedly  low  in  toxicity  and  virtually  free 
from  usual  sedative  effects,  Prolixin  is  effective  in  controlling  both  anxiety 
associated  with  somatic  disorders  and  anxiety  due  to  environmental 
or  emotional  stress.  Patient  acceptance  is  good  — because  Prolixin 
is  low  in  cost,  low  in  dosage  and  low  in  sedative  activity.  Prescribe 
Prolixin. 

Side  Effects,  Precautions,  Contraindications:  As  used  for  anxiety  and  tension,  side 
effects  are  unlikely.  Reversible  extrapyramidal  reactions  may  develop  occasionally.  In 
higher  doses  for  psychotic  disorders,  patients  may  experience  excessive  drowsiness,  visual 
blurring,  dizziness,  insomnia  (rare),  allergic  skin  reactions,  nausea,  anorexia,  salivation, 
edema,  perspiration,  dry  mouth,  polyuria,  hypotension.  Jaundice  has  been  exceedingly  rare. 
Photosensitivity  has  not  been  reported.  Blood  dyscrasias  occur  with  phenothiazines;  routine 
blood  counts  are  recommended.  If  symptoms  of  upper  respiratory  infection  occur,  discon- 
tinue the  drug  and  institute  appropriate  treatment.  Do  not  use  epinephrine  for  hypotension 
which  may  appear  in  patients  on  large  doses  undergoing  surgery.  Effects  of  atropine  may 
be  potentiated.  Do  not  use  with  high  doses  of  hypnotics  or  in  patients  with  subcortical 
brain  damage.  Use  cautiously  in  convulsive  disorders.  Available:  1 mg.  tablets.  Bottles  of 
50  and  500.  For  full  information,  see  Product  Brief. 


Squibb 


Squibb  Quality  — the  Priceless  Ingredient 
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Indications:  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 


An  eminent  role  in 
medical  practice 

Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 

Miltowir 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  In  two  strengths:  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 
xW.  WALLACE  LABORATORIES 
\£f,Cranbury,  N.J.  cm.5J6i 


(Continued  jrom  page  526} 
formulate  a proposal  for  physicians’  services  under 
the  Kentucky  Public  Assistance  Program  for  im- 
plementation of  Title  XIX  of  PL  89-97,  the  “Medi- 
care Act”. 

A recommendation  Avas  made  and  presented  to 
the  KMA  Board  of  Trustees  at  its  Interim  Meeting 
at  Cumberland  Falls  on  April  12-13,  incorporating 
the  use  of  relative  value  units  for  the  reimburse- 
ment of  physicians’  services  under  this  program. 

Guests  in  attendance  at  this  meeting  included 
William  H.  McBeath,  M.D.,  M.P.H.,  Director, 

Division  of  Medical  Care,  and  two  assistants. 

Cancer  Coordinating  Committee 

Condict  Moore,  M.D.,  Louisville,  Chairman 
KMA  Headquarters  April  1 8,  1 966 

The  Cancer  Coordinating  Committee  recently  held 
its  second  meeting  of  the  year  at  the  State  Health 
Department  in  Frankfort.  Also  attending  the  meeting 
were  Russell  Teague,  M.D.,  commissioner  of  health, 
and  other  state  Health  Department  officials. 

A detailed  explanation  was  given  by  health  de- 
partment officials  on  their  proposed  plan  for  a state- 
wide cervical  cancer  program.  Considerable  discussion 
was  held  with  committee  members  suggesting  changes 
in  the  program  as  outlined. 

Members  of  the  committee  also  recommended 
through  proper  KMA  channels  that  a pathologist  and 
a radiologist  be  appointed  to  the  committee  to  repre- 
sent their  respective  specialty  groups. 

Industrial  Medicine  Committee 

Walter  L.  O’Nan,  M.D.,  Henderson,  Chairman 
KMA  Headquarters  Office  April  20,  1966 

Members  of  the  Industrial  Medicine  Committee 
met  recently  at  KMA  Headquarters  Office  for  the 
second  time  this  associational  year.  A comprehensive 
report  was  made  on  the  recently-held  Governor’s  Oc- 
cupational Health  Conference  and  a recommendation 
was  made  that  KMA  continue  to  be  a sponsor. 

Several  other  items  pertaining  to  health  matters 
in  industry  were  thoroughly  discussed  with  recom- 
mendations made  to  the  KMA  Board  of  Trustees. 

Members  also  prepared  the  committee’s  final  re- 
port o be  presented  to  the  House  of  Delegates  in 
September. 


Tuberculosis  Committee 

Joseph  Humpert,  M.D.,  Mitchell,  Chairman 
KMA  Headquarters  Office  April  17,  1966 

The  KMA  Tuberculosis  Committee  met  recently 
in  the  Headquarters  office  and  discussed  in  detail 
the  TB  Eradication  Program  under  way  in  the  state. 
It  was  reported  that  the  testing  program  among 
school  children  is  being  well  received  and  since 
September  1964.  the  beginning  of  the  program, 
137,000  children  and  school  personnel  have  been 
tested.  The  program  to  date  has  found  23  cases 
of  active  infectious  tuberculosis  and  32  cases  of 
primary  tuberculosis. 

(Continued  on  page  532) 
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The  discomforts  of 

DIARRHEA 
MUCOUS  COLITIS 
DIVERTICULITIS 
SPASTIC  URETERITIS 
BLADDER  SPASM 

are  relieved  by 

direct  musculotropic  action 

with 


Available  in  100  milligram  pink  sugar- 
coated  tablets. 

The  high  therapeutic  index  permits  dos- 
age sufficient  to  relieve  spasm  promptly. 
The  usual  initial  dose  is  4 tablets.  Main- 
tenance dosage  is  usually  one  or  two 
tablets  4 times  a day. 


Trocinate 


I THIPHENAMIL  HCl 

BETA-OIETHYLAMINOETHYL  OIPHENYLTHIOACETATE  HYOROCHLORIOE 

Directly  relaxes  smooth  muscle  spasm 
Combats  hypermotility 
N on-mydriatic,  may  be  used  in  glaucoma 

Trocinate  (Thiphenamil  HCl)  has  been  found 
in  three  clinical  studies.  (J.  Mo.  Med.  Assoc., 
48:685-6;  Med.  Rec.  & Annals.  43:1104-6;  J. 
Urol.,  73:487-93),  to  be  effective  and  to  be  vir- 
tually free  of  side-effects.  Fifteen  years  of  wide 
clinical  usage  has  affirmed  the  safety  and  effec- 
tiveness of  Trocinate. 

DISPENSED  IN  BOTTLES  OF 

100,  250  AND  2000  TABLETS 
Literature  and  samples  sent  upon  request 

WM.  P.  POYTHRESS  & CO.,  INC. 
RICHMOND,  VIRGINIA 

Manufacturers  of  ethical  pharmaceuticals  since  1856 
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Application 

FOR  SPACE  IN  THE  SCIENTIFIC  EXHIBIT 

(Research  and  Teaching  Exhibits) 

1966  Annual  Meeting  Kentucky  Medical  Association 

Convention  Center  Louisville,  Kentucky  September  20,  21,  22 


Fill  Out  and  Mail  to: 

BENJAMIN  B.  JACKSON,  M.D.,  Chairman 

Committee  on  Scientific  Exhibits 
Kentucky  Medical  Association 
3532  Janet  Avenue 
Louisville,  Kentucky  40205 


Applications  for  space  should  be  received 
before  July  1,  1966 

Dimensions  and  structure  of  KMA  Scientific 
booth  are  shown  in  accompanying  illustration 


1 . Title  of  Exhibit: 

2.  Name  (s)  of  Exhibitor  (s):  {AMA  Member?) 


Institution  (if  desired): 

Mailing  Address 

3.  Do  you  have  a built-in  exhibit? 

4.  Description  of  Exhibit:  (Attach  Brief  Description  Not  To  Exceed  100  Words  to  this  blank) 

5.  Exhibit  will  consist  of  the  following:  (Check  which) 

Charts  and  Posters.  . . . Photographs.  . . . Drawings  ....  X-rays.  . . . 

Specimens.  . . . Moulages.  . . . Other  Material 

X D lu  D • 1 (Describe) 

6.  Booth  Requirements: 

Amount  of  wall  space  needed? 


Back  wall  Side  walls  (All  side  walls  are  4') 

Square  feet  needed? Shelf  desired?  (yes  or  no)  


7.  Indicate  sources  of  assistance  provided  in  connection  with  the  exhibit 

8.  Has  this  exhibit  been  exhibited  before?  If  so,  when  & where? 

Date  

Signature  of  Applicant 


The  Mead  Johnson  Aesculapius  Award  of  $200.00  and  identifying  plaque  will  be  presented  by  the 
KMA  for  the  best  exhibit  in  1966. 

The  Kentucky  Medical  Association  will  provide  without  cost  to  the  exhibitor  the  following:  Exhibit 
space,  shelves,  sign  for  booth,  current,  bracket  lights,  provided  all  items  are  approved  in  advance 
by  the  committee. 

Cost  of  transporting  exhibits  to  the  meeting  must  be  borne  by  the  individual  exhibitor  as  well  as 
costs  of  cards,  signs,  etc.,  which  are  a part  of  the  exhibit. 

View  boxes,  furniture,  decorations,  etc.,  may  be  rented,  if  desired,  by  applying  directly  to  Jos.  T. 

Griffin  Company,  704  West  Main  Street,  Louisville  2,  who  supply  equipment  for  the  annuol  KMA 
meeting. 

Due  to  the  shortage  of  space,  please  have  your  exhibit  as  compact  as  possible. 

I'l 
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WHERE 

HAPPINESS  IS 
SKILLFULLY  ADMINISTERED 

NEW  CASTLE  SANITARIUM 

TELEPHONE  3621 
NEW  CASTLE,  KY. 


In  Addition  To  Suitable  Medical  and 
Nursing  Care  for  Chronic, 
Convalescent  and  Geriatric  Patients  . . 


MEMBER; 

National  Geriatrics  Society 
American  Hospital  Association 
American  Nursing  Home  Association 
Licensed  and  Approved  by  State  of  Ky. 

Active  medical  staff  of  six  physicians.  Physicians  available  at  all  hours.  24  hour  efficient  and 
cheerful  nursing  care  WITH  SPECIAL  EMPHASIS  ON  MAKING  EACH  PATIENT  FEEL  LOVED, 
WANTED  AND  IMPORTANT. 

Special  diets  prepared  and  tray  service  to  all  rooms  at  no  extra  charge. 

Diversional  activities,  physio-therapy  treatments,  rehabihtation  program  and  emergency  facihties 
available. 

Adequate  shade  trees,  ramps,  also  day  room  with  abundance  of  flowers,  television. 

PRIVATE,  SEMI-PRIVATE  AND  WARD  ACCOMMODATIONS  AVAILABLE.  Private  and  semi- 
private rooms  with  intercommunication,  beautifully  decorated  and  furnished,  beds  equipped  with  Tren- 
delenburg springs  and  innerspring  mattresses. 

Insulated  brick  and  block  structure,  heated  in  winter  by  “Selectemp”  Modulated  Steam  Heat  with 
filtered  air  for  maximum  comfort  and  safety  (each  room  having  thermostatic  even-heat  control  with  its 
own  circulating  air  unit). 

Protected  throughout  with  automatic  fire  detection  and  alarm  system. 

Cares  for  men  or  women,  nursing  or  boarding  care  cases,  bedridden  or  ambulatory.  Admits  some 
mildly  senile,  nervous  and  neurotic  patients  but  accepts  no  alcoholics  or  drug  addiction  cases. 


REASONABLE  RATES 


IRA  O.  WALLACE,  Administrator 


MARGARET  KELLY,  R.  N.,  DIroctor  of  Nurto* 
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(Continued  from  page  529) 

Committee  members  received  a report  on  the 
Second  Campbell  House  Conference  held  in  Lexing- 
ton last  November.  A specific  recommendation  came 
out  of  the  conference  urging  the  Governor  to  form 
a committee  to  develop  a more  enthusiastic  attack 
on  TB  control. 

Reports  also  were  given  by  Thomas  Summer, 
Executive  Director,  Kentucky  TB  and  RD  Associa- 
tion; Stuart  Lauder,  M.D.,  C.M.,  Director  of  TB 
Control,  Department  of  Health,  Frankfort;  and 
Thomas  Layton,  Executive  Director  of  the  State  TB 
Hospital  Commission,  Erankfort,  on  TB  activities 
in  their  particular  organizations. 

Members  of  the  committee  also  made  two  specific 
recommendations  to  the  KMA  House  of  Delegates, 
to  be  considered  in  September  1966 — the  first  con- 
cerning the  school  tuberculin  testing  program  in- 
stigated by  the  American  School  Health  Association, 
and  the  second  requiring  nursing  homes  to  have 
chest  x-rays  made  on  all  initial  admission  patients 
as  a requirement  for  certification  for  accreditation 
by  the  State  Board  of  Health. 

Physical  Medicine  and  Rehabilitation 

W.  K.  Massie,  Jr.,  M.D.,  Lexington,  Chairman 

The  KMA  Committee  on  Physical  Medicine  and 
Rehabilitation  met  recently  at  the  Headquarters 
office  and  discussed  in  detail  purposed  changes  in 
the  Workmen’s  Compensation  Law. 

Committee  members  continued  its  interest  in  re- 
habilitation re-training,  re-employment,  and  re- 
location of  the  physically  impaired  individual.  Plans 
were  formulated  to  publish  in  the  KMA  Journal  a 
list  of  available  facilities  for  rehabilitation  and 
available  schools  for  re-training  in  the  varied  re- 
habilitation programs. 

The  committee  set  June  2,  1966,  as  its  next 
meeting  date  at  which  time  it  will  prepare  its  final 
report  to  the  House  of  Delegates. 

Dental-Nurse-Pharmacy  Committee 

Melvin  J.  Weber,  M.D.,  Ludlow,  Chairman 
KMA  Headquarters  Office  April  21,  1966 

Members  of  the  Pharmaceutical  Association  met 
recently  with  the  KMA  Dental-Nurse-Pharmacy  Com- 
mittee at  the  Headquarters  office  to  discuss  mutual 
problems  of  their  respective  groups. 

Among  the  many  items  to  receive  a thorough  dis- 
cussion included  straight  lines  to  doctors  offices, 
forged  prescriptions,  doctors  quoting  prices,  caution- 
ing patients  of  dangerous  drugs,  and  putting  name  of 
drug  on  the  label.  It  was  noted  that  KMA  had  al- 
ready acted  on  recommendations  made  last  year  by 
the  joint  meeting  of  the  two  groups  on  these  items, 
but  the  Pharmaceutical  Association’s  governing  body 
had  not  taken  action  to  date. 

Members  discussed  the  new  pharmacy  law  recently 
enacted  by  the  state  legislature  and  the  new  drug 
abuse  control  law  passed  by  the  U.  S.  Congress. 
Plans  for  the  committee’s  final  report  to  the  House 
of  Delegates  also  were  formulated. 


Committee  on  Medicine  and  Religion 

Joseph  H.  Saunders,  M.D.,  Lexington,  Chairman 
KMA  Headquarters  Office  Wednesday,  May  4,  1966 

The  Committee  on  Medicine  and  Religion  met  on 
May  4,  1966,  to  review  accomplishments  and  to 
discuss  future  plans  for  the  year.  This  meeting  was 
attended  by  Arne  Larson,  assistant  director  of  the 
Department  of  Medicine  and  Religion  of  the  AMA. 

Mr.  Larson  presented  a number  of  periodicals 
available  for  use  in  the  planning  of  programs  on 
this  subject.  The  committee  has  plans  for  a booth 
at  the  1966  KMA  Annual  Meeting,  and  it  is  re- 
quested that  all  physicians  visit  this  exhibit. 

The  next  meeting  of  the  committee  will  be  a 
breakfast  session  during  the  Annual  Meeting. 

School  Health  Committee 

O.  B.  Murphy,  M.D.,  Lexington,  Chairman 

KMA  Headquarters  Office  May  11,  1966 

Members  of  the  KMA  School  Health  Committee 
met  at  the  Headquarters  Office  and  continued  their 
discussion  on  establishing  a better  physical  education 
program  in  the  state’s  school  system.  It  was  agreed 
that  progress  is  being  made  in  this  area  and  that 
this  project  be  one  of  the  main  areas  of  concentra- 
tion for  the  committee’s  future  activities. 

The  committee  reviewed  results  of  the  School 
Health  Exhibit,  “Health  Appraisal  of  the  school 
Child,”  which  was  displayed  at  the  KEA  Annual 
Convention.  It  was  felt  that  the  exhibit  served  a 
useful  purpose  but  in  the  future  more  attractive  and 
attention-getting  exhibits  should  be  on  display. 

Members  discussed  the  committee’s  efforts  to  de- 
velop a good  liaison  between  the  KMA  School  Health 
Committee  and  local  county  society  School  Health 
chairmen  and  developed  a list  of  pamphlets  which 
are  to  be  sent  to  these  county  chairmen  in  the 
event  they  are  called  upon  to  appear  before  any 
groups  to  speak  on  matters  of  school  health.  The 
committee  also  recommended  to  the  Board  of  Trus- 
tees through  the  Council  on  Communications  and 
Public  Service  that  another  county  chairman  meeting 
be  held  during  the  KMA  Annual  Meeting  in  Sep- 
tember. 

Committee  on  Aging 

Earl  P.  Oliver,  M.D.,  Scottsville,  Chairman 
KMA  Headquarters  Office  April  26,  1966 

Members  of  the  Aging  Committee  met  at  the  KMA 
Headquarters  Office  recently  and  concentrated  its  ef- 
forts on  PL  89-97  as  it  would  affect  the  aged  citizen. 
A report  was  given  on  the  Kentucky  Commission  on 
Aging  and  its  current  activities.  It  was  noted  that  the 
activities  of  the  commission  had  been  decreasing  in 
the  past  year  due  to  lack  of  support,  and  it  was 
recommended  that  the  KMA  approach  the  proper 
state  agency  and  stress  that  more  active  support  be 
forthcoming  for  the  commission. 

The  committee  made  several  recommendations  to 
be  included  in  its  final  report  to  the  House  of  Dele- 
gates. 

(Continued  on  page  535) 
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ANNOUNCING 


a potent  combination  in 
truly  delicious  orange-flavored  forms: 


ERYTHROC I hTS  U LE^ 


ERYTHROMYCIN  ETHYL  SUCCINATE-TRISULFAPYRIMIDINES 


When  combination  antibiotic 
therapy  is  indicated... 


CONSIDER:  an  exceptionally  high 
cure  rate  in  susceptible  infections 


The  rationale : When  combined,  Erythrocin  and 
the  trisulfapyrimidines  (triple  sulfas)  are  indicated 
in  infections  that  are  more  susceptible  to  the 
combination  than  to  either  agent  alone.  Such 
conditions  are  usually  found  in  urinary,  lower 
respiratory  tract  and  chronic  ear  conditions. 

The  results:  Clinical  studies  involving  142 
young  patients  showed  an  overall  cure  rate  of 


96.5%.  Side  effects  were  experienced  by  only  four 
of  the  patients. 

The  acceptance:  The  majority  of  the  142 
patients  studied  expressed  a definite  liking  for 
the  products.  There  were  only  two  refusals.  An 
independent  taste-test  with  50  healthy  children 
further  substantiated  the  excellent  acceptability 
of  the  orange-flavored  forms.  ^ ^ 


ERYTHROCIN-SULFAS 

ERYTHROMYCIN  ETHYL  SUCCINATE-TRISULFAPYRIMIDINES 

In  Chewable  Tablets 
In  Granules  for  Oral  Suspension 


1 

! 

I ERYTHROCIN’-SULFAS 

Brief  Summary 

Indications:  Use  Erythrocin-Sulfas  in  in- 
fections more  susceptible  to  the  combination 
than  to  either  agent  alone.  These  are  usually 
found  in  urinary,  lower  respiratory  tract, 
and  chronic  ear  infections. 

Contraindications:  Known  sensitivity  to 
erythromycin  or  sulfonamides.  Because  of 
the  possibility  of  kernicterus  with  sulfona- 
mides, do  not  use  in  pregnancy  at  term, 
premature  or  new  born  infants. 

Warnings:  As  with  other  forms  of  sulfona- 
mide therapy,  carefully  evaluate  patients 
with  liver  or  kidney  damage,  urinary  ob- 
struction, or  blood  dyscrasia.  Deaths  have 
been  reported  from  hypersensitivity  re- 
actions and  blood  dyscrasias  following  use  of 
sulfonamides.  Perform  blood  counts  and 
liver  and  kidney  function  tests  if  used  re- 
peatedly at  close  intervals  or  for  long  periods. 

Precautions : Use  sulfonamides  with  cau- 
tion in  patients  with  a history  of  allergy. 
Assure  adequate  fluid  intake  to  prevent  crys- 
talluria  and  institute  alkali  therapy  if  in- 
dicated. 

Adverse  Reactions : Sulfonamide  therapy 
may  be  associated  with  headache,  nausea, 
vomiting,  urticaria,  diarrhea,  hepatitis,  pan- 
creatitis, blood  dyscrasias,  neuropathy,  drug 
fever,  skin  rash,  injection  of  the  conjunctiva 
and  sclera,  petechiae,  purpura,  hematuria 
and  crystalluria. 

Side  effects  due  to  erythromycin  are  in- 
frequent, but  occasional  abdominal  discom- 
i fort,  nausea,  or  vomiting,  urticaria  and  other 
\ skin  rashes  may  occur. 

If  a reaction  or  overgrowth  of  nonsuscep- 
tible  organisms  occurs,  withdraw  the  drug. 

’ Supplied : The  Granules  for  Oral  Suspension 
come  in  bottles  of  60  ml.  and  150  ml.  The 
Chewable  tablets  are  in  bottles  of  50.  Each 
5-ml.  teaspoonful  of  reconstituted  Granules 
or  each  Chewable  tablet  provides  erythro- 
mycin ethyl  succinate  equivalent  to  125  mg. 
of  erythromycin  activity  and  167 
mg.  each  of  sulfadiazine,  sulfa- 
merazine  and  sulfamethazine.  603303 


KMA  Council  on  Legislative  Activities 

John  C.  Quertermous,  M.D.,  Murray,  Chairman,  Na- 
tional Affairs;  J.  Campbell  Cantrill,  M.D.,  George- 
town, Chairman,  State  Affairs 
KMA  Headquarters  Office  Wednesday,  April  5,  1966 

A report  from  the  chairman  for  State  Affairs,  J. 
Campbell  Cantrill,  M.D.,  of  the  1966  Kentucky 
General  Assembly  was  presented  to  the  Council  for 
its  consideration  at  its  meeting  on  April  6,  1966. 
This  final  report  was  approved  and  referred  to  the 
KMA  Board  of  Trustees  for  information. 

John  C.  Quertermous,  M.D.,  chairman  for  Na- 
tional Affairs,  discussed  the  proposed  legislation 
now  being  considered  in  the  second  session  of  the 
89th  U.  S.  Congress,  which  included  “Preventicare”, 
an  expansion  of  the  “Medicare  Act”  and  the  numerous 
bills  relating  to  the  transporting  and  care  of  labo- 
ratory animals  used  in  research  centers. 

The  council  expressed  concern  over  the  policies 
of  the  HEW  encouraging  the  use  of  “generic  equiva- 
lent” drugs  and  recommended  that  the  ultimate 
choice  of  the  drugs  prescribed  should  remain  with 
the  individual  physician  in  all  public  assistance 
programs  under  “Medicare”. 


COUNTY  SOCIETY  REPORTS 


McCracken 

The  regular  monthly  meeting  of  the  McCracken 
County  Medical  Society  was  held  at  Boswell’s  Restau- 
rant on  April  27. 

Rodney  Fields,  M.D.,  Memphis  neurosurgeon,  pre- 
sented the  scientific  program.  He  discussed  “The  Man- 
agement and  Classification  of  Acute  Head  Injuries”, 
illustrating  his  talk  with  x-ray  film  slides. 

Following  the  scientific  program,  the  business 
meeting  was  called  to  order  by  Walter  Johnson,  M.D., 
Paducah,  Society  president.  After  hearing  two  com- 
mittee reports,  there  was  a discussion  of  the  participa- 
tion of  the  Society  in  setting  up  Utilization  Review 
Committees  for  the  evaluation  of  the  hospital  care 
and  hospital  stay  of  Medicare  patients.  Most  members 
felt  that  this  was  a function  of  the  various  hospital 
staffs,  and  not  of  the  medical  society. 

The  president  then  requested  the  secretary  to  col- 
lect as  much  material  as  possible  regarding  alterna- 
tives open  to  physicians  in  being  reimbursed  by  pa- 
tients under  Medicare. 

The  meeting  adjourned  at  8:20  p.m. 

Following  is  a list  of  recently  reported  county  medi- 
cal society  officers.  Others  will  be  listed  in  July. 

Barren 

President,  C.  B.  Foster,  Jr.,  M.D.;  secretary-treas- 
urer, Lewis  Dickinson,  M.D.;  delegate,  E.  L.  Marion, 
M.D.;  alternate,  W.  H.  Bryant,  M.D.  All  are  from 
Glasgow. 

Breckinridge 

President,  Carroll  F.  James,  M.D.,  Hardinsburg; 
Vice-president,  Harold  Owens,  M.D.,  Irvington;  secre- 
tary-treasurer, William  J.  Cates,  M.D.,  Cloverport; 

(Continued  on  page  538) 
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When  uncontrolled 
diarrhea  brings 
a call  for  help 


CREMOMYCiN  Can  answer  the  call  for  help.  It  can  b 
counted  on  to  consolidate  fluid  stools,  soothe  inte‘ 
tinal  inflammation,  inhibit  enteric  pathogens,  an 
detoxify  putrefactive  materials  — usually  within 
few  hours. 

CREMOMYCIN  Combines  the  bacteriostatic  agent? 
succinylsulfathiazole  and  neomycin,  with  the  ac 
sorbent  and  protective  demulcents,  kaolin  and  pec 
tin,  for  comprehensive  control  of  diarrhea. 

INDICATIONS:  Diarrhea. 

CONTRAINDICATIONS:  Do  not  use  in  intestinal  obstruction,  e 
tensive  ulceration  of  bowel,  or  diverticulosis;  in  hypersensitivi 
to  sulfonamides  or  neomycin;  in  pregnancy  at  term,  in  prematui’ 
infants,  or  during  first  week  of  life  in  the  newborn. 

WARNINGS:  Use  only  after  critical  appraisal  in  patients  wit 
hepatic  or  renal  damage,  urinary  obstruction,  or  blood  dyscr 
sias.  Fatal  hypersensitivity  reactions  and  blood  dyscrasias  r 
ported  with  use  of  sulfonamides.  Consider  periodic  blood  count 
hepatic  and  renal  function  tests  during  intermittent  or  chron 
use. 

PRECAUTIONS:  Succinylsulfathiazole:  Use  with  caution  if  thei 
is  history  of  significant  allergies  and/or  asthma.  Continued  u; 
requires  supplementary  vitamins  B|  and  K.  Neomycin:  Watch  fi 
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I 

your  for 
Cremomycin 
can  provide  relief 


where  today’s  theory  is  tomorrow’s  therapy 


Dromptly  relieves  diarrheal  distress 

Cremomycin® 

\NTIDIARRHEAL  ^ 

'omposition:  Each  30  cc.  contains  neomycin  sulfate  300  mg. 
equivalent  to  210  mg.  of  neomycin  base),  succinylsulfathiazole 
i.O  Gm.,  colioidal  kaolin  3.0  Gm.,  pectin  0.27  Gm. 


® MERCK  SHARP  & DOHME 


Division  of  Merck  & Co..  Inc.,  West  Point,  Pa. 


urare-like  neuromuscuiar  block  during  anesthesia  if  neomycin 
; used  preoperatively  in  large  doses  when  renal  function  is 
oor;  watch  for  overgrowth  of  nonsusceptible  organisms.  Con- 
ider  possibility  of  ototoxicity  and  nephrotoxicity  with  prolonged 
igh  dosage. 

IDE  EFFECTS:  As  With  all  sulfonamides;  Headache,  malaise,  an- 
rexia,  G.l.  symptoms,  hepatitis,  pancreatitis,  blood  dyscrasias, 
europathy,  drug  fever,  rash,  conjunctival  and  scleral  injection, 
letechiae,  purpura,  hematuria,  and  crystalluria  have  been  noted, 
leduced  fecal  output  of  thiamine  and  decreased  synthesis  of 
itamin  K have  been  reported.  Neomycin:  Nausea,  loose  stools. 

iefore  prescribing  or  administering,  read  package  circular  with 
product  or  available  on  request. 
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(Continued  from  page  535) 
delegate,  James  G.  Sills,  M.D.,  Hardinsburg.  No 
alternate  listed. 

Caldwell 

President,  Ralph  Cash,  M.D.;  vice-president  and 
president-elect,  Frank  Giannini,  M.D.;  secretary- 
treasurer,  N.  H.  Tally,  M.D.;  delegate,  Frank  Gian- 
nini, M.D.;  alternate.  Bill  Jackson,  M.D.  All  are 
from  Princeton. 

Knott 

President,  Denzil  G.  Barker,  M.D.;  vice-president, 
G.  T.  Watts,  M.D.;  secretary,  M.  F.  Kelly,  M.D.; 
delegate.  Doctor  Watts;  alternate  Doctor  Barker.  All 
are  from  Hindman. 

Lyon 

President,  James  E.  Hamilton,  M.D.,  Eddyville; 
vice-president,  M.  H.  Moseley,  M.D.,  Eddyville;  sec- 
retary-treasurer, Doctor  Moseley;  delegate.  Doctor 
Hamilton;  alternate.  Doctor  Moseley. 

Marion 

President,  Robert  H.  Wilber,  M.D.;  vice-president, 
Eli  J.  George,  M.D.;  secretary-treasurer,  Robert  East- 
ridge,  M.D.;  delegate,  John  W.  Ratliff,  Jr.,  M.D.; 
alternate,  Salem  M.  George,  M.D.  All  are  from 
Lebanon. 

Menifee 

Secretary  and  delegate  to  KMA,  D.  L.  Graves, 
M.D.,  Frenchburg. 

Ohio 

President,  George  S.  Beard,  M.D.,  Hartford;  vice- 
president  and  president-elect,  Robert  T.  Johnson, 


M.D.,  Beaver  Dam;  secretary-treasurer,  Robert  Nors- 
worthy,  M.D.,  Hartford;  delegate.  Doctor  Johnson; 
alternate.  Doctor  Norsworthy. 

Pike 

President,  Frank  J.  Burian,  M.D,  Williamson,  W. 
Va.;  vice-president,  Ballard  W.  Cassady,  M.D.,  Pike- 
ville;  secretary-treasurer,  Harvey  A.  Page,  M.D., 
Pikeville;  delegate.  Doctor  Page;  alternate,  William 
C.  Hambley,  M.D.,  Pikeville. 

Powell 

President,  John  Knox,  M.D.,  Stanton;  secretary  and 
delegate  to  KMA,  Charles  Noss,  M.D.,  Stanton. 

Russell 

President,  Charles  E.  Peck,  M.D.,  Russell  Springs; 
vice-president,  James  E.  Monin,  M.D.,  Jamestown; 
secretary,  Joe  T.  Pettey,  M.D.,  Russell  Springs;  dele- 
gate, Doctor  Peck;  alternate.  Doctor  Monin. 

Scott 

President,  Hugh  Smith,  M.D.;  secretary-treasurer, 
James  C.  Cantrill,  M.D.;  delegate.  Doctor  Cantrill; 
alternate,  Fred  W.  Wilt,  M.D.  All  are  from  George- 
town. 

Simpson 

President,  L.  F.  Beasley,  M.D.;  vice-president. 
Carter  Moore,  M.D.;  secretary-treasurer,  A.  V.  Wil- 
wayco,  M.D.;  delegate.  Doctor  Wilwayco.  All  are 
from  Franklin. 

Taylor 

President,  W.  R.  Mann,  M.D.;  vice-president  and 
(Continued  on  page  540) 


in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘POLYSPORINL. 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be 
taken  if  this  occurs.  Contraindication:  This  product  is  contraindicated  in  those 
individuals  who  have  shown  hypersensitivity  to  any  of  its  components. 

Supplied:  In  Vz  oz.  and  1 oz.  tubes 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML 


JTj  burroughs  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,N.Y. 
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Doctor... two  important 
Lederle  products  for 

routine  office  procedures 

! / 


single-dose  vials 
for  convenient 
and  economical 
polio 

immunization 


ORIMUNE* 

POLIOVIRUS  VACCINE.LIVE, ORAL 

TRIVALENT 

SABIN  STRAINSJYPES1,2and3 

Fast,  simple  administration— and  economy  for  the 
patient  — make  the  new  0.5  cc  single-dose  vial  of 
ORIMUNE  Trivalent  ideal  for  private  practice.  (Packaged 
5 to  a b#x  with  5 sterilized  disposable  droppers  for  your 
convenience). 

(Also  available  in  2 cc  and  2 drop  dosage  forms). 

Only  2 doses  required  for  complete,  initial  immunization 
for  patients  more  than  a year  old. 

Effectiveness— may  be  expected  to  confer  active  immu- 
nity against  all  three  types  of  poliovirus  infection  in  at 
least  ninety  percent  of  susceptibles  only  if  given  at  full 
dosage,  as  directed.  No  characteristic  side  effects  have 
been  reported.  There  are,  however,  certain  contraindica- 
tions. These  are,  broadly:  acute  illness,  conditions  which 
may  adversely  affect  immune  response,  and  advanced 
debilitated  states.  In  these,  vaccination  should  be  post- 
poned until  after  recovery. 

In  infants  vaccination  should  not  be  commenced  before 
the  sixth  week  of  life.  Do  not  give  to  patients  with  viral 
disease,  or  if  there  is  persistent  diarrhea  or  vomiting. 
ORIMUNE  and  live  virus  measles  vaccine  should  be  given 
separately. 

Dosage— initial  immunization;  two  doses  each  given 
orally  at  least  8 weeks  apart.  (Give  a third  dose  to 
infants  at  10-12  months).  Booster  immunization:  one 
dose,  given  orally.  See  package  literature  for  full 
directions. 


simplifies  routine  screening 

TURERCUUN, 
TINE  TEST 

(Rosenthal)  Lederle 

Swab*  Uncap  • Press  * Discard 

Comparable  in  accuracy  and  reliability  to  older  standard 
intradermal  tests*,  but  faster  and  easier  to  use.  Since 
TINE  TEST  is  relatively  painless  it  should  receive  greater 
patient  acceptance.  Results  are  read  at  48-72  hours.  The 
self-contained,  completely  disposable  unit  requires  no 
refrigeration  and  is  stable  for  two  years. 

Side  effects  are  possible  but  rare:  vesiculation,  ulcera- 
tion or  necrosis  at  test  site.  Contraindications,  none; 
but  use  with  caution  in  active  tuberculosis.  Available  in 
boxes  of  5 (new  individually-capped  unit);  cartons  of  25. 
*Rosenthal,  S.  R.,  Nikurs,  L.,  Yordy,  E.,  and  Williams,  W.; 
Scientific  Exhibit  Presented  at  the  Annual  Meeting  of 
the  National  Tuberculosis  Association,  Chicago,  Illinois, 
May  30-June  2,  1965. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


605-6*3390 
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president-elect,  Forest  Shely,  M.D.;  secretary-treas- 
urer, Roy  G.  Wilson,  M.D.;  delegate,  M.  M.  Hall, 
M.D.;  alternate,  Doctor  Wilson.  All  are  from  Camp- 
bellsville. 

Todd 

President  and  KMA  Delegate,  J.  C.  Woodall,  M.D., 
Trenton;  secretary  and  alternate  delegate,  Ralph  D. 
Lynn,  M.D.,  Elkton. 

Trigg 

President,  Thornton  Bryan,  M.D.;  vice-president, 
John  Futrell,  M.D.;  secretary-treasurer,  Elias  N.  Fu- 
trell,  M.D.;  delegate,  Doctor  Elias  Futrell;  alternate. 
Doctor  John  Futrell.  All  are  from  Cadiz. 

Warren-Butler-Edmonson 

President,  Richard  M.  Beaven,  M.D.;  vice-president, 
Carroll  Brooks,  M.D.;  secretary,  William  B.  Russell, 
M.D.;  treasurer,  Thomas  H.  Baird,  M.D.;  delegates, 
Martin  M.  Wilson,  M.D.,  and  Paul  J.  Parks,  M.D.; 
alternate,  James  O.  Willoughby,  M.D.,  and  William 
M.  Rowlett,  M.D.  All  are  from  Bowling  Green. 

Whitley 

President,  R.  D.  Sanders,  M.D.,  Williamsburg;  vice- 
president,  W.  T.  Daniels,  M.D.,  Corbin;  secretary- 
treasurer,  E.  G.  Prewitt,  M.D.,  Corbin;  delegate,  Har- 
old B.  Barton,  M.D.,  Corbin;  alternate,  R.  D.  Pitman, 
M.D.,  Williamsburg. 


3fn  iWEtnoriam 


CHARLES  F.  WOOD,  M.D. 

Louisville,  Ky. 

1908-1966 

Charles  F.  Wood,  M.D.,  57,  an  orthopedic  sur- 
geon, died  April  29  of  a heart  attack  while  playing 
golf.  Doctor  Wood,  who  received  his  medical  de- 
gree in  1934  from  University  of  Louisville  Medical 
School,  was  a former  president  of  Kentucky  Ortho- 
pedic Society,  and  a member  of  the  boards  of  sev- 
eral Louisville  hospitals.  He  also  was  a member  of 
several  national  medical  organizations  and  was  a 
vestryman  at  Calvary  Episcopal  Church. 

LYTLE  ATHERTON,  M.D. 

Louisville,  Ky. 

1893-1966 

Lytle  Atherton,  M.D.,  72,  an  urologic  surgeon, 
died  May  8 at  a Louisville  hospital.  Having  gradu- 
ated from  the  University  of  Louisville  Medical  School 
in  1917,  he  served  as  an  assistant  professor  emeritus 
in  urology  there.  Doctor  Atherton  was  a founder 
and  a director  of  the  Lincoln  Income  Life  Insur- 
ance Company.  He  was  a former  president  of  the 
Louisville  Surgical  Society  and  a member  of  the 
Kentucky  Surgical  Society. 


ROBERT  C.  SIEVERS,  M.D. 

Somerset,  Ky. 

1883  - 1966 

Robert  C.  Sievers,  M.D.,  82,  a general  practitioner 
and  a 1908  graduate  of  the  Hospital  College  of 
Medicine  at  Louisville,  died  March  5 at  Somerset 
after  a short  illness.  Doctor  Sievers,  an  emeritus 
member  of  KMA,  was  active  in  civic,  religious,  and 
fraternal  affairs  in  his  community. 

Antigenic  Observations 

(Continued  from  page  506) 

Though  Coccidioidomycosis  (primary  infec- 
tion) is  common  in  scattered  arid  and  semi- 
arid  areas  of  this  country,  the  incidence  found 
was  not  deemed  out  of  proportion  to  that  of 
the  national  average,  but  the  distribution  of 
12  negro  and  6 whites  is  considered  unique 
in  that  one  would  expect  the  positive  reactors 
to  occur  10  times  more  often  in  dark-skinned 
races  than  in  the  Caucasian.^ 

Histoplasmosis  infection  is  extremely  com- 
mon, occurring  sometimes  in  as  much  as  80% 
of  the  population  in  wide  areas  of  the  Ameri- 
cas.^ The  incidence  of  17.8%  of  histoplasmin 
positive  reactors  may  therefore  be  considered 
low.  Of  interest  to  note  is  that  96%  of  those 
who  are  positive  reactors  to  histoplasmin  had 
at  some  time  in  their  lives  been  associated 
with  the  raising  of  poultry  where  they  would 
naturally  have  had  an  excellent  opportunity 
for  exposure  to  air-borne  spores. 

Blastomycosis  is  a sporadically  occurring  dis- 
ease entirely,  and  though  two-thirds  of  patients 
are  between  15  and  45  years  of  age,^  no 
positive  reactors  were  found  among  the  stu- 
dent population  tested. 

Summary 

Job  Corpsmen  are  selected  from  the  lower 
social-economic  strata  of  our  society.  Of  the 
more  common  granulomatous  diseases  for 
which  they  were  antigenically  tested,  it  was 
found  that  the  incidence  of  tuberculosis  is 
slightly  higher  than  that  which  one  would  ex- 
pect from  the  population  at  large. 
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Carcinoma  of  the  Cervix 

(Continued  from  page  505) 

Strong  family  ties.  While  their  home  may  be  a 
simple  shanty  “up  the  creek”,  many  of  these 
women  would  rather  die  there,  than  to  be 
away  for  the  time  required  to  undergo  ade- 
quate therapy. 

What  is  the  solution  to  the  problem  of  late 
diagnosis  of  cervical  cancer?  A workable  large 
scale  cytology  screening  program  is  essential 
for  the  eradication  of  cervical  cancer.  Ideally, 
such  a program  should  be  carried  out  by  local 
physicians.  In  areas  where  insufficient  physi- 
cians are  available,  screening  centers  seem  ad- 
visable. Facilities  for  interpretation  of  the 
smears  so  obtained  are  available  in  centers 
throughout  the  area,  and  should  be  expanded 
if  necessary.  Before  a program  such  as  this 
can  succeed,  however,  a mass  effort  at  patient 
education  will  be  required.  Recruitment  of 
personnel  for  this  latter  effort  through  local 
medical  societies,  service  groups  and  churches 
would  seem  reasonable. 

Summary 

Two  hundred  forty-six  patients  with  car- 
cinoma of  the  cervix  seen  at  the  University  of 
Kentucky  Medical  Center  have  been  present- 
ed. Only  14.3%  or  1 in  7,  of  these  patients 
had  carcinoma  in  situ.  Advanced  disease  in 
young  patients  is  discussed.  Mass  cytologic 
screening  of  women  in  the  geographic  areas 
involved,  with  suggestions  for  such  a program 
is  also  discussed. 
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Pertinent  Paragraphs 


A continuing  education  demonstration  center  for 

physicians  and  other  personnel  is  the  long  range  goal 
of  a contract  signed  May  2,  1966,  by  the  U.  S. 
Public  Health  Service’s  Division  of  Community 
Health  Services  and  the  University  of  Illinois,  Col- 
lege of  Medicine.  The  center,  to  be  developed  and 
operated  by  the  University  of  Illinois,  will  serve  as 
a model  for  the  ultimate  establishment  of  similar 
centers  in  other  institutions. 


No  one  can  deny  that  the  provisions  of  the  Federal 
Food,  Drug  and  Cosmetic  Act  and  its  Amendments 
are  in  the  public  interest  and  promote  drug  safety 
to  a degree  not  surpassed  anywhere  in  the  world. 
But  it  must  be  recognized — and  this  I cannot  stress 
too  strongly — that  the  provisions  of  these  drastic 
and  far  reaching  amendments  should  be  administered 
in  a scientific  and  flexible  manner.  An  overly  strict 
interpretation  and  application  of  the  legal  and  regu- 
latory language  of  the  recent  Amendments  could 
stifle  the  development  and  production  of  new  drugs. 
To  regulate  the  production  and  use  of  drugs  by  re- 
sponding to  pressure  groups  and  to  the  whim  and 
fancy  of  biased  and  overly  critical  individuals  whether 
lay  or  scientific,  would  be  a disservice  to  the  public. 
— Joseph  F.  Sadusk,  Jr.,  M.D.,  to  American  College 
of  Physicians,  New  York,  April  19,  1966. 

There  is  no  simple  answer  to  the  question  “How 

Safe  are  Drugs?”  The  effective  drugs  available  today 
have  varying  degrees  of  potentiality  for  producing 
harmful  effects.  Can  drugs  be  developed  with  such 
specificity  of  action  that  all  effects  but  the  one  de- 
sired would  be  eliminated?  This  is  something  to  hope 
for  but  the  reactive  mechanisms  of  the  body  may 
also  have  limits  of  specificity.  If  we  have  to  live 
with  new  drugs  which  occasionally  produce  adverse 
effects,  less  trouble  will  occur  if  the  physician  uses 
them  wisely.  He  can  do  this  only  by  learning  as  much 
as  possible  about  them  before  he  prescribes  them 
and  then  passing  along  any  additional  information 
gained  from  his  own  experience. — Ralph  G.  Smith, 
M.D.,  in  Journal  of  New  Drugs,  (6:62-68),  January- 
February,  1966. 

The  “animal  protectionist’’  groups  have  mounted 
the  greatest  offensive  against  the  effective  use  of 
animals  in  biological  research  and  teaching  that  has 
ever  been  attempted  in  the  United  States.  Today  in 
Congress  there  are  bills  to  which  about  40  congress- 
men have  attached  their  names,  dealing  with  pro- 
curement, housing,  care,  and  use  of  experimental  ani- 
mals. The  present  mood  of  Congress  is  to  accede 
to  the  demands  of  the  vocal  animal  protectionist 
minority  and  pass  some  sort  of  legislation.  Every 
physician  and  biological  scientist  who  has  a sense  of 
public  responsibility  should  be  informed  of  the  issue 
and  communicate  his  views  to  his  congressman  as  to 
public  harm  that  might  be  done  by  unwise  legisla- 
tion. — Maurice  B.  Visscher,  Ph.D.,  M.D.,  in 
Modern  Medicine,  (34:87),  March  14,  1966. 

The  new  drug  regulations  were  created  because  of 

certain  problems  which  needed  correcting.  In  an  ef- 
fort to  be  precise  and  encompassing,  the  wording 
was  made  all-inclusive.  When  interpretation  and  en- 
forcement subsequently  followed,  it  has  been  found 
now  that  not  only  was  the  total  drug  industry  brought 
under  complete  government  control,  but  also  the  whole 
of  medicine.  This  means  not  only  one  phase  of 
medicine,  but  the  whole  spirit  of  medicine  has  been 
made  captive.  — James  H.  Johnson,  M.D.,  in  Annals 
of  Allergy,  (24:88),  February  1966. 


iicky  Medical  Association  • June  1966 


541 


KENTUCKY  MEDICAL  ASSOCIATION 

BOARD  OF  TRUSTEES— 1965-1966 

Officers 


EVERETT  H.  BAKER,  1169  Eastern  Parkway,  Louisville  President 
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1, 
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31, 
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Buyers  Guide 

JOURNAL  OF  THE  KMA  BUYERS  GUIDE  FOR  JUNE,  1966 


Abbott  Laboratories  533-534-535 

Ames  Company  543 

Bristol  loboratories  472 

Burroughs  Wellcome  538 

Dorsey  Laboratories  465-466-467-468 


William  S.  Merrell  Company  470-471-520 

New  Castle  Sanitarium  531 

Emerson  A.  North  Hospital  487 

Parke,  Davis  & Company  456 

Wm.  P.  Poythress  & Company  529 


Highland  Hospital  523 

Hynson,  Westcott  & Dunning,  Inc 457 

The  Kendall  Company  486 

Kentucky  Travel  Division  475 

Lakeside  Laboratories  477-478-479-480-481 -482-483-484 

Lederle  Laboratories  463-473-524-525-539 

Eli  Lilly  & Company  490 

Medical  Protective  Company  531 

Merck,  Sharp  & Dohme  461-536-537 


Roche  Loboratories  544 

J.  B.  Roerig  & Company  488-489 

Sale  Ad  526 

G.  D.  Searle  & Company  500-501 

Smith  Kline  & French  521 

Southern  Optical  Company  523 

E.  R.  Squibb  & Sons  527 

Walker  Laboratories  462 

Wallace  Laboratories  485-528 

Winthrop  Laboratories  459 
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LAB  STI 


new  from  Ames 
5 basic  uro-analytical 
facts  in  30  seconds 


Labstix 

brand  reagent  strips 

...broadest  urine  screening  possible  from 
a single  reagent  strip 

Urine  test  results  with  Labstix  Reagent  Strips  can  represent 
significant  guides  to  differential  diagnosis  or  therapy  in  many 
conditions.  An  unexpected  “positive”  may  enable  you  to  detect 
hidden  pathology  — long  before  more  recognizable  symptoms 
become  evident.  Negative  results,  which  permit  you  to  rule  out 
abnormalities  in  a broad  clinical  range,  can  serve  as  baseline 
values  for  reference  in  future  examinations.  The  5 colorimetric 
test  areas  encompassed  on  Labstix  Reagent  Strips  are; 

pH  — values  are  read  numerically  in  the  essential  range 
of  pH  5 to  pH  9. 

Protein— results  are  read  either  in  the  “plus”  system  or  in 
mg.  % in  amounts  approximating  “trace,”  30, 100,  300,  and  over 
1000  mg.  %. 

Glucose  - provides  a "Yes-or-No”  answer  for  urine  “sugar  spill.” 

Ketones- detects  ketone  bodies  in  urine  — both  acetoacetic 
acid  and  acetone.  Reacts  with  as  little  as  5 to  10  mg.  % 
of  acetoacetic  acid. 

Occult  Blood— specific  test  for  intact  red  cells,  hemoglobin  or 
myoglobin.  Results  are  read  as  negative,  small,  moderate  or  large 
amounts. 

Now  a Clear  Reagent  Strip  of  Firm  Construction 
...facilitates  handling  during  testing  procedure.  Excellent  color 
contrast  made  possible  by  the  clear  plastic  strip,  together  with  the 
clearly  defined  color  charts  provided,  permits  precise,  reproducible 
colorimetric  readings  in  all  5 test  areas.  A more  definitive  inter- 
pretation of  uro-analytical  facts  is  made  possible. 


Available:  Labstix  Reagent  Strips,  bottles  of  100 
are  supplied  with  each  bottle). 


(color  charts 


Ames  Company,  Inc.,  Elkhart,  Indiana  aivies 


08165 


heart  disease 
or  psychic  tension? 

“Heart  symptoms”— chest  pain,  tachycardia,  ar- 
rhythmia—invariably  d'lann  and  preoccupy  the 
patient,  though  they  may  be  completely  without 
organic  basis.  Such  symptoms  often  are  somatic  masks 
of  psychic  tension,  arising  from -constant  encounters 
with  stressful  situations. 

When  the  problem  is  diagnosed  as  emotionally  pro- 
duced, consider  Valium  (diazepam)  as  adjunctive 
therapy.  Valium  (diazepam)  acts  rapidly  to  calm  the 
patient,  to  reduce  his  psychic  tension  and  relieve 
associated  cardiovascular  complaints. 

Neurotic  fatigue — the  chronic  tiredness  resulting 
from  emotional  strain  which  so  often  accompanies 
psychogenic  “heart”  symptoms  — also  can  be  con- 
trolled by  this  highly  useful  agent.  Valium  ( diazepam) 
often  achieves  results  where  other  psychotherapeutic 
agents  have  failed. 

Valium  (diazepam)  is  generally  well  tolerated,  and 
usually  does  not  impair  mental  acuity  or  ability  to 
function.  If  side  effects  such  as  ataxia  and  drowsiness 
occur,  they  usually  disappear  with  dosage  adjustment. 


In  prescribing:  Dosage  — Adults:  Mild  to  moderate  psychoneu- 
rotic reactions,  2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psychoneurotic 
reactions,  5 to  10  mg  t.i.d.  or  q.i.d.;  alcoliolism,  10  mg  t.i.d.  or 
q.i.d.  in  first  24  hrs,  then  5 mg  t.i.d.  or  q.i.d.  as  needed;  muscle 
spasm  with  cerebral  palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d. 
Geriatric  patients:  1 or  2 mg/ day  initially,  increase  gradually  as 
needed. 

Contraindications:  Infants,  patients  with  history  of  convulsive 
disorders  or  glaucoma. 

Warning:  Not  of  value  in  the  treatment  of  psychotic  patients, 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 

Precautions:  Limit  dosage  to  smallest  effective  amount  in  elderly 
patients  (not  more  than  1 mg,  one  or  two  times  daily)  to  preclude 
ataxia  or  oversedation.  Advise  patients  against  possibly  hazard- 
ous procedures  until  correct  maintenance  dosage  is  established; 
driving  during  therapy  not  recommended.  In  general,  concurrent 
use  with  other  psychotropic  agents  is  not  recommended.  Warn 
patients  of  possible  combined  effects  with  alcohol.  Safe  use  in 
pregnancy  not  established.  Observe  usual  precautions  in  impaired 
renal  or  hepatic  function  and  in  patients  who  may  be  suicidal; 
periodic  blood  counts  and  liver  function  tests  advisable  in  long- 
term use.  Cease  therapy  gradually. 

Side  Effects:  Side  effects  (usually  dose-related)  are  fatigue, 
drowsiness  and  ataxia.  Also  reported:  mild  nausea,  dizziness, 
blurred  vision,  diplopia,  headache,  incontinence,  slurred  speech, 
tremor  and  skin  rash;  paradoxical  reactions  (excitement,  de- 
pression, stimulation,  sleep  disturbances  and  hallucinations)  and 
changes  in  EEG  patterns.  Abrupt  cessation  after  prolonged  over- 
dosage may  produce  withdrawal  symptoms  similar  to  those  seen 
with  barbiturates,  meprobamate  and  chlordiazepoxide  HCl. 

Supplied:  Tablets,  2 mg,  S mg  and  10  mg;  bottles  of  SO  for  con- 
venience and  economy  in  prescribing. 


\^llU.nfr(diazepam) 

2-mg,  5-mg,  10-mg  tablets 


Roche  Laboratories 

Division  of  Hoffmann -La  Roche  Inc. 

Nutley,  N.J.  07110 
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Dilantin^ 

(diphenylhydantoin) 

PARKE-DAVIS 

27 years  of  clinical  use... 
and  still  the  most 
widely  prescribed 
agent  of  its  kind 


Complete  information  tor  usage  available  to 
physicians  on  request.  ei9e« 


PARKE-DAVIS 
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Once  merely  a man 
with  HAY  FEVER- 

now  a victim  of  his  I 
own  antibodies 


Whatever  term  describes  him  in  this  new  era  of 
immunology,  the  symptoms  of  congested  nose,  rhinor- 
rhea  and  sneezing  haven’t  changed  in  patients  hyper- 
sensitive to  pollens  and  molds.  But  nTz  ^ Nasal  Spray 
relieves  the  symptoms.  It  decongests  nasal  mem- 
branes on  contact,  relieves  itching  and  reduces 
excessive  rhinorrhea  without  unpleasant  dryness. 

The  first  spray  of  well-tolerated  nTz  shrinks  the 
turbinates,  helps  restore  normal  nasal  ventilation 
and  breathing.  After  a few  minutes,  a second 
spray  enhances  sinus  ventilation  and  drainage. 

More  than  a simple  vasoconstrictor,  the  carefully 
balanced  formula  of  effective  components  relieves  in 
three  ways  with: 


• Neo-Synephrine®  HCI  0.5%,  a decongestant  of 
unexcelled  efficacy  to  shrink  nasal  membranes  and 
allow  more  comfortable  breathing. 


• Thenfadil®  HCI  0.1%,  a topical  antihistamine  to 
help  relieve  itching  and  rhinorrhea. 


• Zephiran®  Cl  1:5000,  an  excellent  wetting 
agent  and  antiseptic  preservative  to  promote 
the  rapid  spread  of  components  to  less 
accessible  nasal  areas. 


Supplied  in  convenient  pocket-size  plastic 
spray  bottle  of  20  ml.  Also  available  as  a 
solution  of  30  ml.  (1  fl.  oz.)  with  dropper, 
and  473  ml.  (1  pint). 


Prescribe 


Nasal  Spray 


(contains  Neo-Synephrine  HCI) 


l/l//nfhrop  Winthrop  Laboratories,  New  York,  N.Y.  10016 


MESSAGE 
FROM  THE 
PRESIDENT 


A Decision  To  Be  Made 


IT  MAY  BE  SAID  with  considerable  truth  that  many  of  us  have  not  done  our  full 
share  in  preventing  the  onset  of  Medicare.  Be  that  as  it  may,  it  is  now  with 
us,  and  that  which  we  do  henceforth  must  be  within  the  framework  of  Medicare. 
With  this  in  mind,  let  us  not  forget  that  the  battle  to  prevent  the  socialization 
of  medicine  is  not  finished  at  this  point,  and  our  actions  now  and  in  the  future 
will  still  be  responsible  for  helping  guide  the  course  of  American  medicine. 

At  the  present  time,  each  of  us  as  practicing  physicians  must  decide  how  we 
will  handle  medical  insurance  benefits  within  the  Medicare  program.  As  you  know, 
there  are  two  choices,  and  the  method  to  be  used  is  a matter  for  agreement 
between  the  doctor  and  the  patient.  One  method  somewhat  maintains  the  tra- 
ditional patient-physician  relationship,  while  the  other  involves  the  third  party 
concept  which  is  an  anathema  to  most  of  us. 

Although  each  physician  must  decide  for  himself  how  he  is  to  practice  medicine, 
it  would  appear,  to  this  writer  at  least,  that  it  would  be  more  in  keeping  with 
the  free  practice  of  medicine  to  expect  the  patient  to  be  responsible  for  his 
medical  fee.  To  do  otherwise  would,  in  my  opinion,  be  a mistake.  There  are  too 
many  people  today  who  have  no  sense  of  responsibility  and  not  only  want  but 
expect  others  to  pay  their  bills.  The  principle  of  individual  responsibility  is 
basic  to  any  free  enterprise  system. 

Although  this  is  a decision  for  the  present,  there  will  be  others  in  the  future 
just  as  important.  Let  us  consider  each  on  its  own  merit  and  try  at  all  times 
to  do  that  which  will  be  in  the  best  interest  of  American  Medicine. 

C.  C.  Lowry,  M.D. 
KMA  Vice  President  (Western) 


\This  is  the  fourth  in  a series  of  four  guest  articles  written  at  the  request  of  KMA  president, 
Everett  H.  Baker,  M.D.,  by  the  president  of  the  Woman’s  Auxiliary  and  the  three  KMA 
vice-presidents. 
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eczema:  scourge 


of  childhood 


R.  R.,  Age  — Before  treatment  — 
atopic  eczema  of  long  standing 


ARISTOCORT®  Triamcinolone  AcetonideTopicals  have 
proved  exceptionally  effective  in  the  control  of  various 
forms  of  childhood  eczema:  allergic,  atopic,  nummular, 
psoriatic,  and  mycotic. 

In  most  cases  responsive  to  topical  ARISTOCORT, 
the  0.1  % concentration  is  sufficiently  potent.  The  0.5% 

I concentration  provides  enhanced  topical  activity  for 
patients  requiring  additional  potency  for  proper  relief. 

Administration  and  Dosage:  Apply  sparingly  to  the  affected 
area  3 or  4 times  daily.  Some  cases  of  psoriasis  may  be  more 
effectively  treated  if  the  0.1%  Cream  or  Ointment  is  applied 
under  an  occlusive  dressing. 

] Contraindications:  Tuberculosis  of  the  skin,  herpes  simplex, 
j chicken  pox  and  vaccinia. 

Precautions  and  Side  Effects:  Do  not  use  in  the  eyes  or  in 
the  ear  (if  drum  is  perforated).  A few  individuals  react  un- 
favorably under  certain  conditions.  If  side  effects  are  en- 
countered, the  drug  should  be  discontinued  and  appropriate 

Aristocort'  Topical 

Triamcinolone  Acetonide 


After  treatment— with  ARISTOCORT 
Topical  Ointment  0.1%  for  two  weeks 


measures  taken.  Use  on  infected  areas  should  be  attended 
with  caution  and  observation,  bearing  in  mind  the  potential 
spreading  of  infection  and  the  advisability  of  discontinuing 
therapy  and/or  initiating  antibacterial  measures.  Generalized 
dermatological  conditions  may  require  systemic  corticoster- 
oid therapy.  Steroid  therapy,  although  responsible  for  remis- 
sions of  dermatoses,  especially  of  allergic  origin  cannot  be  ex- 
pected to  prevent  recurrence.  The  use  over  extensive  body 
areas,  with  or  without  occlusive  nonpermeable  dressings, 
may  result  in  systemic  absorption.  Appropriate  precautions 
should  be  taken.  When  occlusive  nonpermeable  dressings 
are  used,  miliaria,  folliculitis  and  pyodermas  will  sometimes 
develop.  Localized  atrophy  and  striae  have  been  reported 
with  the  use  of  steroids  by  the  occlusive  technique.  When 
occlusive  nonpermeable  dressings  are  used,  the  physician 
should  be  aware  of  the  hazards  of  suffocation  and  flamma- 
bility. The  safety  of  use  on  pregnant  patients  has  not  been 
firmly  established.  Thus,do  not  use  in  large  amounts  or  for 
long  periods  of  time  on  pregnant  patients. 

Packages:  Tubes  of  5 Cm.  and  15  Cm.;  V2  lb.  jar. 

PHOTOGRAPHS  COURTESY  OF  M.  M.  NIERMAN,  M.D. 


Ointment  0.1%  and  Cream  0.1%,  0.5% 

Also  available  in  foam  form  and  with  neomycin. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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Continuing  Educational  Opportunities 

From  The 

KMA  Postgraduate  Medical  Education  Office 


MARK  YOUR  CALENDAR  FOR  THIS 

A highlight  in  postgraduate  education  opportu- 
nities in  1966  awaits  you  at  the  115th.  Annual 
Meeting  of  The  Kentucky  Medical  Association 
at  the  Louisville  Convention  Center,  September 
20-22. 

Four  one-half  day  general  sessions  and  sixteen 
specialty  group  meetings  will  provide  you  with 
the  latest  scientific  developments  in  medicine  as 
presented  by  nationally  known  clinicians.  Five  and 
one  half  hours  of  closed  circuit  color  television 
will  be  a featured  part  of  the  scientific  exhibits 
will  be  carefully  selected  for  presentation  during 
the  three  day  session. 


IN  KENTUCKY 

JULY 

21-22  KAGP  Cumberland  Valley  Seminar,  Du- 
pont Lodge,  Cumberland  Falls 

AUGUST 

6-7  KAGP  Elizabethtown  Seminar,  Holiday 

Inn,  Elizabethtown 

21  KAGP  Bluegrass  Seminar,  Imperial  House, 

Lexington 

SEPTEMBER 

20-22  KMA  ANNUAL  MEETING,  Convention 

Center,  Louisville 

OCTOBER 

6 KAGP  Maysville  Seminar,  Health  Depart- 

ment Office,  Maysville 

13-16  American  College  of  Obstetricians  and 

Gynecologists  (ACOC)  District  V.  Meeting 
for  physicians  and  nurses,  Stouffers  Inn 
and  Brown  Hotel,  Louisville 

27  KAGP  Symposium  on  Clinical  Emergencies, 

Executive  Inn,  Louisville 

31-  PG  Course  in  Otolaryngology  and  Broncho- 

Nov.  12  esophagology.  University  of  Louisville 
Medical  Center 

IN  SURROUNDING  STATES 

JULY 

25-29  Interpretation  and  Therapy  of  Cardiac 

Arrhythmias,  Symposium  by  Hahnemann 
Medical  College  and  Hospital,  at  Marriot 
Motor  Hotel,  Philadelphia 


12-13 

AUGUST 

AMA  National  Conference  on  Infant  Mor- 

25-27 

tality,  Fairmont  Hotel,  San  Francisco 
West  Virginia  State  Medical  Association 

27- 

Annual  Meeting,  The  Greenbrier,  White 
Sulphur  Springs 

American  Congress  of  Physical  Medicine 

Sept.  2 

and  Rehabilitation  and  American  academy 

29- 

of  Physical  Medicine  and  Rehabilitation, 
joint  meeting,  Sheraton  Palace  Hotel,  San 
Francisco 

American  Hospital  Association,  Palmer 

Sept.  1 

House,  Chicago 

5-12 

SEPTEMBER 

Third  International  Congress  on  Human 

8-10 

Genetics,  University  of  Chicago 
American  Association  of  Obstetricians  and 

11-16 

Gynecologists,  Hot  Springs,  Va. 

Flying  Physicians’  Association,  The  Dunes 

20-28 

Hotel  and  Country  Club,  Las  Vegas 
Tenth  Congress  of  the  Pan-Pacific  Surgical 

25-30 

Association,  Part  I,  Honolulu,  Hawaii 
Michigan  State  Medical  Society  Annual 

26-27 

Meeting,  Pantlind  Hotel.  Grand  Rapids 
Tennessee  Valley  Medical  Assembly,  Tivoli 

1-5 

Theater,  Chattanooga 

OCTOBER 

American  Society  of  Anesthesiologists, 

7-14 

Sheraton  Hotel,  Philadelphia 
American  Academy  of  General  Practice, 

7-8 

War  Memorial,  Boston 

Congress  on  Medical  Quackery,  Pick- 

10-14 

Congress  Hotel,  Chicago 

Annual  Clinical  Congress,  American  Col- 

10-12 

lege  of  Surgeons,  San  Francisco 
Indiana  State  Medical  Association  Con- 

11-14 

vention,  Sheraton  Hotel,  French  Lick,  Ind. 
Pennsylvania  Medical  Society  Annual  Meet- 

15-16 

ing,  Pennsylvania  Sheraton  Hotel,  Pitts- 
burgh 

American  Association  of  Ophthalmology, 

16-21 

Palmer  House,  Chicago 

American  Academy  of  Opthalmology  and 

22-27 

Otolaryngology,  Palmer  House,  Chicago 
American  Academy  of  Pediatrics,  Palmer 

31- 

House,  Chicago 

American  Public  Health  Association,  Civic 

Nov.  4 

Auditorium  San  Francisco 

5.S2 


when  readings 
indicate  hypertension 

Time  for 

Naturetiif 

SQUIBB  BENDROFLUMETHIAZIDE 

to  reduce  blood  pressure 

n the  management  of  your  hypertensive  patients, 
Naturetin  is  good  therapy  to  start  with,  good  ther- 
apy to  stay  with. 

n mild  hypertension,  Naturetin  lowers  blood 
pressure  gradually  toward  normotensive  levels, 
n long-term  therapy,  Naturetin  may  keep  blood 
pressure  low— for  months,  sometimes  years.  When 
used  in  combination  with  other  antihypertensive 
agents,  blood  pressure  often  falls  further— and 
lower  doses  of  both  drugs  are  usually  possible. 
Clinical  trials  have  proven  Naturetin  effective— 
without  serious  side  effects.''  ^ And,  when  used  to 
treat  patients  with  cardiac  edema  and  hyperten- 
sion, "in  no  instance  did  the  concentration  of 
serum  potassium  fall  below  3.1  mEq.  per  liter."^ 
(Normal  range  for  serum  potassium:  3. 5-5.0  mEq./ 
liter).'* 

When  readings  indicate  hypertension,  start  with 
Naturetin,  stay  with  Naturetin. 

Contraindications:  Severe  renal  impairment;  previous  hypersen- 
sitivity. 

Warning:  Ulcerative  small  bowel  lesions  have  occurred  with 
potassium-containing  thiazide  preparations  or  with  enteric-coated 
potassium  salts  supplementally.  Stop  medication  if  abdominal 
pain,  distension,  nausea,  vomiting,  or  C.l.  bleeding  occur. 
Precautions:  The  dosage  of  ganglionic  blocking  agents,  veratrum, 
or  hydralazine  when  used  concomitantly  must  be  reduced  by 
at  least  50°/o  to  avoid  orthostatic  hypotension.  Electrolyte  dis- 
turbances are  possible  in  cirrhotic  or  digitalized  patients. 

Side  Effects:  Bendroflumethiazide  may  cause  increases  in  serum 
uric  acid,  unmask  diabetes,  increase  glycemia  and  glycosuria  in 
diabetic  patients  and  may  cause  hypochloremic  alkalosis,  hypo- 
kalemia; cramps,  pruritus,  paresthesias,  and  rashes  may  occur. 
Supplied:  Naturetin  (Squibb  Bendroflumethiazide)  5 mg.  and  2.5 
mg.  tablets.  Also  available— Naturetin  c K [Squibb  Bendroflume- 
thiazide (5  or  2.5  mg.)  with  Potassium  Chloride  (500  mg.)].  For 
full  information,  see  Product  Brief. 

References:  1.  Telfeyan,  S.  A.:  Clin.  Med.  70:1668,  1963.  2.  Shep- 
ard, H.  L.:  J.  Am.  Geriatrics  Soc.  11:363,  1963.  3.  Cummings,  D.  E.; 
Goodman,  R.  M.,  and  Steigmann,  F.:  j.  Am.  Geriatrics  Soc.  12:161, 
1964.  4.  Castleman,  B.,  ed.:  New  England  J.  Med.  268:1462,  1963. 
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Squibb  Quality 


When 

thiazide 


reserpine 

alone 

won’t 

keep 


Establish  and 
maintain  eariy, 
more  decisive 
control  of 
blood  pressure 

DIUTENSEN-B 

Cryptenamine  1.0  mg.*  Methyclothiazide  2.5  mg.  Reserpine  0.1  mg. 


When  blood  pressure  won’t  stay  down  despite  initial  therapy  — 
when  complaints  of  headache,  fatigue  or  dizziness  are  often  voiced  — 
it  may  be  time  for  a change  to  Diutensen-R. 

Diutensen-R  is  thiazide  and  reserpine  plus  cryptenamine  — a rational, 
comprehensive  therapy  to  help  establish  and  maintain  early, 
more  decisive  control  of  blood  pressure. 

The  cryptenamine  in  Diutensen-R  helps  improve  normal  vasodilating 
reflexes  while  the  thiazide  and  reserpine  components  maintain 
vasorelaxant,  sedative,  and  saluretic  benefits.  Cryptenamine  lowers 
pressoreceptor  reflex  thresholds  (which  may  be  abnormally  high  in 
hypertension) —"resets”  pressoreceptors  to  function  at  more  nearly 
normotensive  levels. 

Early,  more  decisive  control  with  Diutensen-R  helps  secure 
continuing  benefits  — may  reduce  or  even  obviate  the  need  for  poorly 
tolerated  drugs  later  in  therapy. 


“...quite  apart  from  the  problem  of  vascular  damage,  there 
arises  a possibility  of  virtual  ‘cure’  or  remission  of  hypertension 
when  treatment  is  early,  i.e.,  before  too  many  other  secondary 
pressor  systems  have  entered  into  the  disequilibrium  of  pressor  con- 
trol, and  when  it  is  adequately  suppressive.” 

Corcoran,  A.  C.;  The  choice  of  drugs  in  the  treatment  of  hypertension.  In;  Drugs 
of  Choice  1966-67,  W.  Modell,  Ed.,  St.  Louis,  C.  V.  Mosby  Company,  1966,  p.  417. 


Indications:  Diutensen-R  may  be  employed  in  all  grades  of  essential  hypertension. 
Dosages:  Usual  dose  is  1 tablet  twice  daily,  at  morning  and  evening  meals. 
However,  adjustment  of  dosage  to  suit  individual  circumstances  may  be 
required.  Please  refer  to  package  insert  for  full  particulars.  Side  effects  and 
precautions:  The  side  effects  observed  with  patients  on  Diutensen-R  have 
been  of  a mild  and  nonlimiting  nature.  These  include  occasional  urinary  frequency 
nocturia,  nasal  congestion,  muscle  cramps,  skin  rash,  joint  pains  due  to  gout 
symptoms  and  nausea  and  dizziness  which  have  been  reported  for  the  individual 
components.  Most  of  these  symptoms  disappear  while  the  drug  is  continued  at 
the  same  or  lower  dosage  level.  The  concomitant  use  of  digitalis  and  Diutensen-R 
may  increase  the  possibility  of  digitalis-like  intoxication.  If  there  is 
evidence  of  myocardial  irritability  (extrasystoles,  bigeminy  or  AV  block),  dosage 
of  Diutensen-R  should  be  reduced  or  discontinued.  Nocturia  in  patients 
with  marginal  cardiac  status  and  salt  and  fluid  retention  can  be  effectively 
controlled  by  limiting  the  time  of  administration  to  early  afternoon. 

Diutensen-R  should  not  be  used  in  patients  with  a known  intolerance  to  reserpine. 
Package  inserts  furnish  a complete  summary  of  recommended  cautions  related  to 
each  of  the  ingredients  of  Diutensen-R. 

®As  tannate  salts  equivalent  to  130  Carotid  Sinus  Reflex  Units. 
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NEISLER  LABORATORIES,  INC.  • DECATUR,  ILLINOIS 
SUBSIDIARY  OF  UNION  CARBIDE  CORPORATION 


A Cervical  Cytology  Program  for  Kentucky  t 


Russell  E.  Teague,  M.D.,  M.P.H. 

Commissioner  of  Health 
Commonwealth  of  Kentucky 


Each  of  us,  at  some  scientific  or  professional 
meeting  in  the  past  few  years,  has  heard  a 
speaker  deplore  the  “time  lag”  between  the 
development  of  a medical  technique  or  process  and 
its  application  in  general  practice.  Probably  no  more 
precise  example  of  this  lag  can  be  cited  than  the 
continuing  incidence  of  cervical  cancer.  Doctors 
Papanicolaou  and  Traut  published  their  findings  in 
the  early  1940's.  Ten  years  later  a United  States 
Public  Health  Service  Project  in  Memphis  and  Shel- 
by County,  Tennessee,  demonstrated  the  unques- 
tionable value  of  the  technique  in  the  detection  of 
unsuspected  cervical  cancer.  Yet  in  1960  only  60  per 
cent  of  the  respondents  in  a national  Gallup  poll 
had  heard  of  the  Papanicolaou  smear  and  only  30 
per  cent  had  had  the  test. 

Current  figures  for  Kentucky,  if  they  were  known, 
would  most  probably  not  exceed  those  for  the  na- 
tion six  years  ago.  Only  this  Spring,  two  locally  spon- 
sored cervical  cancer  detection  programs  were  con- 
ducted with  intensive  publicity  and  appeals  to  come 
in  for  the  test  at  no  charge.  In  one  of  the  counties 
with  approximately  1,600  women  20  years  of  age 
or  older,  only  157  women  made  appointments  for  the 
test  and  only  135  (86  per  cent)  kept  the  appoint- 
ment. In  a larger  county  where  there  are  around 
7,000  women  in  the  same  age  group,  only  544  came 
to  three  well-advertised  evening  clinics  and  many  of 
them  were  women  who  attended  a similar  clinic  two 
years  ago. 

Despite  the  pessimistic  picture  presented  by  the 
figures  the  future  looks  very  encouraging.  This  opti- 
mism comes  from  the  constantly  increasing  evidence 
that  the  medical  profession  is  concerned  about  the 
deaths  from  cervical  cancer  in  Kentucky  (522  in  the 
three-year  period  ending  in  December,  1965)  and 
are  giving  wholehearted  participation  in  planning 
and  conducting  detection  programs. 

On  July  1,  of  this  year  the  State  Health  Depart- 
ment will  inaugurate  a program  designed  to  demon- 
strate ( 1 ) the  value  of  the  Papanicolaou  test  for 
individual  health  and  prolonged  life,  (2)  the  sim- 


t This  article  prepared  by  The  Office  of  Chronic 
Disease,  Division  of  Epidemiology,  Kentucky  State 
Health  Department,  275  East  Main  Street,  Frank- 
fort, Kentucky  40601 


plicity  of  the  test,  (3)  the  obvious  advantages  of  in- 
cluding it  as  a routine  part  of  every  complete  exami- 
nation of  a female  patient,  (4)  the  need  for  careful 
and  complete  follow-up,  and,  of  course,  to  discover 
unsuspected  cancers  and  carcinomas  in-situ.  A major 
share  of  the  credit  for  this  program  should  go  to 
the  state’s  medical  community  for  their  support  of 
the  budget  request  which  made  it  possible  and  their 
unselfish  participation  in  its  planning. 

With  this  kind  of  cooperative  effort,  experiences 
such  as  the  one  described  in  the  following  letter 
should  become  a commonplace  occurrence  in  Ken- 
tucky. The  letter  was  written  this  Spring  following 
one  of  the  detection  clinics  mentioned  above. 

“How  does  a person  thank  so  many  people 
for  saving  her  life?  I don’t  know,  but  this  I 
would  like  to  try  and  do.  Four  weeks  ago  I 
came  to  your  cancer  clinic  and  took  a “Pap 
Smear”  test.  I really  thought  it  probably  wasn’t 
necessary  because  I thought  I was  too  young 
(32)  to  have  this  type  cancer.  But,  I had  never 
taken  the  test  before  so  I would  take  it.  The 

next  Tuesday  Doctor  T called  me 

and  said  my  test  was  abnormal  and  he  wanted 
me  to  come  to  the  hospital  and  have  a speci- 
men taken  to  be  sure.  All  of  it  sure  came  as  a 
shock  to  me.  When  this  test  came  back  it  was 
positive.  You  can  imagine  how  I felt.  I felt  as 
though  my  whole  world  had  fallen  from  under 

me.  Doctor  T said  that  it  was  in 

the  first  stages  and  I was  extremely  lucky  to 
have  found  it  now.  I had  my  surgery  two  weeks 
ago  today  and  am  doing  fine.  I only  had  to 
have  my  uterus  removed  and  there  was  no  pre- 
invasion, was  the  report  back.  The  doctor  said 
my  chances  of  not  ever  having  cancer  again 
are  above  90  per  cent.  Had  I waited  even  one 
year  they  would  have  dropped  to  50  per  cent. 
So  I was  truly  lucky. 

May  I say  thanks  to  your  department,  all 
the  ladies  that  helped,  nurses,  doctors,  and 
everyone  least  involved  in  helping  to  save  my 
life. 

God  bless  this  good  work  you  have  started 
and  may  you  be  able  to  continue  it  so  other 
women  can  be  as  lucky  as  I was.” 


S5(y 
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Night  Leg  Cramps... 

Frequent  Bedfellow  in  Diabetes,Arthritis, 
and  Peripheral  Vascular  Disorders* 


’"Nocturnal  cramps  occurring  in  the  calf  muscles  . . nocturnal  cramps  may  be  the  presenting  symp- 
and  small  muscles  of  the  feet  have  been  encoun-  toms  of  patients  v/ith  arteriosclerosis  obliterans,  deep 
tered  in  a significant  number  of  diabetic  patients."'  thrombophlebitis,  varicose  veins,  osteoarthritis..."* 

now,., specific  therapy  for  night  leg  cramps 

QUIIUAMM 

QUINAMM  Composition:  Each  white,  beveled,  compressed  tablet 
contains:  Quinine  Sulfate  4 grains  (250  mg.),  Aminophylline  3 grains 
(200  mg.).  Precautions:  Aminophylline  may  produce  intestinal 
cramps  in  some  instances,  and  quinine  may  produce  symptoms  of 
cinchonism,  such  as  tinnitus,  dizziness,  and  gastrointestinal  distur< 
bance.  Discontinue  use  if  ringing  in  the  ears,  deafness,  skin  rash,  or 
visual  disturbances  occur.  Contraindication:  QUINAMM  is  contra- 
indicated in  pregnancy  because  of  its  quinine  content.  Dosage: 
One  tablet  upon  retiring.  Where  necessary,  dosage  may  be  in- 
creased to  one  tablet  following  the  evening  meal  and  one  tablet 
upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets.  Caution: 
Federal  law  prohibits  dispensing  without  prescription.  References: 
1.  Shuman,  C.:  Am.  J.  Med.  Sci.,  225:54,  1953.  2.  Perchuck,  E.,  et 
al.:  Angiology,  12:102,  1961.  3.  Rawls,  W.  B.,  et  al.:  Med.  Times, 
87:818,  1959. 

ision  of  Richardson-Merrell  Inc.Mt.  Vernon,  New  York  10551 


Consistently  effective,  QUINAMM  provided  com- 
plete relief  in  94%  of  200  patients  studied,  many 
of  whom  were  severe  cases  refractory  to  other 
medication.®  Your  prescription  for  one  tablet  at 
bedtime  often  controls  painful  night  cramps  with 
the  initial  dose  . . . helps  restore  restful  sleep. 
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one  mid-evening 


one  mid-morning 


New 300  mg  tablet 
It’s  made  for  b.i.d. 


ForAdults-2tablets  provide  a full  24hours  of  therapy.. .with  alltheextra 
benefits  of  DECLOMYCIN... lower  mg  intake  per  day... proven  potency... 
1-2  days’  "extra”  activity  to  protect  against  relapse  or  secondary  infection. 


DECLOMYCIIV 

DEMErHYLCHLOKTETRACYCLINE 
300mg‘  FILM  COATED  TABLETS 


Effective  in  a wide  range  of  everyday  infections 
—respiratory,  urinary  tract  and  others— in  the 
young  and  aged— the  acutely  or  chronically  ill— 
when  the  offending  organisms  are  tetracycline- 
sensitive. 

Contraindication— History  of  hypersensitivity  to 
demethylchlortetracycline. 

Warning  — In  renal  impairment,  usual  doses 
may  lead  to  excessive  systemic  accumulation 
and  liver  toxicity.  Under  such  conditions,  lower 
than  usual  doses  are  indicated  and,  if  therapy 
is  prolonged,  serum  level  determinations  may 
be  advisable.  A photodynamic  reaction  to  nat- 
ural or  artificial  sunlight  has  been  observed. 
Small  amounts  of  drug  and  short  exposure 
may  produce  ah  exaggerated  sunburn  reaction 
which  may  range  from  erythema  to  severe  skin 
manifestations.  In  a smaller  proportion,  photo- 


allergic  reactions  have  been  reported.  Patients 
should  avoid  direct  exposure  to  sunlight  and 
discontinue  drug  at  the  first  evidence  of  dis- 
comfort. 

Precautions  and  Side  Effects  — Overgrowth  of 
nonsusceptible  organisms  may  occur.  Constant 
observation  is  essential.  If  new  infections 
appear,  appropriate  measures  should  be  taken. 
Use  of  demethylchlortetracycline  during  tooth 
development  (last  trimester  of  pregnancy, 
neonatal  period  and  early  childhood)  may 
cause  discoloration  of  the  teeth  (yellow-grey- 
brownish).  This  effect  occurs  mostly  during 
long-term  use  but  has  also  been  observed  in 
short  treatment  courses.  In  infants,  increased 
intracranial  pressure  with  bulging  fontanels 
has  been  observed.  All  signs  and  symptoms 
have  disappeared  rapidly  upon  cessation  of 


treatment.  Side  reactions  include  glossitis, 
stomatitis,  proctitis,  nausea,  diarrhea,  vaginitis 
and  dermatitis.  If  adverse  reaction  or  idiosyn- 
crasy occurs,  discontinue  medication  and  insti- 
tute appropriate  therapy.  Anaphylactoid  reac- 
tions have  been  reported. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  oi 
300  mg  b.i.d.  Should  be  given  1 hour  before  ot 
2 hours  after  meals,  since  absorption  is 
impaired  by  the  concomitant  administration  ol 
high  calcium  content  drugs,  foods  and  some 
dairy  products. 

Capsules:  150  mg  of  demethylchlortetracycline 
HCI. 

Tablets:  film  coated,  300  mg,  150  mg,  anc 
75  mg  of  demethylchlortetracycline  HCI.  j 

Pearl  River,  New  York 

674-6—3830 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company, 


"All  Interns  are  Alike" 


It  stands  to  reason.  They  all  go  through  the  same 
training;  they  all  have  to  pass  the  same  tests;  they 
all  have  to  measure  up  to  the  same  standards;  they 
all  are  underpaid,  too.  Therefore,  all  interns  are 
alike. 

That's  utter  nonsense,  of  course.  But  it's  no 
more  nonsensical  than  what  some  people  say 
about  aspirin.  Namely:  since  all  aspirin  is  at  least 
supposed  to  come  up  to  certain  required  stand- 
ards, then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  demanding.  In 
fact,  there  are  at  least  nine  specific  differences  in- 


volving purity,  potency  and  speed  of  tablet  disinte- 
gration. These  Bayer®  standards  result  in  significant 
product  benefits  including  gentleness  to  the  stom- 
ach, and  product  stability  that  enables  Bayer  tab- 
lets to  stay  strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  it  just  isn't  so. 

You  might  also  say  that  all  interns  aren't  alike, 
either. 
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HERITABLE  DISORDERS  OF  CONNECTIVE  Tl  S-E:  by  Victor 
A.  McKusick,  M.D.;  Published  by  The  C.  V.  Mosby  Com- 
pany, Saint  Louis,  1966;  Third  Edition,  499  pages;  Price, 
$18.50. 

Books  are  living  things.  From  the  moment  of  con- 
ception to  that  joyous  day  of  birth,  they  are  nurtured, 
nourished,  and  cultivated  by  arduous  labor.  Some 
books  quicken  only  to  die.  These  seemingly  have  not 
been  properly  conceived.  Others  appear  sound  at 
birth  but  somehow  never  fullfill  the  high  hopes  en- 
visioned by  author  or  publisher.  Still  others  mature 
and  successfully  reproduce  themselves,  with  minor 
alterations,  in  edition  after  edition.  McKusick’s  book 
belongs  to  the  last  category. 

Since  1956,  this  work  has  undergone  two  re- 
visions. The  great  eruption  of  scientific  information 
has  added  much  that  is  new.  As  a volume  on  heritable 
disorders  of  connective  tissue,  this  work  has  fortunate- 
ly been  grafted  on  McKusick’s  superb  background  in 
'bedside  medicine. 

The  few  color  photographs  are  eye  catching.  Read- 
ing is  easy  as  the  prose  flows  smoothly  and  un- 
troubled. The  third  edition  maintains  the  high  stand- 
ards set  by  its  predecessors. 

No  single  volume  written  in  the  English  tongue 
contains  such  a wealth  of  information.  McKusick’s 
book  should  be  within  easy  reach  of  every  physician 
who  has  a practice. 

This  volume  succeeds  where  others  have  failed. 
Deftly  it  cuts  across  the  multitude  of  medical  disci- 
plines spawned  by  the  twentieth  century.  More  cannot 
be  asked  of  any  medical  work. 

Abraham  M.  Gordon,  M.D. 

FIFTH  NATIONAL  CANCER  CONFERENCE  PROCEEDINGS, 
1964,  coordinated  by  Roald  N.  Grant,  M.D.;  Published 
by  J.  B.  Lippincott  Company,  Philadelphia  and  Montreal, 
1965;  759  pages. 

Since  1950,  the  American  Cancer  Society  and  the 
National  Cancer  Institute  have  jointly  sponsored  na- 
tion-wide cancer  conferences  every  four  years.  These 
have  generally  been  well  attended,  excellent  programs 
of  high  quality,  representing  the  best  minds  the  na- 
tion brings  to  bear  on  the  problem  of  cancer.  The 
Fifth  Cancer  Conference  held  in  September,  1964, 
in  Philadelphia,  in  conjunction  with  the  bicentennial 
observance  of  the  University  of  Pennsylvania  School 
of  Medicine,  was  probably  the  best  of  this  series  of 
conferences. 

This  volume  of  the  proceedings  is  nicely  edited; 
it  is  divided  into  short  sections,  each  giving  a good 
clinical  resume  of  up-to-date  management  practices 


and  end  results  in  various  regional  cancers.  Authors 
contributing  new  information  on  a particular  kind  of 
cancer  have  often  been  chosen  for  the  presentations, 
so  that  one  cannot  use  the  volume  as  a conventional 
textbook.  The  most  valuable  portion  of  the  volume 
is  the  first  section  on  the  epidemiology  and  biology 
of  cancer.  It  concerns  recent  basic  science  contribu- 
tions to  our  understanding  of  cancer.  This  material 
has  not  had  time  to  reach  textbooks,  but  constitutes 
much  of  the  fundamental  knowledge  of  neoplasia.  All 
doctors  caring  for  cancer  patients  should  read  the 
various  presentations  in  this  section;  the  easy-to-read 
papers  will  not  necessarily  change  anyone’s  ideas 
about  treatment  and  management  overnight,  but  they 
reduce  our  confused  thinking  about  the  behavior  of 
cancer  in  the  human  body.  There  are  few  places 
where  one  can  read  simply  stated  reviews  of  this 
material. 

The  sections  on  cancer  of  the  breast,  leukemia, 
tumors  of  bone,  systemic  effects  of  cancer,  and  pre- 
operative radiation  are  outstanding.  In  short,  this  is 
as  good  a reference  book  for  the  clinician  on  certain 
regional  cancers  as  is  available  especially  for  the 
coverage  of  recent  developments  and  recent  problems. 

CoNDiCT  Moore,  M.D. 

SURGERY  IN  AMERICA;  FROM  THE  COLONIAL  TWENTIETH 
CENTURY,  Selected  Writings;  edited  by  A.  Scott  Earle,  M.D.; 
Published  by  W.  B.  Saunders  Company,  Philadelphia  and 
London,  1965;  280  Pages;  Price,  $8.50 

The  editor  of  this  well  produced  little  book  is  a 
practicing  surgeon  in  Sun  Valley,  Idaho,  who  is  in 
the  process  of  writing  a history  of  American  surgery. 
The  present  book  is  a collection  of  the  writings  of 
surgeons  who  have  contributed  to  the  growth  and 
development  of  surgical  science  in  America. 

It  is  apparent  from  the  selections  the  editor  has 
chosen  that  he  has  a thorough  knowledge  of  the 
surgical  literature.  Some  of  the  selections  are  re- 
printed complete  in  their  original  form,  others  have 
been  carefully  abstracted.  The  abstracts  have  been 
skillfully  done  and  add  to  rather  than  detract  from 
the  overall  interest  of  the  volume. 

Doctor  Earle  has  written  a succinct  introduction, 
including  a very  brief  biographical  sketch,  to  each 
of  the  reprinted  papers  which  “sets  the  stage”  for 
the  reader  who  may  not  be  familiar  with  the  author 
or  the  subject  matter  he  presents.  Individuals,  obsolete 
terms,  and  older  drugs  that  appear  in  the  reprinted 
text  are  identified  in  footnotes.  Very  kindly  the  pub- 
lisher has  placed  the  footnotes  where  they  are  most 
useful  — at  the  “foot”  of  the  page.  Occasionally 
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important  correlative  information  is  also  supplied  in 
a footnote. 

The  papers  are  presented  chronologically  from  the 
first  published  accounts  (in  newspapers!)  of  surgical 
operations  in  the  Colonies  performed  by  Zabdiel 
Boylston  (1679-1766)  up  to  William  Steward  Hal- 
sted’s  (1852-1922)  commentaries  on  “The  Training 
of  the  Surgeon.”  There  are  24  carefully  selected 
papers  on  surgical  subjects  including  those  of  John 
Collins  Warren  (1778-1856)  and  Henry  Jacob  Bige- 
low (1818-1890)  on  the  introduction  of  ether  anes- 
thesia. All  of  these  papers  appear  in  other  publica- 
tions, many  however,  would  be  virtually  unobtain- 
able without  considerable  time  and  effort.  Doctor 
Earle  and  the  publisher,  W.  B.  Saunders  Company, 
are  to  be  commended  for  presenting  physicians  with 
a fine  selection  of  surgical  milestones,  ably  introduced 
and  identified.  There  is  a selected  bibliography  and 
an  excellent  index  which  even  includes  persons  and 
subjects  referred  to  in  the  footnotes. 

This  book  should  be  read  by  all  who  perform 
surgical  operations  and  could  provide  several  evenings 
enjoyment  for  those  physicians  interested  in  medical 
history. 

Eugene  H.  Conner,  M.D. 

CURRENT  PEDIATRIC  THERAPY  1966-1967.:  Sydney  S. 

Gellis,  M.D.;  and  Benjamin  M.  Kagan,  M.D.;  W.  B. 
Saunders  Company,  Philadelphia  and  London,  1966;  956 
Pages;  Price  $17.50. 

This  volume  consists  of  nine  hundred  and  fifty- 
six  pages  and  is  divided  into  twenty-five  sections 
written  by  two  hundred  and  eighty-six  outstanding 
contributors  who  are  well  known  for  their  clinical 
experience  with  the  disease  entities  for  which  they 
were  selected  by  the  editors  to  write.  It  is  well  indexed 
and  the  reading  material  is  concise  and  simple.  It 
will  serve  as  a quick  reference  for  the  physician 
faced  with  the  therapeutic  management  of  an  illness 
which  he  may  encounter  only  casually.  The  physician 
may  proceed  with  his  therapeutic  management  with 
full  knowledge  that  the  effectiveness  and  safety  of 
new  antimicrobial  agents,  new  vaccines,  and  new 
drugs  are  based  on  the  experience  of  clinical  investi- 
gations and  are  recommended  by  two  hundred  and 
eighty-six  leading  contributors  who  have  been 
selected  to  write  sub-sections  of  the  text. 

Walter  M.  Edwards.  M.D. 

“Ill-advised  statements  and  actions  since  the  thalidomide 

phenomenon  aided  by  the  unbalanced  perspective 
given  these  statements  in  the  lay  press,  have  contrib- 
uted to  the  public’s  apprehension  — approaching  hys- 
teria — concerning  the  side  effects  of  drugs.  To  the 
extent  that  this  concern  admonishes  greater  caution 
and  alertness  in  the  use  of  drugs,  some  good  may  be 
salvaged  from  the  thalidomide  tragedy.  But  to  the  ex- 
tent that  it  deprives  patients  of  useful  new  drugs  or 
frightens  a physician  into  withholding  needed  therapy 
from  his  patients,  it  is  regrettable.  We  must  not  forget 
that  there  is  no  progress  without  risk,  whether  it  be 
in  the  field  of  electricity,  the  motor  car,  the  airplane, 
atomic  energy,  space  exploration,  or  drugs.  Even  a 
bathtub  can  be  perilous,  as  astronaut  John  Glenn  dis- 
covered. Theodore  G.  Klumpp,  M.D.,  in  Massachu- 
setts Physician,  (28:207-208),  June-July  1965. 
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The  discomforts  of 

DIARRHEA 

: MUCOUS  COLITIS 

DIVERTICULITIS 
SPASTIC  URETERITIS 
BLADDER  SPASM 

are  relieved  by 

direct  musculotropic  action 


with 

Irooinal 

1 ® 
te 

BRAND  THIPHENAMIL 

V 

HCI 

Available  in  100  milligram  pink  sugar- 
coated  tablets. 

The  high  therapeutic  index  permits  dos- 
age sufficient  to  relieve  spasm  promptly. 
The  usual  initial  dose  is  4 tablets.  Main- 
tenance dosage  is  usually  one  or  two 
tablets  4 times  a day. 

Trocinate  BRASD  THIPHENAMIL  HCl 

BETA-OlETHVLAMiNOETHrL  DlPHENYLTHlOACETATE  HYDROCHLORIDE 

Directly  relaxes  smooth  muscle  spasm 
Combats  hypermotility 
N on-mydriatic,  may  be  used  in  glaucoma 

Trocinate  (Thiphenamil  HCl)  has  been  found 
in  three  clinical  studies.  (J.  Mo.  Med.  Assoc., 
48:685-6;  Med.  Rec.  & Annals.  43:1104-6;  J. 
Urol.,  73:487-93),  to  be  effective  and  to  be  vir- 
tually free  of  side-effects.  Fifteen  years  of  wide 
clinical  usage  has  affirmed  the  safety  and  effec- 
tiveness of  Trocinate. 

DISPENSED  IN  BOTTLES  OF 

100,  250  AND  2000  TABLETS 
Literature  and  samples  sent  upon  request 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA 

Manufacturers  of  ethical  pharmaceuticals  since  1856 
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WHERE 


HAPPINESS  IS 

SKILLFULLY  ADMINISTERED 


In  Addition  To  Suitable  Medical  and 
Nursing  Care  for  Chronic, 
Convalescent  and  Geriatric  Patients 


NEW  CASTLE  SANITARIUM 

TELEPHONE  3621 
NEW  CASTLE,  KY. 


MEMBER 

National  Geriatrics  Society 
American  Hospital  Association 
American  Nursing  Home  Association 
Licensed  and  Approved  by  State  of  Ky. 


Active  medical  staff  of  six  physicians.  Physicians  available  at  all  hours.  24  hour  efficient  and 
cheerful  nursing  care  WITH  SPECIAL  EMPHASIS  ON  MAKING  EACH  PATIENT  FEEL  LOVED, 
WANTED  AND  IMPORTANT. 

Special  diets  prepared  and  tray  service  to  all  rooms  at  no  extra  charge. 

Diversional  activities,  physio-therapy  tieatments,  rehabihtation  program  and  emergency  facilities 
available. 

Adequate  shade  trees,  ramps,  also  day  room  with  abundance  of  flowers,  television. 

PRIVATE,  SEMI-PRIVATE  AND  WARD  ACCOMMODATIONS  AVAILABLE.  Private  and  semi- 
private rooms  with  intercommunication,  beautifully  decorated  and  furnished,  beds  equipped  with  Tren- 
delenburg springs  and  innerspring  mattresses. 

Insulated  brick  and  block  structure,  heated  in  winter  by  “Selectemp”  Modulated  Steam  Heat  with 
filtered  air  for  maximum  comfort  and  safety  (each  room  having  thermostatic  even-heat  control  with  its 
own  circulating  air  unit). 

Protected  throughout  with  automatic  fire  detection  and  alarm  system. 

Cares  for  men  or  women,  nursing  or  boarding  care  cases,  bedridden  or  ambulatory.  Admits  some 
mildly  senile,  nervous  and  neurotic  patients  but  accepts  no  alcoholics  or  drug  addiction  cases. 


REASONABLE  RATES 

IRA  O.  WALLACE,  Administrator  MARGARET  KELLY,  R.  N.,  Director  of  Nurses 


11:47  pm  11:53  pm  12:06  am 


The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 
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things  go 
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Butazolidin^alka 

. phenylbutazone  100  mg. 

dried  aluminum 

, hydroxide  gel  100  mg. 

t magnesium  trisilicate  150  mg. 

I homatropine 

I methylbromide  1.25  mg. 


Usually  works  within  3 to  4 days 
in  osteoarthritis 


I The  trial  period  need  not  exceed  1 week.  In 
contrast,  the  recommended  trial  period  for 
indomethacin  is  at  least  1 month. 

That’s  why  it’s  logical  to'start  therapy  with 
Butazolidin  alka — you’ll  know  quickly  whether 
or  not  it  works.  And  usually,  it  will. 

A large  number  of  investigators  have  re- 
ported major  improvement  in  about  75%  of 
cases.  Some  patients  have  gone  into  remis- 
sion. Relief  of  stiffness  and  pain  may  be  fol- 
' lowed  quickly  by  improved  function  and  res- 
olution of  other  signs  of  inflammation.  And 
Butazolidin  alka  is  well  tolerated,  especially 
since  it  contains  antacids  and  an  antispas- 
modic  to  minimize  gastric  upset. 

Contraindications 

Edema,  danger  of  cardiac  decompensation; 
history  or  symptoms  of  peptic  ulcer;  renal, 
hepatic  or  cardiac  damage;  history  of  drug 
allergy;  history  of  blood  dyscrasia.  The  drug 
should  not  be  given  when  the  patient  is  se- 
nile, or  when  other  potent  drugs  are  given 
concurrently.  Large  doses  are  contraindi- 
cated in  patients  with  glaucoma. 

Precautions 

Obtain  a detailed  history  and  a complete 
physical  and  laboratory  examination,  includ- 


ing a blood  count.  The  patient  should  be 
closely  supervised  and  should  be  warned  to 
report  immediately  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood  dyscrasia); 
sudden  weight  gain  (water  retention);  skin 
reactions;  black  or  tarry  stools.  Make  regular 
blood  counts.  Use  greater  care  in  the  elderly. 

Warning 

If  coumarin-type  anticoagulants  are  given 
simultaneously,  watch  for  excessive  increase 
in  prothrombin  time.  Pyrazole  compounds 
may  potentiate  the  pharmacologic  action  of 
sulfonylurea,  sulfonamide-type  agents  and 
insulin.  Carefully  observe  patients  receiving 
such  therapy. 

Adverse  Reactions 

The  most  common  are  nausea,  edema  and 
drug  rash.  Hemodilution  may  cause  mod- 
erate fall  in  red  cell  count.  The  drug  may 
reactivate  a latent  peptic  ulcer.  Infrequently, 
agranulocytosis,  generalized  allergic  reac- 
tion, stomatitis,  salivary  gland  enlargement, 
vertigo  and  languor  may  occur.  Leukemia 
and  leukemoid  reactions  have  been  re- 
ported but  cannot  definitely  be  attributed  to 
the  drug.  Thrombocytopenic  purpura  and 
aplastic  anemia  may  occur.  Confusional 
states,  agitation,  headache,  blurred  vision, 
optic  neuritis  and  transient  hearing  loss 


have  been  reported,  as  have  hepatitis, 
jaundice,  and  several  cases  of  anuria  and 
hematuria.  With  long-term  use,  reversible 
thyroid  hyperplasia  may  occur  infrequently. 

Dosage 

The  initial  daily  dosage  in  adults  is  300-600 
mg.  daily  in  divided  doses.  In  most  in- 
stances, 400  mg.  daily  is  sufficient.  When 
improvement  occurs,  dosage  should  be  de- 
creased to  the  minimum  effective  level:  this 
should  not  exceed  400  mg.  daily,  and  is 
often  achieved  with  only  100-200  mg.  daily. 

Also  available:  Butazolidin®, 
brand  of  phenylbutazone 
Tablets  of  100  mg. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  BU-3804  P 


Geigy 


Many 
anxious 
patients 
need  more 
than  just 
calming. 

Stelazine 

brand  of  trifluoperazine 

offers 
true 
tranquilization 


Sedative  or  muscle  relaxant-type  tranquilizers  are  often  all  that's 
needed  for  patients  with  temporary  situational  anxiety.  But  in 
the  many  patients  whose  anxiety  presents  a continuing  problem 
these  agents  are  limited  by  their  generalized  dulling  effects. 
'Stelazine'  can  attack  anxiety  directly  without  producing 
annoying  dulling  effects.  Qn  'Stelazine',  patients  can  react 
more  normally  to  day-to-day  stress  yet  remain  alert,  able  to 
carry  on  their  normal  activities. 

Contraindicated  in  comatose  or  greatly  depressed  states  due  to  CNS  depressants 
and  in  cases  of  existing  blood  dyscrasias,  bone  marrow  depression  and  pre-existing 
liver  damage.  Principal  side  effects,  usually  dose  related,  may  include  mild  skin 
reaction,  dry  mouth,  insomnia,  fatigue,  drowsiness,  dizziness  and  neuromuscular 
(extrapyramidal)  reactions.  Muscular  weakness,  anorexia,  rash,  lactation  and 
blurred  vision  may  also  be  observed.  Blood  dyscrasias  and  jaundice  have  been 
extremely  rare.  Use  with  caution  in  patients  with  impaired  cardiovascular  systems. 
Before  prescribing,  see  SK&F  product  Prescribing  Information. 
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Founded  in  1904 

Highland  Hospital,  inc. 

ASHEVILLE,  NORTH  CAROLINA 
Affiliated  with  Duke  University 


iontact:  Medical  Director,  Highland  Hospital,  Asheville, 
.C.  28801 


A non-profit,  psychiatric  institution,  offering  therapeutic 
milieu,  group  and  individual  psychotherapy,  and  standard 
somatic  treatments.  Limited  day-patient  and  out-patient  serv- 
ices. The  hospital  is  located  in  a 75-acre  park  amid  the 
scenic  beauties  of  the  Smoky  Mountain  Range  of  Western 
North  Carolina,  affording  exceptional  opportunity  for 
physical  and  emotional  rehabilitation. 


MEN'S 

SHOP 


...  in  the 

SOUTHERN  OPTICAL  BUILDING,  640 

S.  4th  St.,  between  Broadway  and  Chestnut . . . 
where  a man  is  king.  In  its 
masculine  surroundings,  you’ll  experience 
the  same  comfort  while  being  fitted 
for  glasses  as  you  do  when  being  fitted 
for  clothes. 


' OptM 


SOUTHERN  OPTICAL  BLOG.,  640  S.  4th 
(Midway  between  Broadway  t Chestnut) 
MEDICAL  ARTS  BLOG.,  Eastern  Parkway 
ST.  MATTHEWS.  Wallace  Center 
MEDICAL  TOWERS  BLDG.,  Floyd  & Gray 
CONTACT  LENSES.  640  S.  4th 


Contact  Lens  and  Artificial  Eye  Service  on  Opthamologist's  Prescription  Only 
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Blue  Shield:  Annual  Report 


IN  ITS  recent  annual  meeting  in  Chicago,  officers 
of  the  National  Blue  Shield  Association  evalu- 
ated past  performances  of  their  plans  and  dis- 
cussed prospects  for  the  future. 

Blue  Shield’s  growth  in  both  membership  and  bene- 
fit payments  reached  record  highs  during  1965,  while 
operating  expenses,  a gauge  of  efficiency,  fell  to  an 
all  time  low.  Enrollment  increases  during  the  year 
brought  Blue  Shield  coverage  to  27.3%  of  the  popu- 
lation. Benefits  paid  out  during  the  year  amounted 
to  over  90%  of  subscription  income. 

The  extent  and  quality  of  Blue  Shield  coverage 
continued  to  increase  during  1965.  Studies  and  experi- 
mentation are  being  carried  out  on  new  types  of 
programs,  such  as  dental  coverage,  increased  psychia- 
tric coverage,  and  other.  Activities  to  minimize  pro- 
gram abuse  and  promote  effective  use  of  health  serv- 
ices are  continuing.  Utilization  review  activities.  Blue 
Shield  informational  services,  and  public  relations 
programs  have  increased. 

Co-ordination  of  benefits,  another  program  de- 
signed to  prevent  over-utilization  of  the  health  care 
dollar,  received  increasing  attention  from  Blue  Shield 
plans  during  the  past  year.  Co-ordination  of  bene- 
fits recognized  the  fact  that  when  both  a husband 
and  wife  work,  they  are  quite  often  covered  by 
family  contracts  on  two  different  health  care  pro- 


grams. If  either  the  husband  or  wife  becomes  ill, 
it  is  possible  for  both  of  them  to  collect  against 
their  health  care  program.  With  co-ordinated  bene- 
fits, a “primary  carrier’’  is  designated  in  advance, 
and  the  other  carrier  covers  only  the  unpaid  bal- 
ance, thus  eliminating  wasteful  excess  payments. 

Data  processing  equipment  has  been  adapted  to 
fit  the  claims  handling  needs  of  plans  throughout 
the  country,  and  is  being  used  extensively.  New 
methods  of  utilizing  data  processing  equipment  in 
the  plan’s  operations  are  being  studies  and  implement- 
ed every  day. 

1965-66  has  been  a significant  and  critical  year 
for  Blue  Shield  and  for  the  medical  profession. 
With  passage  of  the  Medicare  Law,  health  care  in 
this  country  has  embarked  on  a radical  new  course. 
The  future  of  medicine’s  control  of  its  own  environ- 
ment depends  to  a great  extent,  on  improvement  and 
expansion  of  existing  voluntary  programs,  and  crea- 
tion of  new  ones  as  the  needs  become  apparent.  A 
united  and  strong  medical  profession,  working  with 
its  fiscal  right  arm.  Blue  Shield,  will  be  an  effec- 
tive deterrent  to  total  state  medicine. 


William  W.  Hall,  M.D. 
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The  human  spine  is  not  engineered  for 
prolonged  sitting  at  desks,  pianos,  type- 
writers and  drafting  boards.  The  stresses 
set  up  by  the  heavy,  forward-tilted  head 
and  trunk,  balanced  precariously  on  an 
insufficient  base,  result  in  strain  of  the 
dorsal  musculature,  particularly  at  the 
low  lumbar  level. 

The  unusual  muscle-relaxant  and  anal- 
gesic properties  of  'Soma'  make  it  espe- 
cially useful  in  the  treatment  of  low  back 
sprains  and  strains.  ‘Soma’  is  widely 
prescribed  □ to  relieve  pain  □ to  relax 
muscles  □ to  restore  mobility. 

Indications;  ‘Soma’  is  useful  for  management  of 
muscle  spasm,  pain,  and  stiffness  in  a variety  of 
inflammatory,  traumatic,  and  degenerative  muscu- 
loskeletal conditions.  It  also  may  act  to  normalize 
motor  activity  in  certain  neurologic  disturbances. 

Contraindications:  Allergic  or  idiosyncratic  reac- 
tions to  carisoprodol. 

Precautions:  ‘Soma’,  like  other  central  nervous 
system  depressants,  should  be  used  with  caution 
in  patients  with  known  propensity  for  taking  ex- 
cessive quantities  of  drugs  and  in  patients  with 
known  sensitivity  to  compounds  of  similar  chemi- 
cal structure,  e.g.,  meprobamate. 

Side  Effects:  The  only  side  effect  reported  with  any 
frequency  is  sleepiness,  usually  on  higher  than 
recommended  doses.  An  occasional  patient  may 
not  tolerate  carisoprodol  because  of  an  individual 
reaction,  such  as  a sensation  of  weakness.  Other 
rarely  observed  reactions  have  included  dizziness, 
ataxia,  tremor,  agitation,  irritability,  headache,  in- 
crease in  eosinophil  count,  flushing  of  face,  and 
gastrointestinal  symptoms. 

One  instance  each  of  pancytopenia  and  leuko- 
penia, occurring  when  carisoprodol  was  admin- 
istered with  other  drugs,  has  been  reported,  as  has 
an  instance  of  fixed  drug  eruption  with  carisoprodol 
and  subsequent  cross  reaction  to  meprobamate. 
Rare  allergic  reactions,  usually  mild,  have  included 
one  case  each  of  anaphylactoid  reaction  with  mild 
shock  and  angioneurotic  edema  with  respiratory 
difficulty,  both  reversed  with  appropriate  therapy. 
In  cases  of  allergic  or  hypersensitivity  reactions, 
carisoprodol  should  be  discontinued  and  appropri- 
ate therapy  initiated.  Suicidal  attempts  may  pro- 
duce coma  and/or  mild  shock  and  respiratory 
depression. 

Dosage:  Usual  adult  dose  is  one  350  mg.  tablet 
three  times  daily  and  at  bedtime. 

Supplied:  Two  Strengths:  350  mg.  white  tablets 
and  250  mg.  orange,  two-piece  capsules. 

Before  prescribing,  consult  package  circular. 

for  the  relief 
of  low  back 
sprains  and  strains 

SOMA 

(CARISOPRODOL) 

Wallace  Laboratories,  Cranbury,  N.J, 


good  reason 
to  select 

Ilosone* 

Erythromycin  Estolate 

for  bacterial 
infections 
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two  to  four  times 
the  therapeutic 
activity  of  other 
erythromycins 


CONTRAINDICATIONS;  Ilosone  is  contraindicated  in  patients  with  a known  history  of  sensitivity 
to  this  drug  and  in  those  with  preexisting  liver  disease  or  dysfunction. 

SIDE-EFFECTS:  Even  though  Ilosone  is  the  most  active  oral  form  of  erythromycin,  the  incidence 
of  side-effects  is  low.  Infrequent  cases  of  drug  idiosyncrasy,  manifested  by  a form  of  intrahe- 
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tract.  Although  allergic  manifestations  are  uncommon  with  the  use  of  erythromycin,  there 
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six  hours.  For  severe  infections,  these  dosages  may  be  doubled. 
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Teaching  Community  Medicine  in  the  Hospital 

Without  Walls'!* 

Jesse  W.  Tapp,  M.D.**  and  Kurt  W.  Deuschle,  M.D.*** 

Lexington,  Ky. 


The  background,  development,  aims  and 
methods  of  a unique  new  teaching  pro- 
gram in  Community  Medicine  at  the 
University  of  Kentucky  College  of  Medi- 
cine are  outlined. 

There  are  two  parallel  but  unequal 
forces  in  medical  education  today.  One 
is  pressing  the  student  of  medicine  fur- 
ther and  further  toward  the  solving  of  disease 
problems  on  the  molecular  level.  The  other 
force  is  the  enormous  challenge  of  overcoming 
the  many  health  problems  among  the  people 
in  our  community,  nation,  and  world.  The 
challenge  of  laboratory  problems  is  com- 
municated much  more  effectively  in  the  medi- 
cal schools  than  is  the  challenge  of  the  social 
medical  problems  of  the  community;  more- 
over many  medical  schools  do  not  have  the 
teaching  resources  that  would  enable  them  to 


^Presented  before  the  joint  meeting  of  the  sections 
on  General  Practice  and  Preventive  Medicine,  at 
the  AMA  Annual  Convention  in  New  York  City, 
June  23,  1965. 

*The  extramural  teaching  program  described  is 
supported  through  a grant  from  the  Common- 
wealth Fund  of  New  York. 

** Associate  professor  of  community  medicine  at  the 
University  of  Kentucky  Medical  Center,  Lexing- 
ton, Ky. 

***Professor  and  chairman  of  the  department  of 
community  medicine  at  the  University  of  Ken- 
tucky Medical  Center. 

Reprint  requests  to  Department  of  Community 
Medicine,  University  of  Kentucky  Medical  Center, 
Lexington,  Ky.  (Dr.  Tapp). 


involve  their  students  in  health  problems  of 
our  society  in  an  equally  challenging,  stimu- 
lating and  attractive  way.  Yet  it  is  only  when 
the  health  problems  of  our  society  can  be 
presented  on  a comparable  basis  to  the  prob- 
lems considered  in  the  clinical  ward  and  re- 
search laboratory  that  students  will  be  at- 
tracted to  career  opportunities  in  public  health 
and  community  medicine. 

An  unfortunate  dichotomy  exists  for  many 
students  and  physicians  between  clinical  medi- 
cine and  public  health.  As  the  prevalence  of 
infectious  diseases  has  declined,  there  has 
been  a decreasing  interest  in  public  health  on 
the  local  level  on  the  part  of  the  physician 
in  private  practice.  Many  local  health  de- 
partments have  become  no  more  than  care- 
taker units  for  vital  statistics  and  immuniza- 
tion programs.  At  the  same  time,  public  health 
at  the  national  level  is  becoming  much  more 
complex  with  new  legislative  programs  con- 
cerned with  medical  care  services  throughout 
the  country. 

This,  then,  is  a propitious  time  for  the  de- 
velopment of  a department  in  a medical 
school  which  would  have  as  its  maior  purpose 
teaching  and  research  regarding  the  identifi- 
cation and  solution  of  comrrunity  health 
problems.  Such  a department  could  amalgam- 
ate the  interests  and  forces  of  various  specialty 
medical  disciplines  within  the  school  and  re- 
late them  to  problems  seen  in  the  community. 
In  addition,  such  a department  would  be  able 
to  work  with  the  private  physician  and  with 
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the  public  health  department  and  other  volun- 
tary and  official  health  agencies,  serving  as  a 
bridge  between  the  academic  world  on  the  one 
hand  and  the  practice  of  medicine  and  public 
health  on  the  other. 

The  prospect  of  teaching  medical  students 
away  from  the  University  Hospital  was  first 
clearly  demonstrated  to  the  author  (KWD) 
in  the  Navajo  Many  Farms  Cornell  Project 
in  Arizona.  Students  from  Cornell  were  taught 
on  an  elective  six  week  clerkship  in  principles 
of  epidemiology  and  public  health.  A live 
community  was  the  subject,  and  the  field 
faculty  were  the  tutors  for  the  student.  In 
this  setting  students  would  often  remark  “if 
this  is  public  health,  I like  it”. 

An  opportunity  came  in  1960,  with  the 
opening  of  a new  medical  school  at  the  Uni- 
versity of  Kentucky,  to  undertake  the  es- 
tablishment of  an  entirely  new  department^  of 
preventive  medicine  and  public  health.  The 
“name”  was  left  to  the  discretion  of  the  new 
chairman.  This  departmental  program  was  to 
permeate  the  entire  curriculum  and  compete 
for  the  students’  interest  and  respect  with  the 
traditional  disciplines  of  medicine,  pediatrics 
and  surgery.  The  dean  of  this  medical  school, 
Doctor  William  R.  Willard,  not  only  condoned 
but  encouraged  progressive  development  of  a 
new  department  which  would  relate  hospital 
medicine  to  the  community  at  large.  One  of 
the  major  objectives  of  the  medical  school 
was  to  graduate  physicians  who  would  even- 


tually be  able  to  take  on  the  first  line  re- 
sponsibilities of  family  practice  and  concern 
themselves  with  the  problems  of  health  in  the 
entire  community. 


The  Teaching  Method 

What  type  of  new  educational  program 
could  provide  the  academic  experiences  neces- 
sary for  the  student  to  become  sensitive  to 
community  health  problems?  Several  reports 
in  the  literature  detail  the  teaching  program 
which  has  evolved  in  Kentucky,  i Pq|_ 
lowing  a classroom  course  in  epidemiology  in 
the  second  year,  each  student  is  assigned  to 
study  a real  community  somewhere  in  the 
state  during  a required  six  week  clerkship  in 
his  senior  year  (Figure  1.).  It  is  in  the  com- 
munity situation  that  the  student  sees  family 
practice  and  public  health  first  hand.  He  has 
access  to  or  may  be  primarily  located  in  a 
family  doctor’s  office  where  he  observes  the 
pattern  of  patient  problems  which  the  usual 
physician  must  treat  in  a community.  He  has 
access  to  the  doctor’s  clinical  records  and  can 
see  whether  they  are  adequate  for  epidemio- 
logic study  of  on-going  medical  practice. 
Where  possible,  then,  such  studies  have  been 
carried  out.  The  student  learns  how  a physi- 
cian relates  to  the  total  community,  how  he 
works  with  his  colleagues,  both  general  prac- 
titioners and  specialists,  how  he  operates  in 


FIGURE  1.  Map  of  Kentucky  showing  the  distribution  of  Community  Medicine  Clerkships  throughout  the  state  in  the  aca^ 
demic  year  1964-65. 
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the  community  hospital  setting,  and  how  he 
keeps  up  with  his  continuing  education. 

The  student  has  a chance  to  study  family 
practice  as  potentially  a true  specialty,  wherein 
the  natural  history  of  disease  as  it  occurs  in  a 
population  group  can  be  seen.  This  opportu- 
nity is  critically  important  because,  out  of 
1000  people  who  may  be  ill  in  a community, 
only  one  may  be  referred  eventually  to  a 
University  hospital. **  A very  biased  view  of 
medicine  results  when  the  student  has  the 
opportunity  to  see  patients  only  in  the  setting 
of  a hospital  ward  of  a medical  center.  Fur- 
thermore, in  the  context  of  family  practice, 
the  student  has  the  opportunity  to  study  in 
depth  more  of  the  major  social  problems 
wrought  by  such  long  term  illnesses  as  stroke, 
diabetes,  cancer,  or  tuberculosis. 

However,  instead  of  having  the  virtually  un- 
limited resources  of  the  University  Hospital, 
the  student  must  face  these  major  health  prob- 
lems in  the  actual  community,  which  has 
limited  resources.  In  some  instances  students 
are  confronted  with  rural  areas  where  there 
is  nothing  beyond  the  services  of  the  local 
physician  or  drug  stores;  other  students  in 
urban  areas  have  a wide  variety  of  resources 
from  which  they  must  select  the  most  ap- 
propriate for  particular  needs. 

In  the  same  community  assignments  the 
students  work  with  local  health  officers,  sani- 
tarians, health  educators,  public  health  nurses, 
and  social  workers  in  the  context  of  solving 


problems  and  participating  with  a team  on 
daily  assignments.  This  is  a far  cry  from  the 
afternoon  field  trip  experience  where  students 
are  taken  to  see  a sausage  plant  or  a garbage 
dump.  The  bulk  of  the  students’  time  is  spent 
in  studying  the  total  community,  usually  an 
entire  county.  The  students  must  know  the 
details  of  the  whole  population,  historical 
background,  occupation,  education,  age,  race, 
and  sex  compositions,  etc.,  because  these 
people  are  the  hosts  of  the  diseases  seen  so 
episodically  in  the  intra  mural  hospital  ward. 

Epidemiologic  project  possibilities  are  very 
diverse  for  defining  the  extent  of  major  disease 
problems,  exploring  possible  causal  associa- 
tions, and  indicating  appropriate  preventive  or 
curative  measures.  Figure  2 shows  some  lo- 
cations where  students  have  become  intimately 
involved  in  designing  and  carrying  out  typical 
projects:  glaucoma  screening  in  homes  for  the 
elderly;  tetracyline  staining  of  the  teeth  in 
children;  endemic  goitre  studies;  associations 
between  chronic  respiratory  disease  and  smok- 
ing and  air  pollution;  tuberculosis  case  finding 
and  mass  treatment;  emotional  illness  surveys 
and  cervical  cytology  screening  of  women  in- 
dustrial employees;  and  examinations  of  school 
children  for  nutritional  status,  etc. 

The  mainstay  and  focal  point  of  the  com- 
munity medicine  teaching  centers  around  the 
medical  students  living  in  the  communities, 
working  with  the  medical  leadership  and  local 
citizenry.  They  are  supervised  closely  through 


FIGURE  2.  Map  of  Kentucky  showing  the  counties  where  representative  epidemiologic  projects  have  been  undertaken 
by  students  throughout  the  state,  as  described  in  text. 
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weekly  teaching  visits  by  a full  time  physician 
faculty  member.  Further  help  is  provided  by 
the  anthropologist,  public  health  social  worker, 
and  others  of  the  medical  center  staff.  Such 
intimate  supervision  and  one-to-one  faculty 
contact  provide  the  students  with  the  stimulus 
and  encouragement  to  undertake  the  identifi- 
cation and  solution  of  health  problems  not  al- 
ways immediately  obvious  in  the  communi- 
ties. Occasionally  the  results  of  these  com- 
munity studies  are  reported  in  the  medical 
literature.' 

Often  students  have  shown  special  interest 
in  problems  of  the  community  such  as  genetic 
or  familial  abnormalities,  family  planning, 
evaluation  of  medical  care,  etc.  Some  of  these 
students  have  elected  to  take  a three-month 
program  in  their  senior  year  to  advance  their 
knowledge  and  skill  in  epidemiology  and 
public  health.  In  addition,  ten  to  twenty  per- 
cent of  the  classes  have  been  sent  overseas 
to  undertake  epidemiologic  and  community 
health  studies  in  such  foreign  settings  as  Iran, 
Colombia,  Uganda,  Bolivia,  Turkey,  Chile, 
etc.®'®  It  is  hoped  to  continue  these  inter- 
national assignments  because  the  students  are 
favorably  influenced  to  appreciate  the  princi- 
ples and  concepts  of  public  health.  The  health 
needs  of  the  world,  particularly  the  relation- 
ship between  poverty  and  disease,  are  drama- 
tized, but  even  more,  these  students  gain  a new 
perspective  on  the  health  problems  seen  at 
home. 

The  overall  objective  of  the  teaching  ap- 
proaches described  above  is  to  enable  the 
student  to  establish  sound  priorities  of  need 
for  his  own  medical  career  and  for  the  society 
in  which  he  will  live  and  practice  his  profes- 
sion. The  physician  of  tomorrow  must  be  pre- 
pared to  evaluate  the  changing  needs  of  his 
community  and  update  his  own  abilities  and 
attitudes  accordingly.  With  our  rapidly  ex- 
panding body  of  medical  knowledge  and  popu- 
lation size,  the  physician  must  become  as 
adept  at  dealing  with  groups  of  people,  fami- 
lies, schools,  industrial  workers,  etc.,  efficiently 
and  effectively  as  he  does  with  his  individual 
private  patient.  Experience  in  the  hospital 
without  walls  is  a promising  means  to  achieve 
this  goal. 

Discussion 

Public  health  education  for  medical  students 
must  move  toward  union  with  family  practice 


education.  Just  as  Flexner’s  report  in  1910 
showed  the  need  for  improved  academic 
status  of  all  medical  education  and  for  patient 
centered  clinical  experience,  so  today  the 
current  needs  of  public  health  and  clinical 
medicine  must  be  seen.  The  physician  needs 
to  be  trained  to  function  as  a leading  member 
of  the  community  health  team.  However,  this 
educational  approach  must  be  consistent  and 
continuous  with  the  now  traditional  patient- 
centered  training.  This  can  and  will  be  done  if 
the  concrete  hospital  walls  cease  to  be  the 
boundaries  of  our  classrooms,  as  suggested  by 
Rene  Dubos.^®  The  concept  of  quality  hos- 
pital ward  teaching  can  be  extended  to  com- 
munities wherever  they  exist! 

The  fact  that  good  medical  education  is  very 
expensive  is  widely  recognized  and  accepted. 
This  is  due  largely  to  the  necessity  of  pro- 
viding facilities  and  care  for  the  sick  at  in- 
creasingly high  cost.  Although  transportation, 
faculty  time,  and  project  expenditures  for  re- 
quired community  clerkships  are  costly  in 
themselves,  the  current  annual  expenditure  for 
these  at  the  University  of  Kentucky  is  less 
than  the  annual  cost  of  maintaining  four  uni- 
versity hospital  beds.  Students  are  enthusias- 
tic in  their  endorsement  of  the  unique  con- 
tribution made  to  their  education  by  these 
extra-mural  experiences.  Participating  physi- 
cians are  quick  to  acknowledge  that  they 
would  have  avoided  costly  mistakes  in  their 
own  careers  had  they  had  a similar  orienta- 
tion in  their  professional  training. 

The  ways  in  which  health  services  are  pro- 
vided and  utilized  require  study  in  order  to 
improve  effectiveness  in  meeting  our  increas- 
ingly complex  needs.  These  studies  are  ex- 
citing and  appealing  to  students  and  physi- 
cians alike  when  seen  in  the  context  of  a 
typical  community  with  all  its  economic, 
political,  and  social  facets.  Research  in  this 
realm  will  have  to  become  as  ubiquitous  as 
laboratory  research  is  today  at  the  molecular 
level  if  our  society  is  to  resolve  its  problems 
in  the  quality  and  distribution  of  health  serv- 
ices. A generation  of  physicians  trained  in  the 
community  to  cariy'  out  such  research  and  to 
design  their  medical  practices  accordingly  will 
be  better  eqv'ipped  to  serve  society. 

(Continued  on  Page  596) 
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Neonatal  tetanus  is  now  so  rare  that 
when  it  occurs  in  an  infant  delivered  in 
a community  hospital  where  aseptic  ob- 
stetrics is  practiced,  the  occurrence  war- 
rants a report. 

The  incidence  of  tetanus  has  steadily  de- 
clined in  the  United  States,  as  has  the 
mortality.  The  mortality  from  neonatal 
tetanus,  however,  continues  elevated,  ranging 
from  70  to  90%  ’ Tetanus  is  rare  in  the 
immunized  person,^  and  when  a septic  obstet- 
rics is  practiced,  the  occurrence  of  neonatal 
tetanus  warrants  a case  report. 

Case  Report 

This  infant  was  born  in  a community  hos- 
pital of  an  uncomplicated  delivery.  At  birth 
a plastic  clip  was  applied  to  the  umbilical 
cord.  The  mother  and  baby  left  the  hospital 
on  the  third  day.  On  the  seventh  neonatal 
day  the  infant  was  taken  to  a physician  for  a 
routine  neonatal  evaluation.  The  umbilical 
cord  stump  was  necrotic  and  was  removed. 
No  local  antibacterial  agent  was  applied.  There 
was  oozing  of  serous  material  at  the  stump 
and  during  the  following  day  the  baby  be- 
came irritable  and  restless.  On  the  ninth  neona- 
tal day  the  mother  called  the  County  Health 
Department  and  was  instructed  to  wash  the 
umbilical  area  with  soap  and  water  and  fol- 
low with  the  application  of  alcohol  and  a dress- 
ing. These  instructions  were  followed,  but  the 
area  began  to  drain  seropurulent  material.  On 
the  1 1 th  neonatal  day  the  baby  became 
dyspneic,  cyanotic  and  dysphagic.  She  was 


*FormerIy  Medical  Director,  Breckinridge  Job 
Corps  Center,  Morganfield,  Ky.  Currently,  physi- 
cian, Health  Service,  Southern  Illinois  University, 
Carbondale,  III. 

‘ ** ***Thorazine®  (Smith  Kline  and  French  Labora- 
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taken  to  a physician  who  administered  peni- 
cillin, but  the  difficulty  in  swallowing  pro- 
gressed and  she  began  to  choke  on  her  feed- 
ings, thus  necessitating  hospitalization.  A naso- 
gastric tube  was  inserted  for  feeding  and  on 
the  13th  neonatal  day  she  was  transferred  to 
Children’s  Hospital  of  Louisville  with  a pre- 
sumptive diagnosis  of  tracheo-esophageal  fis- 
tula. 

Physical  Examination:  The  patient’s  weight 
was  7 lbs.  8 oz.  Her  temperature  was  99.8°, 
respirations  72  and  pulse  1 80.  She  was  in  res- 
piratory distress.  Her  mouth  could  not  be 
opened  forcibly.  There  was  generalized  mus- 
cular rigidity  with  labored  respiration  and 
suprasternal  and  subcostal  retractions.  Her 
abdomen  was  board-like  in  rigidity  and  her 
extremities  were  stiff,  flexion  and  extension 
being  impossible.  The  base  of  the  umbilical 
stump  contained  granulation  tissue  and  the 
edges  of  the  adjacent  skin  were  inflamed  but 
there  was  no  bleeding  or  seropurulent  dis- 
charge. The  neurological  findings  were  exag- 
geration of  the  deep  tendon  reflexes  and  teta- 
nic-like movements  on  painful  stimulation  of 
the  extremities. 

A spinal  puncture  attempt  was  unsuccessful 
because  of  the  marked  ngidity  of  the  back 
muscles.  Anaerobic  and  aerobic  cultures  from 
the  umbilical  cord  were  negative  for  pathogens. 
Blood  chemistries  revealed  normal  values  for 
sugar,  potassium,  sodium,  and  calcium. 

A diagnosis  of  neonatal  tetanus  was  pos- 
tulated on  the  basis  of  spasticity  and  stiffness 
of  the  extremities,  tetanic  spasms,  rigidity  of 
the  muscles  of  the  back  and  abdomen  and 
inability  to  force  open  the  mouth.  The  history 
of  an  oozing  cord  stump  provided  additional 
evidence  in  favor  of  tetanus,  however,  cul- 
tures for  C.  tetani  had  not  been  obtained  ini- 
tially and  subsequent  ones  were  negative. 

The  infant  was  kept  in  an  Isolette  and 
moved  to  a quiet  room.  Her  temperature  was 
never  elevated.  She  immediately  received  1,- 
000  units  of  human  hyperimmune  antitetanus 
globulin  intramuscularly.  Pencillin  and  strepto- 
mycin were  given  for  seven  days  and  chlorpro-  / 
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mazine**,  amobarbital***  and  chloral  hydrate 
were  administered  for  sedation.  Because  of  the 
possibility  of  aspiration,  fluids  and  medications 
were  administered  parenterally  and  rectally. 

There  was  steady  improvement  with  a dim- 
inution in  the  degree  of  all  muscle  spasm. 
Oral  feedings  were  commenced  on  the  30th 
day.  All  medications  were  gradually  discon- 
tinued and  she  was  discharged  as  recovered 
completely  on  the  36th  hospital  day,  weighing 
7 lbs.  4 oz. 

Discussion 

The  failure  to  culture  C.  tetani  from  the 
umbilical  stump  is  not  unusual  and  does  not 
rule  out  tetanus.  Spivey  et  al.^  found  only 
three  positive  cultures  for  C.  tetani  among 
twenty-six  infants  with  neonatal  tetanus.  Neo- 
natal tetanus  has  been  treated  by  various  meth- 
ods. Wilkinson*  managed  a group  of  African 
infants  by  using  chloropromazine  and 
mephenesin  in  addition  to  penicillin  and  anti- 
toxin and  reported  a mortality  of  48.6%.  A 
plan  of  management  of  tetanus  suggested  by 
Hewett  et  al}  consists  of  the  following: 

1.  Maintenance  of  an  adequate  airway. 

2.  Debridement  of  wound  to  remove  source 
of  toxin. 

3.  Neutralization  of  the  toxin. 

4.  Control  of  muscle  spasms. 

5.  Maintenance  of  nutrition. 

6.  Antibiotics  which  exert  a bacteriostatic 
effect  on  C.  tetani. 

7.  Maintenance  of  respiration. 


In  the  patient  herein  reported,  the  above 
plan  was  followed.  A tracheostomy  was  not 
required  as  the  airway  was  adequate.  The 
umbilical  area  appeared  normal  and  no  de- 
bridement was  necessary.  An  adequate  dose 
of  antitoxin  (human  hyperimmune  globulin)® 
was  administered.  Muscle  spasm  was  controlled 
with  chlorpromazine  and  sedation  was  main- 
tained with  chloral  hydrate,  phenobarbital,  and 
sodium  amobarbital.  Feedings  and  antibiotics, 
which  had  been  initially  started  by  naso-gastric 
tube,  were  immediately  discontinued  because 
of  the  accompanying  risk  of  aspiration  and  all 
fluids  and  medications  were  administered  par- 
enterally. Penicillin  and  streptomycin  were  the 
antibiotics  of  choice.®  The  recovery  of  this  in- 
fant is  believed  to  be  due  to  the  availability  of 
a quiet  room  with  constant  nursing  care  and  in- 
tense medical  supervision  administered  by  one 
physician  with  adequate  consultations  rather 
than  a group,  thus  disturbing  the  patient  as 
little  as  possible. 

The  prognosis  of  neonatal  tetanus  has  been 
correlated  with  the  incubation  period*,  which 
has  been  reported  as  favorable  if  symptoms 
appear  after  the  seventh  neonatal  day,  but  un- 
favorable if  symptoms  appear  earlier.  This  pa- 
tient had  the  onset  of  symptoms  of  tetanus  on 
the  11th  neonatal  day  which  may  have  con- 
tributed to  her  recovery. 

Summary 

A 13-day-old  infant  was  hospitalized  with 
a diagnosis  of  neonatal  tetanus,  the  onset  of 
(Continued  on  Page  596) 


COMPOSITE  OF  MEDICATIONS: 


Medication 

Human  Hyperimmune 

*Antitetanus  Globulin 

Penicillin 

Streptomycin 

Phenobarbital 

Chloral  Hydrate 

Amytal 

Thorazine 


Nothing  by  Mouth  from  7 Aug.  to  23  Aug. 


Dose 


Duration  of  Administration 


1000  units 


Immediately  on  admission 


150,000  U.  B.I.D. 
50  mg  q1  2 hr 
.01  5 gm.  q1  2 hr 
1 00  mg.  q6  hr 
5 mg.  q6  hr 
1 .5  mg.  q3  hr 


12  Aug.  to  19  Aug. 
12  Aug.  to  19  Aug. 
8 Aug.  to  17  Aug. 
10  Aug.  to  13  Aug. 
8 Aug.  to  1 3 Aug. 
8 Aug.  to  22  Aug. 


♦Cutter  Laboratories,  Berkeley,  California 


Route 

Intramuscularly 

Intravenous 
Intravenous 
Rectal  Suppositor 
Rectal  Suppositor 
Intravenous 
Intravenous 


Electrolyte  Solution  ^48 — 500  cc.  daily  with  added 
25  cc.  of  50%  glucose  1000  cc.  contains: 

Dextrose  50  gm.  Lactate  23  mEq. 

Potassium  20  mEq.  Sodium  25  mEq. 

Chlorides  22  mEq.  Magnesium  3 mEq 

Phosphate  3 mEq. 
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Practical  Tuberculosis  Control 
for  the  Private  Physician 

Michael  L.  Furcolow,  M.I).,*  and  Kurt  W.  Deuschle,  M.D.** 

Lexington,  Ky. 


With  easier  testing  tools,  lowered  prev- 
alence of  infection  and  effective  pro- 
phylactic medication,  the  private  physi- 
cian has  available  the  necessary  equip- 
ment for  simple  and  practical  control  of 
tuberculosis  in  his  practice. 

For  many  years  the  private  physician 
has  been  content  to  allow  much  of  the 
treatment,  diagnosis  and  finding  of  cases 
of  tuberculosis  to  be  done  by  the  official  agen- 
cies. This  has  come  about  largely  because  the 
X-ray  was  considered  to  be  the  best  tool  in  the 
diagnosis  of  tuberculosis,  and  since  mass  X-ray 
was  expensive  and  time  consuming  it  soon  fell 
to  the  province  of  the  official  health  agencies. 
The  most  easily  used  diagnostic  tool  which  the 
physician  had  was  the  tuberculin  test  which 
separated  infected  from  non-infected.  But  since 
the  average  physician  was  of  the  opinion  that 
most  persons  were  tuberculin  positive  the  test 
appeared  to  have  limited  usefulness  to  him. 
In  addition,  the  instability  of  tuberculin  solu- 
tion tended  to  discourage  the  use  of  the  test. 

All  of  this  has  now  changed.  It  is  not  only 
desirable  but  necessary  that  the  physician  un- 
dertake certain  simple  diagnostic  procedures, 
thus  doing  not  only  his  own  case  finding  but 
securing  knowledge  upon  which  to  base  his 
decisions  regarding  prophylaxis.  If  tubercu- 
losis eradication  is  ever  to  be  accomplished, 
it  has  to  be  accomplished  by  the  widespread 
use  of  the  tuberculin  test  and  the  understand- 
ing of  the  principles  of  prophylaxis  by  the 
private  physician.  The  findings  being  reported 
from  many  parts  of  the  country  indicate  that 
the  rates  of  tuberculin  positive  reactions  do 
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not  exceed  one  to  two  per  cent  in  children 
and  20  to  30  per  cent  in  adults.  It  is  quite 
clear,  therefore,  that  all  persons  are  not  by  any 
means  positive  to  the  tuberculin  test. 

The  second  practical  advance  has  been  to 
simplify  the  tuberculin  test  so  it  can  be  easily 
applied  in  the  physician’s  office.  This  can  be 
done  by  the  use  of  the  Tine  test  which  con- 
sists of  tuberculin  dried  on  small  prongs  or 
by  the  use  of  a multiple  puncture  test  em- 
ploying liquid  tuberculin.  Either  of  these  pro- 
cedures is  simple  and  relatively  easy  to  apply 
by  the  physician  or  his  nurse. 

The  third  advance  has  been  the  develop- 
ment and  application  of  isoniazid  prophylaxis. 
It  has  been  shown  by  the  Public  Health  Serv- 
ice and  other  groups  that  prophylatic  use  of 
INH  is  both  practical  and  inexpensive.  In- 
deed, it  costs  but  V2^-  a day  to  administer  300 
mg  of  INH  to  a patient. 

The  physician,  therefore,  has  in  his  hands 
a simple  test  with  relatively  low  prevalence  of 
positive  reactors  and  simple  rules  for  setting 
up  high  risk  groups  and  a simple  drug  to  use 
for  prophylaxis  in  these  high  risk  groups. 

Risk  Factars 

It  has  been  shown  in  numerous  studies 
throughout  the  world  that  the  risk  of  develop- 
ing tuberculosis  among  infected  (tuberculin 
positive)  individuals  is  related  to  three  primary 
factors,  the  size  of  the  tuberculin  reaction,  the 
age  of  the  individual  and  the  sex  of  the  in- 
dividual. 

The  size  of  the  tuberculin  reaction  has  been 
related  to  the  development  of  active  tuber- 
culosis in  many  studies  throughout  the  world. 
Two  from  the  United  States,  one  from  France 
and  one  from  India  will  be  used  as  illustra- 
tions. From  Figures  1-4  it  is  easily  seen  that 
the  larger  the  tuberculin  reaction  the  greater 
the  risk  of  developing  tuberculosis.  The  second 
and  third  factors  relating  to  the  breakdown  of 
tuberculosis  are  the  age  and  sex  of  the  in- 
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INCIDENCE  OF  TUBERCULOSIS  RELATIVE 
TO  THESIZEOFTHE  TUBERCULIN  RE- 
DACTION. 


Comstock,  George  W.,  et.  ol.  Public  Health 
Reports  ^,*583,  I960 

FIGURE  1 
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RISK  OF  CONTACTS  DEVELOPING  TUBERCULOSIS 
DURING  FIRST  YEAR  AFTER  DIAGNOSIS  OF 
INDEX  CASE,  BY  INITIAL  SIZE  OF  TUBERCULIN 
REACTION.  NOTE:  RATES  PER  10,000  PERSON 
YEARS* 
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Ferebee  a Mount,  Am.  Rev.  R.D,  A90  Apr.  1962 

FIGURE  2 
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Gernez-Rieux  (France)  Bull  Int  Union  Against  TB, 
27  142,  1957 


INDURATION  (mm) 


"Frimodt-Moller  J.,  Bull.  Int.  Union  Against  TB 
^ 113,  Jan.  1957" 


FIGURE  3 


FIGURE  4 


dividual.  These  are  illustrated  in  Figure  5 
which  shows  that  there  is  a marked  difference 
in  age  and  sex  in  the  breakdown  rate  to  tu- 
berculosis. Not  shown  in  the  figure  is  the  high 
rate  of  breakdown  among  infants  and  young 
children  infected  with  tuberculosis,  and  indeed 
it  is  common  practice  for  pediatricians  to  treat 
children  under  the  age  of  5 years  who  have  a 
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positive  tuberculin.  The  period  between  the 
age  of  5 and  15  appears  to  be  a period  with 
a low  breakdown  rate  to  tuberculosis.  Begin- 
ning about  the  age  of  12  in  females  and  15 
in  males,  however,  there  is  a sharp  rise  which 
continues  until  about  the  age  of  35  years. 
During  this  sharp  rise,  the  females  exceed  the 
males  and  may  reach  a rate  of  300  per  100,- 
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rate  per 
100.000 


Risk  of  pulmonary  tuberculosis  in  tuberculin-positive  per- 
sons, Ontario,  1960.  From  S.  Grzybowski  and  E.  A.  Allen, 
The  American  Review  of  Respiratory  Diseases,  November 
1964. 

FIGURE  5 

000  (3  per  1,000)  person  years.  Following 
the  age  of  35  years  the  females  remain  con- 
sistently at  a low  level;  whereas,  the  males, 
especially  after  the  age  of  45,  show  a steady, 
increasing  rise  with  increasing  age.  It  is  quite 
clear,  therefore,  that  sex  and  age  do  play  an 
important  part  in  the  breakdown  rate  to  tuber- 
culosis. 

By  combining  these  three  factors  of  size  of 
tuberculin  reaction  and  age  and  sex  of  the 
individual,  a physician  can  relatively  easily  de- 
termine risks  of  development  of  disease  among 
his  patients.  However,  an  even  simpler  method 
would  be  to  consider  the  high  risk  group  to 
consist  of  all  persons  with  tuberculin  reactions 
of  15  mm  or  greater  induration  on  the  in- 
tradermal  test  or  5 mm  or  greater  indura- 
tion on  the  Tine  or  other  multiple-puncture 
tests.  This  high  risk  group  would  be  put  on 
prophylactic  therapy  for  one  year,  consisting 
of  300  mg.  of  INH  daily  for  an  adult  and 
proportionally  lower  doses  (20  mg.  per  kilo) 
for  children.  This  drug  is  easily  taken,  very 
acceptable  to  the  patients  and  indeed  creates 
a feeling  of  well-being. 

In  summary,  a clear  tuberculosis  program 
can  now  be  laid  out  for  the  physician  in  his 
private  practice.  1 ) He  should  tuberculin  test 
all  of  his  patients,  employing  the  most  con- 
venient method.  2)  Among  those  who  are 
tuberculin  negative,  re-tests  might  be  per- 
formed but  not  more  frequently  than  at  two- 
year  intervals  unless  the  physician  is  practic- 
ing in  an  area  where  the  rate  of  tuberculin 
positivity  among  his  patients  exceeds  50  per 


cent.  3)  Among  the  tuberculin  positives,  all 
patients  should  be  X-rayed  and  those  with 
abnormal  chest  X-rays  referred  to  the  local 
health  department  or  a chest  specialist  for 
further  follow-up  and  diagnosis,  or  the  physi- 
cian may  wish  to  undertake  the  further  diag- 
nosis of  tuberculosis  himself.  It  is  common 
practice  for  patients  who  have  abnormal  chest 
X-rays  but  negative  work-up  for  tuberculosis 
to  be  considered  in  the  High  Risk  Register 
by  the  Health  Department  and  placed  upon 
prophylactic  therapy,  usually  with  more  than 
one  drug.  This  may  be  done  by  the  health 
authority  or  by  the  physician  after  the  diagno- 
sis of  active  tuberculosis  has  been  excluded. 
The  reason  is  that  it  has  been  well  estab- 
lished that  persons  with  abnormal  chest  X- 
rays  have  a much  higher  risk  of  developing 
tuberculosis  than  those  with  normal  chest  X- 
rays.  4)  All  patients  under  5 years  of  age 
who  have  a positive  tuberculin  should  be  put 
on  prophylactic  therapy  for  one  year.  5)  All 
patients  with  a tuberculin  reaction  of  15  mm 
or  greater  on  the  intradermal  test  or  5 mm 
or  more  on  the  multiple  puncture  test  should 
be  placed  on  prophylactic  therapy  for  one 
year.  6)  All  patients  with  a definite  but  lesser 
reaction  should  be  re-tested  a year  later  and 
the  rules  outlined  above  followed.  7)  In  areas 
where  a large  percentage  of  the  population 
reacts  to  one  of  the  atypical  mycobacterial 
antigens  it  may  be  desirable  to  perform  these 
tests  simultaneously  with  the  tuberculin  test. 
However,  at  least  in  certain  areas  of  the 
country  the  presence  of  reactions  to  the  atypi- 
Ccd  mycobacteria  does  not  seriously  interfere 
with  the  above  program. 

Summary 

A simple  and  effective  program  for  tuber- 
culosis control,  including  prophylaxis,  among 
the  patients  of  an  average  general  practitioner 
has  been  outlined.  It  is  to  be  remembered 
that  in  most  practices  the  prevalence  of  tuber- 
culin reactors  will  not  exceed  5 to  10  per  cent 
and  indeed  may  well  be  less  than  this  since 
they  tend  to  group  into  families.  Tuberculosis 
control  and  prophylaxis  is,  therefore,  in  the 
range  of  a feasible  office  practice  for  a busy 
practitioner. 
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Avoidance  of  Certain  Pitfalls  in  Vaginal 
Cytologic  Diagnosis 

Charles  N.  Tarkington,  M.D.*  and  Duane  N.  Tweeddale,  M.D.** 

Lexington,  Ky. 


Certain  pitfalls  in  the  interpretation  of 
vaginal  cytology  can  be  avoided  by  the 
utilization  of  some  basic  principles  in 
obtaining  the  specimen,  supplying  the 
pathologist  with  adequate  clinical  in- 
formation, and  biopsying  all  visible 
lesions. 

The  importance  of  doing  vaginal 
cytology  on  every  female  patient  cannot 
be  over-emphasized.  In  addition,  a re- 
peat smear  at  least  at  yearly  intervals  is  neces- 
sary. Smears  showing  any  atypia,  however 
minor,  should  be  repeated  more  frequently.  It 
is  our  conviction  that  if  these  recommendations 
were  universally  followed,  invasive  cervical 
carcinoma  could  be  abolished.  It  is  unfortunate 
that  cytologic  examinations  are  not  universal- 
ly practiced.  It  is  important,  however,  to  bear 
in  mind  and  to  understand  certain  pitfalls  and 
limitations  of  the  test.  We  propose  to  discuss 
some  factors  that  influence  cytologic  interpre- 
tation with  suggestions  for  their  solution  and 
application  to  patient  care. 

Methods  of  Obtaining  Cytologic  Material 

In  attempting  to  diagnose  malignancy  of  the 
female  genital  tract  one  may: 

a.  Collect  a specimen  from  the  posterior 
vaginal  fornix  with  a spatula  or  by  aspirat- 
ing with  a plastic  or  glass  tube, 

b.  Scrape  the  portio  of  the  cervix,  especially 
the  immediate  area  of  the  external  os. 

c.  Aspirate  from  the  endocervical  canal. 

Each  method  has  its  advantages  and  disad- 
vantages. Of  more  importance,  they  serve  to 
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complement  each  other  so  that  a combination 
study  yields  a maximum  percentage  of  posi- 
tive diagnoses.  It  has  been  demonstrated  that 
the  vaginal  pool  specimen  does  not  yield  as 
high  a percentage  of  positive  diagnoses  for  in 
situ  carcinoma  as  is  possible  by  cervical  scrap- 
ing. However,  the  pool  specimen  may  demon- 
strate endometrial  cancer  cells  more  frequent- 
ly. The  endocervical  aspiration  may  be  espe- 
cially valuable  to  detect  the  in  situ  lesions  that 
often  occur  high  in  the  endocervical  canal  in 
older  women.  In  addition,  such  aspiration  may 
be  particularly  effective  in  detecting  early  en- 
docervical adenocarcinoma  or  a similar  lesion 
of  the  endometrium. 

The  Problem  of  Prior  Cautery 

One  of  the  most  critical  factors  in  the  man- 
agement of  cervical  lesions  is  the  establishment 
of  the  correct  diagnosis.  Cauterization  preced- 
ing any  diagnostic  procedure  is  to  be  con- 
demned. This  applies  with  equal  force  when 
utilizing  cytodiagnosis.  For  example,  a 
“planned”  cauterization  should  not  be  done 
immediately  following  the  obtaining  of  a speci- 
men but  should  await  the  cytology  report. 
Should  the  cytologic  report  be  positive  further 
studies  will  be  rendered  less  accurate,  or  im- 
possible, due  to  the  destructive  effects  on  the 
epithelium  by  the  cautery.  In  addition,  should 
cauterization  be  employed  before  smears  are 
taken,  changes  in  cells  can  ensue  that  mimic 
malignancy.  This  may  lead  to  needless  con- 
sternation on  the  part  of  the  physician,  worry 
for  the  patient,  and  to  the  performance  of  use- 
less diagnostic  tests. 

The  Problem  of  Immediate  Post-Partum  Smears 

We  find  no  objection  to  the  interpretation  of 
smears  at  any  time  during  pregnancy  or  at  the 
six  weeks  post-partum  checkup.  There  is  a 
predictable  pattern  at  those  times  which  of- 
fers no  problem  to  proper  evaluation.  Thus,  it 
is  common  practice  to  study  vaginal  smears 
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during  pregnancy  or  in  the  puerperium  in 
many  institutions.  On  occasion  a patient  may 
be  seen  first  when  she  is  in  labor  and  it  may 
be  necessary  to  perform  a cytologic  study  in 
the  immediate  post-partum  period.  In  such  in- 
stances we  have  at  times  seen  pseudo-malig- 
nant cells  so  confusing  that  we  now  interpret 
these  examinations  with  great  caution.  Such 
cells  may  represent  basaloid  cells  remaining 
following  scraping  off  of  superficial  elements 
or  may  be  of  chorionic  origin.  Follow-up 
smears  usually  resolve  the  dilemma.  If  any 
atypism  persists  it  must  be  explained  by  fur- 
ther studies. 

The  Problem  of  Visible  Lesions 

Cytologic  examination  of  specimens  from 
the  female  genital  tract  is  primarily  designed 
to  detect  cervical  lesions  that  are  “invisible” 
to  the  naked  eye  or  at  most  present  as 
“chronic  cervicitis”.  Thus,  the  greatest  value 
of  cytology  is  the  diagnosis  of  epithelial  atypi- 
calities such  as  dysplasia,  carcinoma  in  situ, 
early  invasive,  or  occult  carcinoma.  Such  le- 
sions usually  present  over  a fairly  broad  area 
of  the  cervix  and  are  either  easily  accessible 
to  scraping  or  exfoliate  readily.  Indeed,  in  the 
past  two  decades  the  field  of  cytology  has  not 
only  allowed  clearer  definition  of  early  stages 


of  neoplasia  but  has,  in  the  course  of  such 
studies,  given  rise  to  a variety  of  heretofore 
unrecognized  or  unappreciated  histological  epi- 
thelial entities. 

It  is  only  logical  that  cytology  has  been  uti- 
lized with  success  in  the  diagnosis  of  visible 
cervical  lesions,  such  as  invasive  carcinoma. 
However,  it  cannot  be  stressed  too  strongly 
that  the  primary,  and  definitive,  method  for 
the  diagnosis  of  visible  cervical  lesion  is  by 
means  of  biopsy.  Unfortunately,  cervical  cytol- 
ogy may  be  negative  in  the  face  of  a frankly 
ulcerating,  invasive  lesion.  This  has  been  ob- 
served by  us  on  at  least  six  occasions  over  a 
period  of  two  years.  Also,  it  is  common  ex- 
perience for  invasive  cancers  to  shed  fewer 
cells  than  their  in  situ  counterpart.  We  be- 
lieve that  the  following  reasons  are  partly  ex- 
planatory. First,  an  invasive  neoplasm  may  be 
associated  with  an  overlaying  area  of  frankly 
necrotic  tissue.  Second,  fairly  large  amounts  of 
blood  may  dilute  malignant  elements.  Third, 
exfoliation  may  not  occur  as  easily  due  to  in- 
creased cohesiveness  among  cells  of  infiltrat- 
ing lesions. 

To  summarize,  one  should  no  more  allow  a 
visible  cervical  lesion  to  go  without  a biopsy 
than  one  would  omit  cervical  cytology  as  part 
of  a routine  pelvic  examination. 


The  Importance  of  Providing  Adequate  Information 
When  Submitting  a Cytologic  Specimen 


As  can  be  surmised  from  the  foregoing,  it  is 
mandatory  that  the  requisition  slip  accompany- 
ing a cytology  specimen  contain  information 
as  to  how  the  specimen  was  obtained,  whether 
hormone  or  other  therapy  has  been  given, 
pregnancy  status,  if  a lesion  is  present  or  sus- 
pected, patient’s  age,  or  other  pertinent  data, 
especially  if  related  to  an  existing  disorder  or 
prior  malignancy  of  the  female  genital  tract. 
For  example,  knowledge  of  post-menopausal 
vaginal  bleeding  usually  ignites  a search  for 
endometrial  adenocarcinoma  cells.  Knowledge 
of  menstrual  irregularities  may  allow  for  hor- 
monocytologic  interpretation  leading  to  better 
patient  care. 

Thus,  the  quality  of  the  report  is  propor- 


tional to  the  smear  taken  plus  the  information 
supplied. 

Summary 

Certain  pitfalls  in  the  interpretation  of  va- 
ginal cytology  can  be  avoided  by  knowledge  of 
the  manner  of  taking  the  specimen  and  by 
information  adequate  for  proper  clinico-patho- 
logic  evaluation.  The  inherent  difficulties  in 
evaluating  smears  following  cautery,  in  the  im- 
mediate post-partum  period,  and  in  the  pres- 
ence of  a visible  cervical  lesion  have  been 
stressed.  The  primary  intention  of  the  cervico- 
vaginal  smear  is  for  the  detection  of  “invisi- 
ble” lesions  of  the  cervix. 
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Be  Wisely  Selfisht 

Donovan  F.  Ward,  M.D.* 


Dubuque,  Iowa 


THIRTY-SIX  years  ago  on  another  campus,  I 
was  in  a situation  similar  to  the  one  you 
Seniors  are  in  tonight.  I,  too,  was  completing 
my  basic  studies  and  was  anxious  to  get  on  with 
the  practice  of  medicine.  I had  no  false  modesty, 
and  I hope  that  you  have  none  either.  I knew  then 
as  you  know  now  what 
was  supposed  to  be  known 
at  that  stage  of  a lifetime 
of  learning  the  craft  of 
medicine. 

So,  this  much,  then,  you 
and  I have  in  common. 
We  share  our  profession; 
we  share  this  hour  and 
the  memory  of  an  earlier 
one.  It  may  be  that  here 
the  likeness  ceases.  For  the 
Doctor  Ward  world  of  medicine  that 

you  are  a part  of  is  vastly  different  from  the  one 
I entered.  It  is  a difference  that  sets  you  apart  not 
only  from  my  class,  but  from  those  classes  which 
left  here  even  a short  five  years  ago. 

I am  sure  you’ve  heard  the  statistic,  medicine  has 
made  more  progress  in  the  past  20  years  than  in 
the  previous  2,000.  There  is  reason  to  believe  that 
its  progress  will  be  just  as  dramatic  in  the  next  two 
decades.  You  are  entering  the  field  of  medicine  at 
an  exciting  time.  And  I am  sure  that  my  colleagues 
share  my  relief  that  there  are  some  of  you  young 
sharpies  who  are  about  to  join  us  and  help  out 
when  the  learning  gets  rough. 

And  it  will  be  rough,  of  course.  The  need  to  keep 
up  will  become  more  acute,  as  discoveries  burgeon 
in  number  and  adaptability.  Your  armamentarium  will 
be  ever-changing.  You  will  utilize  only  its  center,  as 
it  were — part  of  it  fading  continuously  into  obsoles- 
cence while  new  material  must  be  adapted  immediate- 
ly. 

I think  that  Americans  will  see  seemingly  unbe- 


*  Immediate  past  president  of  the  American  Medical 
Association 

-f  Presented  to  the  University  of  Kentucky  Medical 
School  Senior  Day,  Lexington,  Kentucky,  April  12, 
1966. 


lievable  medical  miracles  in  the  remainder  of  this 
century.  Already  researchers  are  working  with  organ 
transplants  and  artificial  organs,  synthetic  skin, 
artificial  muscles  to  power  paralyzed  arms  and  legs, 
plastic  arteries  and  plastic  bone  parts. 

1 have  strong  faith  in  medical  science  and  am 
convinced  that  some  day  we  may  develop  electronic 
devices  so  that  even  the  blind  might  read,  the  deaf 
might  hear,  and  the  mute  might  speak. 

Yes,  the  future  of  medicine  is  almost  unbelievable. 

That  is  about  all  the  predicting  I care  to  under- 
take. But  cutting  it  off  here,  I let  you  in  on  a secret 
that  is  not  usually  discovered  until  further  along  in 
your  practice;  this  is  that  it  is  easier  to  tell  what  has 
already  happened  than  what  is  going  to  happen! 

But  some  things  in  medicine  undergo  no  change. 
They  are  those  eternal  verities  which  belong  in  all 
lives  and  all  professions.  You  have  learned  the 
science  of  medicine  at  the  University  of  Kentucky. 
Now  it  is  up  to  you  to  learn  the  art  of  medicine 
which,  because  this  is  now  to  be  your  life,  is  actually 
the  art  of  living. 

It  begins  with  an  awareness  that  the  man  makes 
the  profession.  The  profession  does  not  make  the 
man.  This  realization  is  the  greatest  asset  any 
physician  can  have.  Conversely,  a lack  of  it  can 
make  a failure,  as  a human  being  and  as  a physician, 
of  the  most  technically  skilled. 

The  man  makes  the  profession!  His  integrity,  his 
devotion,  his  honesty,  his  humility,  all  reflect  good 
on  him  and  on  the  entire  field  of  medicine. 

We  know  the  biblical  injunction,  “to  cast  our 
bread  upon  the  waters  so  that  it  might  return  to  us 
a hundredfold.”  In  other  words,  be  wisely  selfish. 
Give,  give,  give,  and  you  will  get  much  in  return. 

And  so  to  you  whom,  I,  as  a colleague,  have  a 
right  to  demand  that  you  do  credit  to  our  profession, 
I say,  “Be  wisely  selfish.” 

Be  so  concerned  about  your  success  as  a human 
being  and  as  a physician  that  you  give  yourself 
entirely  to  those  who  need  your  care. 

Be  so  anxious  to  be  happy  that  you  never  take 
time  from  service  to  wonder  whether  you  are  happy. 
Rest  assured  you  will  be! 
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The  man  or  woman  who  goes  into  medicine  with 
the  idea  of  security,  prestige,  or  possible  fame  has 
picked  himself  one  of  the  hardest  assignments  T 
know.  For  on  that  basis  he  will  give  only  to  a 
point;  he’ll  be  busy  counting  the  returns;  he’ll  deny 
his  patients  part  of  his  precious  time;  and  he’ll  feel 
terribly  sorry  for  himself  because  the  practice  of 
medicine  is  withholding  from  him  that  happiness  he 
so  richly  deserves! 

And  he’ll  probably  laugh  a little  at  some  of  his 
colleagues.  He’ll  point  out  that  their  fees  are  too 
low,  their  hours  are  too  long,  their  homes  not 
pretentious,  their  interest  in  their  patients  so  personal 
and  deep  that  it  can’t  be  real.  He’ll  feel  sorry  for 
them  because  they  have  become  slaves  to  the  pro- 
fession and  humanity. 

And  if  he’s  lucky  maybe  some  day  he  will  ponder 
why  it  is  that  these  “slaves”  are  beloved  by  their 
patients,  respected  by  their  colleagues,  and  mysteri- 
ously imbued  with  a joy  of  life  that  bewilders  him. 

Because  these  selfish  slaves  are  so  caught  up  in 
the  bonds  of  love  they  have  no  time  nor  energy  to 
be  anything  but  happy  and  successful  at  the  art 
of  medicine  and  the  art  of  living. 

The  dog  food  commercials  say,  “All  you  add  is 
love.”  Perhaps  we  should  have  that  printed  on  every 
tongue  depressor,  to  remind  us  just  what  we’re  here 
for. 

“All  you  add  is  love.”  And  you’re  in  big  trouble  if 
you  don’t  add  it.  Or,  as  Osier  put  it,  “We  are  here 
to  add  what  we  can  to,  not  to  get  what  we  can 
from  life.” 

Be  selfish,  in  that  wonderfully  wise  way.  Any  one 
of  us  can  think  of  at  least  a few  who  have  mastered 
the  art  of  this  kind  of  selfishness.  We  have  a 
parent  or  a classmate,  a teacher,  a clergyman,  a 
friend,  who  makes  an  art  of  giving  of  himself  and 
who,  as  a direct  result,  is  one  of  the  happiest  we 
know,  and  certainly  one  of  the  most  successful  in 
the  things  that  count. 

Be  so  selfish  for  the  good  life  that  you  haven’t 
a minute  to  yourself. 

Get  to  the  hospital  for  rounds  a little  too  early; 
there’ll  be  some  help  you  can  give  to  use  up  the 
time.  Stay  a little  too  long,  so  lunch  is  cut  a bit 
in  quantity.  Ask  just  one  more  question  of  the 
patient,  or  give  one  more  word  of  reassurance. 

Be  a little  nosy.  Get  interested  in  people,  and  if 
you  can  help  solve  a problem,  medical  or  otherwise, 
do  it,  even  at  a cost  of  time  or  effort  or  discipline 
to  you. 

I have  found  that  those  who  pride  themselves  on 
keeping  to  themselves  are  usually  concerned  only 
with  themselves.  More  hurt  is  created  in  the  name 
of  “laissez  faire”  than  this  world  dreams  of. 

Become  so  selfish  for  a good  life  that  you  get 
wrapped  up  in  your  local  and  state  medical  societies 
and  in  the  American  Medical  Association.  Give  them 
your  time,  your  support  and  your  criticism  as  you 
feel  the  necessity. 

You  do  not  have  to  run  for  an  office,  but  support 
and  encourage  the  best  contender  you  can  find. 
Modern  medicine  is  medicine  for  the  people,  and 


it  must  thrive  in  an  atmosphere  of  democracy.  It 
must  be  organized  to  function  properly  and  to  dis- 
seminate scientific  information.  It  cannot  do  these 
things  unless  all  who  join  the  profession  remember 
their  “civic  duties”  as  citizens  of  this  field. 

They  must  remember,  too,  their  duties  as  citizens 
of  the  nation.  Our  profession  today  stands  on  the 
brink  of  government  interference,  over  which  virtual- 
ly every  other  modern  nation  has  led  its  doctors  to 
socialism. 

And  yet  we  hear  our  colleagues  yammer  that 
doctors  should  stay  out  of  politics.  This  is  like  asking 
us  to  stay  out  of  citizenship.  I heard  it  well  said 
just  a few  weeks  ago  that,  the  “physician  who 
doesn’t  believe  in  politics  is  like  the  drowning  man 
who  doesn’t  believe  in  water.” 

I have  little  respect  for  the  man  of  medicine 
who  sees  his  obligations  ending  at  the  door  to  his 
ivory  tower.  If  he  is  to  give  his  patients  the  best 
medicine  available,  he  must  then  fight  to  preserve 
his  freedom  to  practice. 

Nor  should  our  political  activity  be  limited  to 
fighting  what  we  are  against. 

Rather,  it  should  be  based  on  the  fact  that  we 
are  working  partners  with  every  other  citizen  of  our 
community,  our  state,  our  nation.  We  have  obliga- 
tions to  work  at  government.  Nothing  good  will  be 
accomplished  without  my  support  as  a citizen.  Noth- 
ing bad  will  get  by  unless  I turn  my  head  the  other 
way.  It  might  be  well  for  you  to  keep  in  mind  the 
words  of  one  political  observer;  “Often  the  statesman 
and  the  saint  think  they’re  doing  good — but  ain’t.” 

Be  wisely  selfish  in  your  relations  with  your  family. 
Demand  happiness  so  strongly  that  you  are  the  one 
who  gives  100  per  cent  for  the  success  of  your  mar- 
riage. You  will  find  your  spouse  gives  just  as  much. 

Wives  are  vital  to  the  physician’s  living,  the  art 
of  medicine  and  of  life.  Wives,  too,  will  have 
sacrifices  to  make,  lonely  hours  while  the  husband- 
doctor  is  on  a call,  last-minute  cancellations,  the 
waiting. 

Perhaps  these  words  of  Amy  Vanderbilt  best  sum 
up  the  idea  I am  trying  to  get  across:  “The  Bible 
tells  us  so  often  to  give  thanks — to  praise  God — and 
to  acknowledge  all  His  benefits.  Surely  it  is  not 
that  God,  like  us,  needs  appreciation  of  His  own 
well-being.  It  must  be  because  He  knows  that  when 
we  learn  to  give  thanks,  we  are  learning  to  con- 
centrate not  on  the  bad  things,  but  on  the  good 
things  in  our  lives.” 

Those  good  things  will  never  cease  coming  into 
the  home  that  never  ceases  to  give. 

Remember,  prosperity  does  not  insure  the  good 
life.  It  is  up  to  you  to  stun  this  cynical  world  and 
make  it  fashionable  again  to  be  skillful  and  generous 
with  your  skills.  Applaud  the  artisan,  whether  he  be 
surgeon  or  TV  repairman.  I ask  that  you  seek  out 
what  is  correct  for  you  and  leave  conformity  to  the 
timid. 

Follow  your  religion,  don’t  drag  it  along  behind 
you.  Respect  and  help  the  public  servant,  be  wary 
of  the  politician,  and  know  well  the  difference 
between  the  two.  Avoid  gaining  security  at  the  cost 
(Continued  on  Page  584) 
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Effectiveness:  Lomotil  possesses  a unique  degree  of 
effectiveness  in  both  acute  and  chronic  diarrhea. 


Convenience:  Lomotil  is  supplied  as  small,  easily  car- 
ried, easily  swallowed  tablets  and  as  a pleasant,  fruit- 
flavored  liquid. 

Versatility:  The  therapeutic  efficiency,  safety  and  con- 
venience of  Lomotil  may  be  used  to  advantage  alone 
or  as  adjunctive  therapy  in  diarrhea  associated  with: 


• Ulcerative  colitis 

• Acute  infections 

• Irritable  bowel 

• Regional  enteritis 

• Drug  therapy 


• Food  Poisoning 

• Functional  hypermotility 

• Malabsorption  syndrome 

• Ileostomy 

• Gastroenteritis  and  colitis 


Dosage:  For  full  therapeutic  effect  — Rx  full  therapeutic  dosage. 
The  recommended  initial  daily  dosages,  given  in  divided  doses,  until 
diarrhea  is  controlled,  are: 

Children:  3 to  6 months  — 3 mg.  (Vi  tsp.*  t.i.d.) 

6 to  12  months—  4 mg.  (Vi  tsp.  q.i.d.) 

1 to  2 years  — 5 mg.  (Vi  tsp.  5 times  daily) 

2 to  5 years  — 6 mg.  (1  tsp.  t.i.d.) 

5 to  8 years  — 8 mg.  (1  tsp.  q.i.d.) 

8 to  12  years  —10  mg.  (1  tsp.  5 times  daily) 

Adults:  20  mg.  (2  tsp.  5 times  daily  or  2 tablets  4 times  daily) 
*Based  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low  as  one-fourth  the  therapeutic 
dose. 

Precautions:  Lomotil,  brand  of  diphenoxylate  hydrochloride  with 
atropine  sulfate,  is  a Federally  exempt  narcotic  preparation  of  very 
low  addictive  potential.  Recommended  dosages  should  not  be 
exceeded.  Lomotil  should  be  used  with  caution  in  patients  with 
impaired  liver  function  and  in  patients  taking  addicting  drugs  or 
barbiturates.  The  subtherapeutic  amount  of  atropine  is  added  to 
discourage  deliberate  overdosage. 

Side  Effects:  Side  effects  are  relatively  uncommon  but  among  those 
reported  are  gastrointestinal  irritation,  sedation,  dizziness,  cutane- 
ous manifestations,  restlessness,  insomnia,  numbness  of  extremities, 
headache,  blurring  of  vision,  swelling  of  the  gums,  euphoria,  depres- 
sion and  general  malaise. 
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in  diarrhea 


Tablets 


Each  tablet  and  each  5 cc.  of  liquid  contains: 


diphenoxylate  hydrochloride  ....  2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 
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of  self-respect.  Above  all,  keep  your  sense  of  humor! 
Better  yet  don't  just  keep  it;  nourish  it  regularly,  be- 
cause you  often  will  need  it  to  lean  on  and  it 
must  be  strong  enough  to  hold  you  up.  There  might 
be  another  profession  in  which  it  is  more  important 
to  be  able  to  laugh  at  disappointments,  but  I don’t 
know  what  it  is.  It  has  been  said  that,  “life  still 
remains  a very  effective  therapist.”  I can  only  add 


that  a chuckle  every  so  often  is  the  best  tran- 
quilizer. 

Enjoy  this  profession  you  are  now  a part  of!  Enjoy 
your  family!  Really  care  about  your  patients!  Get  en- 
thused! You  can  have  a ball  being  physicians,  and 
you  can  leave  this  profession  in  a better  state  than 
you  found  it,  if  you  live  it  according  to  one  simple 
and  wisely  selfish  guide:  Remember  why  we  are  on 
this  earth,  and  remember  the  words,  “As  you  have 
done  it  unto  one  of  the  least  of  these.  My  brethren, 
you  have  done  it  unto  Me.” 


Kentucky  Legislation  Concerning  Reporting 


of  Abused  Children 


Russell  E.  Teague,  M.D.* 

Frankfort,  Kentucky 


IN  a recent  publication  of  The  Child  Welfare 
League  of  America,  Inc.,  Marian  G.  Morris  and 
Robert  W.  Gould  state: 

“In  our  country,  where  the  child  has  been  called 
the  future,  evidence  is  accumulating  that  large  num- 
bers of  children  are  being  neglected,  starved,  beaten, 
and  senselessly  murdered.  So  pressing  is  this  problem 
that,  early  in  1962,  the  U.  S.  Children’s  Bureau 
gave  it  top  priority.  They  are  now  engaged  in  de- 
veloping legislation  that  would  facilitate  reportage 
and  investigation  of  injuries  inflicted  on  children, 
and  in  seeking  better  methods  of  extending  protec- 
tive services  for  children.  Although  protective  serv- 
ices have  been  handled  traditionally  by  voluntary 
agencies,  the  trend  is  now  toward  public  agency  cov- 
erage.” 

The  1964  Kentucky  General  Assembly  passed  pro- 
tective legislation  requiring  the  reporting  in  writing 
of  physical  abuse  of  children  to  local  law  enforce- 
ment officers,  with  a copy  of  this  report  to  be  sub- 
mitted to  the  Department  of  Child  Welfare. 

Suggested  legislation  from  the  U.  S.  Department  of 
Health,  Education  and  Welfare  was  used  as  a guide 
in  preparing  the  Kentucky  legislation.  Eorty-seven 
states  have  passed  child  abuse  laws,  but  Kentucky’s 
is  one  of  the  stronger  in  that  case  reporting  is 
mandatory  and  penalties  are  provided  for  failure  to 
report. 

The  law  also  provides  that  anyone  — physicians, 
osteopathic  physicians,  or  other  persons  who  suspect 
that  a child  under  the  age  of  18  has  been  willfully 
injured  by  parent  or  guardian,  “shall  have  immunity 
from  any  liability,  civil  or  criminal,  that  might  other- 
wise be  incurred  or  imposed.”  The  law  further  pro- 
vides that  the  physician-patient  privilege  and  the 
husband-wife  privilege”  do  not  apply  in  these  cases. 


*Submltted  by  Russell  E.  Teague,  M.D.,  Commission- 
er, Department  of  Health  and  Child  Welfare  Com- 
missioner, Maurice  A.  Harmon. 


Questions  have  been  directed  to  the  State  Health 
and  Child  Welfare  Departments  as  to  whether  the 
act  includes  the  reporting  of  deaths  of  children  who 
have  been  killed  by  other  than  accidental  means. 
The  opinion  of  the  Child  Welfare  Department’s  legal 
counsel  is  that  the  law  is  intended  to  cover  all 
child  abuse  cases,  including  those  in  which  injuries 
cause  death. 

Other  questions  directed  to  the  two  departments 
indicate  some  lack  of  knowledge  of  this  legislation, 
and  that  reporting  procedures  are  not  clearly  under- 
stood, and,  in  most  cases,  incorrectly  followed. 

Since  the  law  has  been  on  the  books,  the  Child 
Welfare  Department  has  received  a limited  number 
of  reports  of  abused  children.  Even  fewer  reports 
have  been  submitted  in  writing  to  local  police  authori- 
ties with  a copy  to  the  Department,  as  provided  by 
the  law. 

Both  Doctor  Russell  Teague  and  Child  Welfare 
Commissioner  Maurice  A.  Harmon  are  deeply  con- 
cerned about  the  obvious  lack  of  compliance  with  the 
law. 

It  is  virtually  impossible  to  carry  out  the  law’s 
basic  intent  of  protection  of  Kentucky’s  children  with- 
out the  cooperation  of  Kentucky’s  physicians  and 
other  interested  persons.  The  Department  of  Child 
Welfare  plans  to  establish  a central  file  of  all  “bat- 
tered child”  cases  occurring  in  Kentucky,  so  that 
the  case  of  a parent  charged  with  maltreatment  of 
a child  in  say.  Western  Kentucky  can  be  followed 
up  regardless  of  his  future  residence  throughout  the 
state.  Only  in  this  way  can  full  protective  services 
be  provided. 

In  anticipation  of  full  cooperation  in  compliance 
with  the  law,  the  Department  of  Child  Welfare  is 
preparing  plans  for  a more  detailed  investigation  and 
follow-up  on  each  individual  case  and,  in  addition, 
will  continually  assess  the  magnitude  of  the  child 
abuse  problem  in  Kentucky. 
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The  Last  Smile 


IT  WAS  late  in  the  evening  when  he  came 
to  the  emergency  room  of  the  hospital  un- 
announced after  a trip  of  sixty  miles  riding 
on  the  back  seat  of  the  car  of  a kind  neighbor. 
The  staff  man  on  call  was  notified  by  the  junior 
intern  who  had  examined  him  and  authorized 
his  admission. 

He  was  seventy-eight  years  of  age,  under- 
nourished, unclean  and  quite  evidently  suffer- 
ing from  severe  and  constant  pain  in  his  ab- 
domen. Little  was  learned  of  his  illness  or  his 
social  background  on  the  evening  of  admission 
because  the  pain  of  his  intestinal  obstruction 
was  too  distracting  for  prolonged  and  detailed 
questioning,  and  yet  be  humane.  In  the  suc- 
ceeding days,  however,  it  was  learned  that  he 
had  lived  alone  for  several  years  in  a little  shack 
on  a small  farm  that  he  once  had  owned.  His 
wife,  long  since  estranged,  was  dead,  and  his 
two  children  had  departed  to  seek  their  fortunes 
under  more  favorable  circumstances.  Their 
whereabouts  were  unknown  and  they  could  not 
be  notified  of  his  illness.  Whatever  his  past  had 
been  he  was  now  a social  derelict. 

The  pain  was  not  relieved  by  opiates;  vomit- 
ing was  frequent  and  there  was  no  desire  for 
food;  he  was  confused  most  of  the  time  and 
his  co-operation  was  poor.  Diagnostic  studies 
were  difficult.  Efforts  at  relief  were  entirely 
futile  so  that  the  physician  and  the  consulting 
surgeon  who  was  on  the  service  that  month 
proceeded  to  prepare  him  as  quickly  as  was 
expedient  for  abdominal  exploration.  This  was 
done  on  the  third  day  after  admission.  Ob- 
struction in  the  small  bowel  was  high,  with 
matting  together  of  upper  abdominal  struc- 
tures due  to  what  appeared  to  be  a malignant 
tumor  arising  perhaps  from  the  pancreas.  It 
was  impossible  to  attempt  any  curative  surgery 
and  the  effort  to  establish  a palliative  bypass 


around  the  obstruction  seemed  of  questionable 
value. 

The  severe  pain  was  at  least  temporarily 
relieved  and  vomiting  was  less  persistent  or 
severe.  Periods  of  rest  were  more  frequent  and 
satisfactory,  but  the  depletion  from  prolonged 
illness  was  too  severe  to  be  repaired.  There 
seemed  no  desire  for  food.  His  sensorium  be- 
came more  cloudy.  None  but  the  hospital  at- 
tendants came  to  hold  his  hand,  to  reassure 
him  or  encourage  recovery.  He  was  alternately 
restless,  noisy,  belligerent,  and  with  increasing 
toxicity,  gradually  lapsed  into  a quiet  coma. 
For  a week  or  more  there  was  no  response  be- 
yond an  occasional  unintelligible  muttering,  a 
grimace  from  pain  and  a feeble  attempt  to  take 
small  amounts  of  food  or  liquids. 

The  operative  wound  healed.  The  abdominal 
distension  had  decreased.  The  surgeon  had  no 
more  to  offer.  It  was  on  the  tenth  postopera- 
tive morning  when  the  attending  physician  and 
nurse  visited  him  that  he  seemed  more  alert 
and  made  some  response.  There  was  no  indica- 
tion of  pain.  There  was  a faint  smile  of  rec- 
ognition and  a feeble  “Thank  you.  Doc”,  but 
the  period  of  consciousness  was  brief  and  be- 
fore they  left  the  room  he  was  again  quiet  and 
asleep.  The  mirse  called  at  2:00  p.m.  to  say 
that  he  was  gone. 

No  post-mortem  was  done  because  there 
was  none  to  grant  permission.  His  remains  were 
removed  and  disposed  of  in  the  same  manner 
he  had  been  brought — by  charitable  neighbors. 
There  was  no  remuneration  for  his  hospital 
care  because  it  was  in  that  long  past  period 
when  hospitals  accepted  a role  of  charity  as 
routine  and  a reason  in  part  for  their  existence. 
There  was  no  thought  of  pay  to  the  physician 
or  surgeon — such  service  was  a part  of  their 
creed. 
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The  money  that  was  collected  that  month 
has  long  been  spent  and  those  who  paid  mostly 
forgotten,  but  the  “Thank  you,  Doc”  has  re- 
newed itself  as  a fresh  flower  many  times,  and 
the  wan  smile  has  been  a shaft  of  sunshine  to 
brighten  a thousand  dark  days  during  the  thirty 
years  that  have  passed. 

They  say  that  such  service  is  to  be  no  more. 
A kind  and  benevolent  government  has  pro- 
vided that  the  hospital  is  to  be  reimbursed  and 
the  doctor  paid  if  we  will  but  execute  the 
proper  forms — and  we  must  do  that  too,  lest 
we  abrogate  the  rights  of  our  patient.  Rich  or 


The  Pharmaceutical 

SINCE  Dr.  James  Lee  Goddard  was  sworn 
into  office  on  January  17,  as  commissioner 
of  the  Federal  Drug  Administration,  both 
he  and  the  FDA  have  received  a great  deal 
of  publicity  on  television  and  in  the  national 
newspapers  and  magazines.  There  have  been 
news  items  concerning  the  banning  of  drugs, 
the  withdrawal  of  certain  other  drugs  and  criti- 
cal commentary  on  testing  methods  and  al- 
leged misrepresentation  in  advertising.  On  top 
of  all  this  there  have  been  requests  for  investi- 
gations into  what  is  considered  the  unreason- 
able expense  of  certain  drugs. 

The  pharmaceutical  industry  in  general  has 
been  besieged  in  recent  mionths  with  less  than 
favorable  publicity  in  so  for  as  the  general 
public  is  concerned.  It  is  quite  possible  that  the 
FDA  did  need  new  direction  and  revitalization. 
However  the  recent  extensive  publicity  given 
its  negative  reactions  to  certain  drugs  has 
placed  the  drug  industry  in  an  unfavorable 
light  and  completely  overshadowed  in  the  pub- 
lie’s  mind  the  tremendous  contribution  the 
pharmaceutical  industry  has  made  to  the  health 
of  that  same  public. 

Many  of  the  drugs  used  daily  by  physicians 
in  the  treatment  of  both  minor  and  major 
diseases  have  been  developed  by  the  drug  in- 
dustry in  the  past  ten  years.  Patients  and  oth- 
ers often  fail  to  consider  that  lives  are  being 
saved  and  others  prolonged,  and  hospitaliza- 


poor  are  provided  for  alike.  There  needs  to  be 
no  professional  courtesy  to  our  colleagues,  to 
nurses,  the  clergy  or  even  kinfolks.  All  we  have 
to  do  is  fill  out  the  forms  and  get  paid — and 
we  should  make  heaps  much  more  money. 

This  is  a momentous  month.  The  gates  open 
upon  a new  era.  It  will  be  a different  and 
strange  experience — not  very  welcome  to  most 
of  us.  We  must  be  young  and  versatile  enough 
to  adapt. 

They  say  it  is  progress  so  let’s  move  along. 

Sam  a.  Overstreet,  M.D. 


Industry  Besieged 

don  often  either  prevented  or  shortened  by 
the  new  drugs  prescribed  by  their  physician. 
When  patients  complain  about  the  cost  of  a 
drug,  the  physician  should  take  a little  time 
and  explain  the  amount  of  researeh  and  money 
required  to  develop  a new  drug.  A free,  strong 
and  competitive  drug  industry  is  important  to 
our  country  and  an  informed  public  is  the  best 
means  of  keeping  the  industry  this  way.  The 
doctors  are  in  a good  position  to  edueate  the 
publie  in  this  respect. 

There  were  627  major  new  drugs  available 
in  the  United  States  from  1942  through  1965 
and  about  two-thirds  of  these  were  developed 
in  the  U.S.A.  Of  the  new  drugs  developed  in 
the  United  States,  ninety  per  eent  eome  from 
drug  industry  laboratories.  Life  expectancy  in 
the  United  States  has  increased  from  59.7 
years  in  1930  to  70  years  in  1966,  an  in- 
crease of  ten  years  in  the  span  of  one  genera- 
tion. This  is  a real  accomplishment  when  one 
considers  that  it  is  estimated  that  mankind  has 
had  something  like  ten  million  generations  on 
this  earth.  Although  other  factors  such  as  pub- 
lic health  measures,  nutrition  and  sanitation 
have  contributed  to  this  greater  life  expectancy, 
better  drugs  have  also  played  an  important 
part. 

As  an  example  the  death  rate  p>er  100,000 
population  from  tuberculosis  fell  from  45.9  in 
1940  to  4.3  in  1964.  In  1956,  when  the  tran- 
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quilizers  first  received  widespread  use,  the  men- 
tal hospital  population  decreased  by  over  7,- 
800.  This  reversed  a trend  of  increasing  hos- 
pital population  which  began  when  the  first 
American  public  mental  hospital  was  estab- 
lished in  1773.  It  is  estimated  that  billions  of 
dollars  worth  of  man-hours  are  saved  annually 
as  the  result  of  new  drugs.  The  development 
of  a single  new  drug  is  expensive  both  in 
time  and  money.  It  is  estimated  that  research 
and  development  for  a new  drug  costs  about 
five  million  dollars,  and  taken  on  the  average, 
five  to  six  years  for  completion  of  the  develop- 
ment program. 

One  of  the  little  known  activities  of  the  drug 
industry  is  the  production  of  so-called  public 


service  drugs.  These  are  drugs  that  are  pro- 
duced without  profit  in  the  public  interest  for 
rare  conditions  such  as  botulism  and  rabies. 

The  medical  profession  expects  the  drug  in- 
dustry to  operate  in  a responsible  manner  just 
as  the  FDA  does.  It  is  inconceivable  that  the 
present  and  past  record  of  the  drug  industry 
in  the  United  States  could  have  been  achieved 
by  any  widespread  lack  of  responsibility.  It  is 
to  be  remembered  that  this  record  was  achieved 
without  absolute  governmental  regulation.  This 
is  a good  time  for  the  doctors  to  come  to  the 
defense  of  the  drug  industry  and  to  point  out 
to  the  public  the  tremendous  contribution  the 
industry  has  made  to  the  health  of  the  nation. 

Walter  S.  Coe 


Manuscript  Memos 


Manuscripts  should  be  submitted  in  duplicate  to 
The  Journal  of  KM  A,  an  original  copy  and  one  car- 
bon, and  typed  with  double  spacing.  Maximum  length 
of  an  article  should  not  exceed  4500  words;  the  Board 
of  Consultants  on  Scientific  Articles  prefers  that  they 
be  briefer  than  this  when  possible. 

In  submitting  a manuscript,  the  author  is  requested 
to  include  a concise  summary,  not  to  exceed  35  words, 
to  be  used  as  a sub-title  when  the  article  is  published 
in  The  Journal.  The  purpose  of  the  summary  is  to 
create  additional  interest  and  encourage  greater 
leadership. 

Footnotes  and  bibliographies  should  conform  to  the 
style  of  the  Quarterly  Cumulative  Index  Medicus  pub- 
lished by  the  American  Medical  Association.  This  re- 
quires in  the  order  given:  name  of  author,  title  of  arti- 
cle, name  of  periodical,  with  volume,  page,  month — 
day  of  month  if  weekly — and  year.  The  Journal  of 
the  KMA  does  not  assume  responsibility  for  the 
accuracy  of  references  used  with  scientific  articles. 


All  scientific  material  appearing  in  The  Journal  is 
reviewed  by  the  Board  of  Consultants  on  Scientific 
Articles.  The  editors  may  use  up  to  six  illustrations, 
with  the  essayist  bearing  the  cost  of  all  over  three 
one-column  halftones. 

Arrangements  for  reprints  of  an  article  should  be 
made  directly  with  the  publisher  of  The  Journal, 
Gibbs-Inman  Printing  Company,  817  W.  Market  St., 
Louisville,  Ky. 

The  bylaws  of  the  Kentucky  Medical  Association 
provide  that  all  scientific  discussions  and  papers  read 
before  the  KMA  Annual  Meeting  shall  be  referred 
to  the  KMA  Journal  for  consideration  for  publication. 
The  bylaws  further  state  that  the  editor  or  the  as- 
sociate editor  may  accept  or  reject  these  papers  as  it 
appears  advisable  and  return  them  to  the  author  if  not 
considered  suitable  for  publication. 

Please  mail  your  scientific  articles  to  The  Journal 
of  the  Kentucky  Medical  Association,  3532  Janet 
Ave.,  Louisville,  Kentucky  40205, 
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Color  TV  Seminar,  Guest  Speakers 
Highlight  KMA  Annual  Meeting 

Sixteen  prominent  guest  medical  authorities  and 
five  closed  circuit  color  television  seminars  will  be 
among  the  highlights  of  the  1966  Kentucky  Medical 
Association  Annual  Meeting  at  the  Convention  Cen- 
ter in  Louisville,  September,  20-22,  according  to 
Everett  H.  Baker,  M.D.,  Louisville,  KMA  president. 

One  of  the  features  of  this  year’s  meeting  will 
be  color  television,  originating  at  the  University  of 
Louisville  Medical  Center,  and  to  be  presented  by 
Smith,  Kline  and  French  Laboratories  in  conjunc- 
tion with  the  general  sessions,  Koderi^  Macdonald, 
Jr.,  M.D.,  Louisville,  chairman  of  the  Scientific  Pro- 
gram Committee  announced.  The  television  panel 
participants  will  include  both  local  and  guest  speak- 
ers. 

Full  information  on  speakers  and  program  details 
will  be  included  in  the  Annual  Meeting  (August) 
Issue  of  The  Journal. 

Among  the  scientific  speakers,  who  have  not  been 
reported  are,  Joseph  Edward  Tether,  M.D.,  Indianapo- 
lis, a guest  of  the  Kentucky  Eye,  Ear,  Nose  and 
Throat  Society.  His  topic  will  be,  “Therapy  in  Myas- 
thenia Gravis”.  Doctor  Tether  has  been  assistant 
professor  of  neurology  on  a half-time  research  basis, 
since  1952,  at  the  Indiana  University  Medical  Center. 
His  other  half-time  work  is  devoted  to  diagnosis  and 
treatment  of  myasthenia  gravis. 

Doctor  Tether,  a member  of  the  Medical  Advisory 
Board  and  the  Myasthenia  Gravis  Foundation,  has 
had  numerous  papers  published  on  myasthenia  gravis. 
Having  received  his  medical  degree  in  1938,  from 
Johns  Hopkins,  Baltimore,  he  is  certified  by  the 
American  Board  of  Internal  Medicine.  Doctor  Teth- 
er’s topic  at  the  Thursday  meeting  of  his  host  special- 
ty group  has  not  been  announced. 


Douglas  W.  Eastwood,  M.D.,  Charlottesville,  Va., 
professor  and  chairman,  department  of  anesthesiolo- 
gy, University  of  Virginia  School  of  Medicine,  will 
be  the  guest  of  the  Kentucky  Society  of  Anesthesiolo- 
gists, and  wilt  speak  to  that  group  Thursday  after- 
noon on,  “Postoperative  Respiratory  Management”. 
His  group  topic  of  discussion  at  the  Thursday  morn- 
ing General  Session  Color  Television  Clinic,  will  be, 
“Drugs,  Their  Actions  and  Reactions”. 

Doctor  Eastwood  was  diplomate  for  the  American 
Board  of  Anesthesiology,  1951,  and  secretary  for 
Virginia  Society  of  Anesthesiologists,  1961-64.  He  re- 
ceived his  M.D.  in  1943,  and  his  M.S.  in  1949, 
both  from  the  University  of  Iowa.  Doctor  East- 
wood  is  a member  of  the  American  Society  of 
Anesthesiologists,  and  a member  of  several  other 
anesthesological  groups. 

The  guest  of  the  Kentucky  Orthopedic  Society, 
Howard  H.  Steel,  M.D.,  Philadelphia,  will  speak  at 
the  general  session,  Wednesday  morning  on,  “Hos- 
pital Acquired  Infections”.  Doctor  Steel,  who  is  pro- 
fessor of  orthopedic  surgery.  Temple  University 
School  of  Medicine,  and  associate  professor  of  ortho- 
pedic surgery  at  the  graduate  School  of  Medicine, 
University  of  Pennsylvania,  will  address  his  host 
group  on  Tuesday  afternoon.  His  topic  will  be, 
“Manifestations  of  Skeletal  Diseases  in  the  Head 
and  Neck”. 

He  received  his  medical  degree  in  1945  and  his 
M.S.  in  1951,  both  from  Temple  University  School 
of  Medicine.  Doctor  Steel  is  chief  surgeon  of  the 
Shriners  Hospital  for  Crippled  Children,  Philadel- 
phia. He  is  a member  of  the  American  Academy  of 
Orthopedic  Surgeons  and  a member  of  many  ortho- 
pedic societies. 

Eugene  C.  Klatte,  M.D.,  Nashville,  the  guest  of 
the  Kentucky  Radiological  Society,  will  speak  on, 
“Newer  Techniques  in  Diagnostic  Radiology”,  Wed- 


MEDICARE  STATEMENT  CANCELLED 

Your  Editors  had  planned  to  carry  in  the  July 
issue  in  The  Journal  of  the  Kentucky  Medical  As- 
sociation, a rather  full  description  of  how  Parts 
A and  B of  Title  XVIII,  PL  89-97  IMedicare)  would 
be  operated  in  Kentucky.  We  were  not  able  to  do 
this  at  that  time  because  regulations  had  not  been 
agreed  upon. 

In  the  meantime,  you  have  received  a 32-page 
booklet  from  the  government,  which  gives  full 
details  on  how  the  two  parts  of  Title  XVIII  will  be 
implemented.  Your  Editors  feel  that  to  carry  through 
with  our  original  plans  would  constitute  an  un- 
necessary and  somewhat  expensive  duplication  in 
view  of  the  material  you  received. 

Moreover,  The  Journal  would  not  be  able  to  send 
you  on  time  the  expected  modifications  that  are 
anticipated  in  a program  of  this  magnitude.  Should 
you  need  additional  copies  of  this  manual,  please 
contact  your  local  Social  Security  office. 


nesday  afternoon,  September  21,  at  the  General  Ses- 
sion. Thursday  afternoon,  he  will  speak  before  his 
host  group  on,  “Peripheral  Venography  and  Diagnosis 
of  Abnormalities  of  the  Peripheral  Venus  System”. 

Doctor  Klatte  is  professor  and  chairman  of  the 
radiology  department  at  Vanderbilt  University  School 
of  Medicine,  Nashville.  After  his  graduation  from 
Indiana  University  in  1952,  he  became  a member 
of  several  radiological  societies  and  fraternities. 

iAMA  Assumes  Responsibility 
For  Project  Vietnam 

Project  Vietnam,  a volunteer  program  for  Amer- 
i lean  physicians  to  provide  medical  care  for  South 

i Vietnamese  civilians  will  now  be  completely  con- 

i trolled  by  the  American  Medical  Association.  The 

> project  will  be  known  as  AMA  Volunteers  for 

' Vietnam. 

I 

, The  announcement  made  by  Percy  E.  Hopkins, 

^ M.D.,  chairman  of  the  AMA  Board  of  Trustees, 

, reported  the  contract  was  signed  with  the  State  De- 

partment’s  Agency  for  International  Development, 
3 (USAID).  Administration  was  previously  handled 

I for  USAID  by  the  People-to-People  Foundation,  Inc. 

’ Three  members  of  KM  A were  honored  by  AMA 

j citations  for  working  with  Vietnamese  civilians  on 

I this  program  at  the  interim  held  at  Cumberland 

i Falls  in  April.  George  F.  Brockman,  M.D.,  speaker 

of  KMA  House  of  Delegates,  Greenville,  served  un- 
der the  auspices  of  project  Vietnam. 

The  new  program  provides  for  U.  S.  physicians 
to  volunteer  for  work  in  South  Vietnamese  civilian 
hospitals,  usually  for  a 60-day  basis.  Newly  ap- 
pointed AMA  Volunteers  for  Vietnam  field  director 
is  Malcolm  Phelps,  M.D.,  El  Reno,  Okla.,  who  will 
be  stationed  in  Saigon  beginning  July  1.  Physicians 
interested  in  the  program  may  write  to  AMA  Vol- 
unteers for  Vietnam,  American  Medical  Association, 
535  North  Dearborn,  Chicago,  111.,  60610. 


Kentucky  Part  B Medicare  Claims 
To  be  Processed  in  Lexington 

The  Metropolitan  Life  Insurance  Company,  “car- 
rier” for  Part  B of  the  Medicare  Program,  (Title 
XVIII,  PL  89-97),  in  Ken- 
tucky, has  established  an 
office  in  Lexington  which 
will  process  all  Part  B 
Medicare  claims  in  Ken- 
tucky, Paul  I.  Robinson, 

M.D.,  Rye,  N.Y.,  vice- 
president  and  chief  medical 
examiner  of  the  Company 
announced. 

The  new  office,  which 
will  handle  no  other  Met- 
ropolitan business,  initially 
expects  to  have  some  80 
new  employees,  and  will  be  located  at, 

1218  Harrodsburg  Road,  (Suite  300) 
Lexington,  Kentucky 

The  phone  number  and  area  code: 

606-233-1436 

Mr.  Donald  R.  Smith,  New  York,  who  has  had 
23  years  experience  in  group  claim  work,  will  man- 
age Metropolitan’s  new  Lexington  office.  Doctor 
Robinson  stated. 

Mr.  C.  Warren  Davies,  Louisville,  who  had  been 
in  Kentucky  for  the  past  four  years,  associated  with 
the  Metropolitan  program  at  General  Electric,  will  be 
assistant  manager  in  the  new  office. 

The  processing  of  all  claim  forms,  including  the 
issuance  and  mailing  of  benefit  checks  and  state- 
ments, will  be  performed  at  the  Lexington  address. 


Methodist  and  ARH  Hospitals 
in  Pikeville  to  Combine 

Pikeville’s  two  hospitals,  the  150  bed  Methodist 
Hospital  and  the  50  bed  Appalachian  Regional  Hos- 
pital, were  scheduled  to  merge  on  July  1 according 
to  a release  received  at  press  time. 

W.  Ernest  Elliot,  chairman  of  the  Board  of  Di- 
rectors, said  the  two  hospitals  would  be  operated 
in  separate  buildings  for  about  two  years  until  they 
could  be  brought  together  under  one  roof. 

Payment  of  the  $492,410  mortgage  held  by  the 
government  on  the  ARH  hospital  will  become  the 
responsibility  of  the  Methodist  Hospital,  the  an- 
nouncement said. 

The  Methodist  Hospital  was  built  in  1923.  The 
ARH  in-stitution  was  erected  about  1955  by  the  Min- 
ers’ Memorial  Hospital  Association  of  the  United 
Mine  Workers  of  America.  The  ARH  has  operated 
the  hospital  for  the  past  two  years. 


Mr.  Smith 
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Principals  at  the  12th  Trustee  District  meeting  in  Somerset  enjoy  a moment  of  relaxation.  Left  to  right  are:  standing,  Robert 
F.  Long,  M.D.,  Somerset,  12th  District  Trustee;  seated,  Everett  H.  Baker,  M.D.,  Louisville,  KMA  President;  Mrs.  Robert  J. 
Salsbury,  Mt.  Sterling,  President  of  Woman’s  Auxiliary  KMA;  Carl  Cooper,  Jr.,  M.D.,  Bedford,  director  of  KEMPAC  Board; 
Stephen  B.  Kelley,  M.D.,  Somerset,  president  of  the  Pulaski  County  Medical  Society. 


Five  KMA  Trustee  Meetings  Held 
To  Discuss  Medical  Advances 

Excellent  attendance  was  recorded  at  the  five  KMA 
Trustee  District  meetings  held  in  Kentucky,  covering 
periods  from  May  25,  to  June  14.  Brief  reports  on 
these  meetings  follow. 

Twelfth  Trustee  District 

Approximately  70  members  attended  the  annual 
meeting  of  the  Twelfth  Trustee  District,  held 
May  25,  in  Somerset.  Guest  speaker  was  Everett  H. 
Baker,  M.D.,  Louisville,  president  of  the  Kentucky 
Medical  Association,  whose  topic  was,  “The  Chal- 
lenge of  1966”,  Richard  F.  Greathouse,  M.D.,  Louis- 
ville, also  spoke  at  the  dinner  session,  according  to 
trustee  Robert  F.  Long,  M.D.,  Somerset. 

The  scientific  program  was  presented  by  O.  B. 
Murphy,  M.D.,  Lexington,  and  Charles  C.  Smith, 
Jr.,  M.D.,  Louisville.  KEMPAC  speaker  was  Carl 
Cooper,  Jr.,  M.D.,  Bedford.  This  meeting,  as  all 
Trustee  District  meetings,  a part  of  the  Association’s 
Continuing  Education  Program,  provided  an  opportu- 
nity for  physicians  to  discuss  advances  in  medical 
science. 

Fifteenth  Trustee  District 

The  Fifteenth  Trustee  District  meeting,  held  June 
1,  in  Middlesboro,  presented  Everett  H.  Baker,  M.D., 
Louisville,  KMA  president  as  speaker.  Harold  B. 
Barton,  M.D.,  Corbin,  also  spoke  at  the  dinner  ses- 
sion, according  to  E.  C.  Sealy,  M.D.,  London,  trustee. 


Philip  L.  Fuson,  M.D.,  Middlesboro,  was  in  charge 
of  local  arrangements. 

The  mid-afternoon  scientific  program  was  shared 
by  Harold  E.  Kleinert,  M.D.,  and  Grover  B.  Sanders, 
M.D.,  Louisville  surgeons.  Doctor  Barton  represented 
KEMPAC  at  the  meeting. 

Third  Trustee  District 

Approximately  60  physicians  and  their  wives  at- 
tended the  June  8 meeting  of  the  third  Trustee 
District  held  in  Madisonville.  Featured  speaker  was 
KMA  President,  Everett  H.  Baker,  M.D.,  Louisville. 
District  trustee,  Gabe  A.  Payne,  Jr.,  M.D.,  Hopkins- 
ville, reported  that  Harold  B.  Barton,  M.D.,  Corbin, 
shared  the  program. 

Preceeding  the  after-dinner  program,  a scientific 
seminar  sponsored  by  the  University  of  Kentucky 
Medical  Center  was  held.  Speakers  for  the  seminar 
were  Ward  O.  Griffen,  M.D.,  associate  professor, 
department  of  surgery,  and  John  W.  Schaefer,  M.D., 
assistant  professor,  department  of  medicine,  both  from 
the  University  of  Kentucky  School  of  Medicine,  Lex- 
ington. Also  planned  was  a brief  presentation  by  a 
representative  of  KEMPAC.  Faull  S.  Trover,  M.D., 
Madisonville,  assisted  with  arrangements  for  the  meet- 
ing, held  at  the  Madisonville  Country  Club. 

Fourth  Trustee  District 

The  Fourth  Trustee  District  meeting,  held  June  9, 
in  Elizabethtown,  presented  speaker  Everett  H.  Baker, 
M.D.,  Louisville,  president  of  the  Kentucky  Medical 
Association.  The  after-dinner  program,  planned  by 
district  trustee,  Hensy  S.  Spalding,  M.D.,  Bardstown, 
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was  shared  by  Carl  Cooper,  M.D.,  Bedford. 

The  scientific  program  scheduled  Sidney  G.  Mar- 
cum, M.D.,  and  Samuel  H.  Cheng,  M.D.,  both  of 
Louisville.  The  13  counties  making  up  the  district 
enjoyed  a social  hour  after  dinner. 

Sixth  Trustee  District 

Rex  E.  Hays,  M.D.,  Glasgow,  trustee  for  the  Sixth 
District,  said  that  approximately  60  members  and 


their  wives  attended  the  District’s  third  meeting  of 
the  year  at  Bowling  Green,  June  14. 

KMA  President,  Everett  H.  Baker,  M.D.,  Louis- 
ville gave  the  major  address  of  the  evening  and  Daryl 
P.  Harvey,  M.D.,  Glasgow,  Board  member  for  the 
Kentucky  Educational  Medical  PoliLical  Action  Com- 
mittee, discussed  the  KEMP  AC  operations  as  a part 
of  the  program.  Arrangements  for  the  meeting  were 
made  by  Paul  Parks,  M.D.,  Bowling  Green. 


Health  Department’s  Recommendations  Expanding  Medical  Assistance 
Program  Approved  by  Governor’s  Advisory  Council 


The  Governor’s  Advisory  Council  for  Medical  As- 
sistance, in  session  on  Monday,  June  13,  approved 
recommendations  presented  by  the  Division  of  Medi- 
cal Care,  State  Department  of  Health,  for  expansion 
and  revision  of  benefits  for  all  providers  of  service 
in  the  Kentucky  Medical  Assistance  Program.  The 
expanded  program,  incorporating  the  implementation 
of  Title  XIX,  PL  89-97  (Medicare),  went  into  ef- 
fect July  1. 

Included  in  the  “Recommendations  for  Expansion 
of  Physicians’  Benefits”  was  the  approval  of  the 
accompanying  chart  establishing  units  of  relative 
value  for  services  performed  with  a conversion  factor 
of  $5.00  for  specialists  and  $4.00  for  all  other 
physicians.  The  report  defines  a specialist  for  pur- 
poses of  payment  in  the  program  as  a physician 
certified  as  a diplomate  of  any  of  the  medical  special- 
ty boards  recognized  by  the  Association  of  American 
Specialty  Boards  or  designated  as  a fellow  in  the 
American  College  of  Physicians  or  the  American 
College  of  Surgeons. 

According  to  the  KMA  Technical  Advisory  Com- 
mittee on  Indigent  Medical  Care  chairman,  Claude 
C.  Waldrop,  M.D.,  Williamstown,  the  members  of 
the  Governor’s  Advisory  Council  approved  a liberali- 
zation of  benefits  concerning  consultation  fees.  The 
details  covering  qualifications  for  payment  of  the 
$20.00  fee  under  this  category  were  not  available 
at  time  of  this  writing.  (See  last  item  listed  on 


chart  of  benefit  schedule). 

The  physicians’  charges  and  the  program’s  pay- 
ment, is  composed  of  three  elements:  (1)  a basic 
professional  service  fee,  (2)  supplemental  professional 
service  fees  (where  applicable)  and  (3)  ancillary 
service  charges  (where  applicable).  Supplemental  and 
ancillary  charges  are  considered  incremental  addi- 
tions to  the  basic  professional  services  charged  ac- 
cording to  the  report  approved  by  the  Council. 

The  recommendation  states  that,  “It  is  to  be  em- 
phasized that  this  initial  program  of  benefits  is  not 
assumed  to  be  comprehensive  in  nature  nor  is  the 
nature  of  the  payment  provisions  for  such  care  in- 
tended to  establish  precedence  for  the  inhospital 
physicians’  care  benefits  ultimately  to  be  adopted 
by  the  program.  It  is  presumed  that  future  program 
expansions  will  be  directed  toward  eventual  full  cov- 
erage of  physicians’  care  rendered  in  hospitals  on 
the  basis  of  reasonable  charges.  It  is  acknowledged 
that  the  present  proposed  benefits  are  only  an  in- 
terim set  of  provisions  which  constitute  an  introduc- 
tion by  the  program  into  this  area.” 

The  Governor’s  Council,  whose  chairman  is  G.  L. 
Simpson,  M.D.,  Greenville  also  approved  a revised 
and  simplified  billing  statement  for  use  in  the  pro- 
gram. 

For  additional  information,  write  to  the  Division 
of  Medical  Care,  Kentucky  Department  of  Health, 
275  East  Main  Street,  Frankfort. 


Recommended  Physician  Benefit  Schedule 
Kentucky  Medical  Assistance  Program 
To  be  Implemented  July  1,  1966 

Units  of 


Relative  Value 

Service 

Program  Fee* 

Basic 

2.0 

OUT-OF-HOSPITAL  CARE 
Initial  Visit 

$ 8.00 

($10.00) 

Services 

1.0 

Subsequent  Visit 

$ 4.00 

($  5.00) 

3.0 

Intensive/Extensive  Service 

$12.00 

($15.00) 

Supplemental 

1.0 

Emergency  After  Hours  Care 

$ 4.00 

($  5.00) 

Services 

1.0 

Out-of-Office  Care-Under  10  miles 

$ 4.00 

($  5.00) 

2.0 

Out-of-Office  Care- 10- 19  miles 

$ 8.00 

($10.00) 

3.0 

Out-of-Office  Care-20  + miles 

$12.00 

($15.00) 

10.0 

HOSPITALIZED  INPATIENT 
CARE 

Attendance  Fee 

$40.00 

($50.00) 

5.0 

Specialist  Consultation  Fee 

— 

($25.00) 

2.0 

Radiologist/Pathologist  Fee 

— 

($10.00) 

**5.0 

“Other”  Consultation  Fees 

$20.00 

— 

*The  fees  generally  payable  by  the  Program  are  based  on  a conversion  factor  of  $4.00. 

The  figures  in  parentheses,  based  on  a conversion  factor  of  $5.00,  are  applicable  when  the  service  is  performed 
by  a specialist. 

**See  explanation  in  third  paragraph  of  accompanying  article. 
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AMA  Board  Recommends  Changes 
In  Life  insurance  Programs 

The  AMA  Board  of  Trustees  met  recently  to  study 
the  existing  program  of  the  American  Medical  As- 
sociation Group  Disability  Insurance  Program.  The 
present  insurance  program,  which  expires  August  31, 
1967,  is  not  expected  to  continue  with  the  same 
carrier. 

The  Board  authorized  F.  J.  Blasingame,  M.D.,  ex- 
ecutive vice-president,  to  investigate  the  possibility  of 
procuring  another  carrier.  The  AMA’s  actuary  was 
also  given  authorization  to  study  the  existing  program 
and  make  recommendations  for  revising  it. 

Percy  E.  Hopkins,  M.D.,  chairman  of  the  AMA 
Board  of  Trustees,  also  reported  to  the  House  of 
Delegates  at  their  June  meeting  that  the  AMA  was 
exploring  the  possibility  of  purchasing  group  life 
insurance.  The  purpose  of  this  program  is  for  AMA 
members  to  have  the  opportunity  to  supplement  their 
regular  life  insurance  coverage. 

UK  Med  Students  Offered  Assist 
By  Loan  Fund,  Cancer  Society 

The  U.S.  Department  of  Health,  Education  and 
Welfare  has  granted  the  University  of  Kentucky, 


Lexington,  nearly  $150,000  for  operation  of  a Health 
Professions  Student  Loan  Fund  during  the  first 
half  of  1966-67.  With  the  University’s  required  con- 
tribution, the  loan  fund  will  total  $166,532,  according 
to  Ordie  Davis,  program  director  of  Student  Financial 
Aid. 

This  will  be  the  third  year  of  loan  assistance  for 
students  in  the  College  of  Medicine,  Dentistry,  and 
Nursing;  and  the  first  year  for  the  College  of 
Pharmacy. 

The  University  of  Kentucky  was  also  recently 
awarded  ten  grants,  totaling  $55,479,  by  the  American 
Cancer  Society,  Kentucky  Division.  Two  of  the 
grants  are  designated  for  research  and  the  remaining 
eight  will  be  given  for  the  support  of  clinical  fellows, 
according  to  Charles  E.  Tucker,  executive  vice-presi- 
dent of  the  Society. 


KMA  Adds  Three  New  Members 

Two  Louisville  physicians  have  been  added  to  the 
KMA  membership  roster,  according  to  the  member- 
ship department  during  the  month  of  June.  The  two 
which  were  enrolled  are:  Sergio  Palacio,  M.D.,  and 
John  Urton,  M.D.  J.  W.  McClellan,  M.D.,  Hender- 
son, was  also  added  as  a member. 


Digest  of  the  Minutes  of  the  Board  of  Trustees 

April  12  and  13,  1966 


After  covering  the  necessary  announcements  for 
the  two-day  meeting  and  the  routine  reports,  the 
Board  considered  a recommendation  from  the  com- 
miil  ee  to  Study  Medical  Practices  in  the  ARHI 
institutions. 

Die  Board  of  Trustees  then  considered  the  nomi- 
nations for  members  of  the  Board  of  Directors  for 
the  Kentucky  Educational  Medical  Political  Action 
Committee  and  made  its  selections. 

Paul  I.  Robinson,  M.D.,  Rye,  N.Y.,  vice  president 
and  medical  director  for  the  Metropolitan  Life  In- 
surance Company  of  New  York  was  introduced  by 
chairman  Hubert  C.  Jones.  M.D.,  Berea.  Doctor 
Robinson  explained  how  his  company  happened  to 
be  named  the  carrier  for  Kentucky  under  PL  89-97, 
Title  XVIII,  Part  B.  It  was  indicated  that  many  of 
the  regulations  had  not  been  formed  at  that  time, 
and  he  was  not  able  to  give  the  full  story  on  how 
the  medicare  plan  would  be  implemented  in  Kentucky. 
He  answered  a number  of  questions. 

The  Budget  Committee  made  its  report  for  the 
proposed  1966-67  budget.  It  was  explained  that  the 
Budget  Committee  had  spent  a day  in  preparation 
of  the  budget  and  that  the  Executive  Committee  had 
devoted  a considerable  amount  of  time  to  it.  It  was 
pointed  out  that  there  were  no  radical  changes 
proposed  for  the  new  budget.  After  consideration, 
it  was  adopted. 


Recommendations  of  the  KMA  Hospital  Com- 
mittee relating  to  area-wide  planning  were  approved. 
Consideration  of  the  location  of  the  1967  Interim 
Meeting  was  left  up  to  the  Executive  Committee. 
Recommendations  of  the  KMA  Technical  Advisory 
Committee  on  Indigent  Care  (which  related  to  the 
implementation  of  PL  89-97,  Title  XIX  in  Kentucky) 
were  debated  at  great  length  and  eventually  ap- 
proved. At  the  same  time,  the  Board  voted  to  resist 
the  so-called  “preventicare”  proposal. 

The  Ad  Hoc  Committee  to  Study  the  Council 
and  Committee  Re-Organization  report  was  made, 
carefully  considered  and  approved.  In  addition,  a 
motion  to  continue  the  committee  and  enlarge  its 
personnel  and  broaden  its  responsibility  passed.  The 
Board  disposed  of  a matter  relating  to  the  orientation 
course  and  heard  a report  on  the  developments  of 
PL  89-239,  the  heart,  cancer  and  stroke  program. 

Kenneth  P.  Crawford,  M.D.,  Louisville,  who  had 
attended  the  AMA  Conference  on  Voluntary  Health 
Associations  at  the  request  of  KMA,  gave  a report 
of  the  meeting  to  the  Board. 

A series  of  recommendations  from  the  Council 
on  Legislative  Activities  was  presented.  It  was  voted 
to  advise  the  membership  that  the  individual  was 
not  required  to  sign  the  statement  of  compliance. 
A report  on  the  1966  Kentucky  General  Assembly 
was  heard  together  with  comments  on  strengthening 
(Continued  on  Page  594) 


.592 


after 

sui^ 

B and  C vitamins  are  therapy:  Therapeutic  amounts  of  B and  C in  stress 
formula  vitamins  often  are  vital  during  periods  of  physiologic  stress. 
STRESSCAPS  capsules,  designed  to  meet  increased  metabolic  demands,  aid  in 
achieving  a more  comfortable  convalescence,  a more  rapid  recovery.  After  sur- 
gery, as  in  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


Each  capsule  contains: 

Vitamin  Bi  (Thiamine  Mononitrate)  10  mg 

Vitamin  Bj  (Riboflavin)  10  mg 

Vitamin  B6  (Pyridoxine  HCI)  2 mg 

Vitamin  Bi3  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 

Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder” 
jars  of  30  and  100;  bottles  of  500. 


627-6-3613 


This  year... vacation  in 

KENTUCKY’S 


STATE 

AND 

NATIONAL 

PARKS 


Some  are  rich  in  history  (like  Fort 
Boonesborough),  some  in  tradition 
(like  My  Old  Kentucky  Home),  some  in 
scenery  (like  Cumberland  Gap),  some 
in  natural  marvels  (like  Mammoth 
Cave),  some  in  magnificent  accommo- 
dations (like  any  of  the  12  state  resort 
parks).  Whatever  your  sport  or  pas- 
time, you  can  spend  many  happy 
weeks  exploring  Kentucky’s  great 
chain  of  state  and  national  parks.  This 
year  . . . join  the  nation  in  a Kentucky 
vacation! 

Send  for  exciting  vacation  literature. 


Travel  Division,  Public  Information  Dept. 
Capitol  Annex  Building,  Frankfort,  Ky. 
Department  pdb-006 

Please  send  me  complete  information  on 
how  to  have  the  best  vacation  ever  at 
Kentucky’s  State  Resort  Parks. 

Name 

Address 

City  

State Zip 


(Continued  from  Page  592) 
the  KMA  Legislative  Key  Man  system.  The  Board 
voted  to  resist  the  efforts  of  the  Department  of  HEW 
in  the  policy  of  using  “generic  equivalent  drugs’’. 

The  Report  of  the  Ad  Hoc  Committee  to  Study 
the  publishing  of  a KMA  directory  was  made,  con- 
sidered at  great  length,  and  it  was  decided  to  have 
the  committee  to  continue  studying  the  matter  and 
come  back  with  a firm  proposal.  The  special  Ad 
Hoc  Committee  of  KMA  to  Study  PL  89-97,  Title 
XVIII,  Parts  A and  B,  reported  to  the  Board.  The 
recommendation  of  the  committee  that  KMA  cooper- 
ate with  the  Kentucky  Hospital  Association  and  the 
Kentucky  Blue  Cross  in  seeking  to  use  computers 
to  aid  utilization  review  committee  work  was  ac- 
cepted. 

The  Board  also  voted  to  ask  the  KMA  Insurance 
Review  Board  to  be  the  state-wide  arbitration  group 
to  cooperate  with  the  Metropolitan  Life  Insurance 
Company,  the  carrier  under  Part  B.  After  full  dis- 
cussion of  the  financial  problems  facing  the  AMA, 
the  Board  voted  to  authorize  the  KMA  Delegates  to 
the  AMA  to  support  the  increase  in  dues. 

The  Board  approved  the  request  of  the  University 
of  Kentucky  Department  of  Community  Medicine 
relating  to  use  of  medical  students  in  a summer  re- 
search program,  authorized  the  study  of  coverage 
for  possible  liability  which  might  accrue  to  certain 
agencies,  voted  to  accept  the  letter  from  Carroll  L. 
Witten,  M.D.,  Louisville,  withdrawing  from  the  race 
for  vice-speaker  of  the  AMA  House  of  Delegates, 
and  approved  the  request  of  health  commissioner 
Russell  E.  Teague  M.D.,  to  name  representatives 
on  the  laboratory  advisory  committee  and  took  action 
on  a number  of  special  dues  requests. 

It  was  decided  that  the  date  of  the  next  meeting 
would  be  Wednesday  and  Thursday,  August  3 and  4. 


Doctor  Townes  Receives  Award 

C.  Dwight  Townes,  M.D.,  professor  of  opthal- 
mology  at  the  University  of  Louisville  Medical 
School,  was  honored  June  2,  in  Louisville,  with  the 
distinguished-alumnus  award  of  the  University’s 
Hospitals  Alumni  Association.  Although  retired  as 
chairman  of  the  school’s  department  of  opthal- 
mology,  Doctor  Townes  expects  to  remain  teaching 
and  doing  research  in  the  Kentucky  Lions  Eye  Re- 
search Institute. 


RR  Board  Names  Medicare  Handler 

The  Travelers  Insurance  Company  of  Hartford, 
Conn.,  has  been  named  by  the  Railroad  Retirement 
Board  as  the  intermediary  for  handling  claims  of 
railroad  employees  and  annuitants  under  the  medi- 
cal insurance  part  of  the  medicare  program. 

The  company  will  receive  and  pay  bills  for  physi- 
cians’ services  and  other  medical  services  covered 
by  the  medical  insurance  plan  for  all  qualified  rail- 
road employees  and  members  of  their  families,  as 
well  as  for  railroad  retirement  beneficiaries. 
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Most  of  my  patients  with 
high  blood  pressure  are 
as  old  as  I am.  A lot  of  them 
are  living  on  pensions. 
They’re  grateful  when  I can 
keep  prescription  costs 
down. 


'Regroton" 

chlorthalidone  50  mg.  reserpine  0.25  mg. 

1 tablet  daily 
brings  pressure  down 

Mvantage:  Both  components  of  Regroton 
are  long-acting. 

Average  dosage:  One  tablet  daily  with 
breakfast. 

Contraindications:  History  of  mental 
depression,  hypersensitivity,  and  most 
cases  of  severe  renal  or  hepatic  diseases. 
Warning:  Discontinue  2 weeks  before 
general  anesthesia,  1 week  before  electro- 
shock therapy,  and  if  depression  or 
peptic  ulcer  occurs.  With  administration 
of  enteric-coated  potassium  supplements, 
the  possibility  of  small  bowel  lesions 
should  be  kept  in  mind. 

Precautions:  Reduce  dosage  of  con- 
comitant antihypertensive  agents  by  one- 
half.  Discontinue  if  the  BUN  rises  or 
liver  dysfunction  is  aggravated.  Electro- 
lyte imbalance  and  potassium  depletion 
may  occur;  take  particular  care  in 
cirrhosis  or  severe  ischemic  heart  disease, 
and  in  patients  receiving  corticosteroids, 
ACTH,  or  digitaiis.  Salt  restriction  is  not 
recommended.  Use  with  caution  in 
patients  with  ulcerative  colitis,  gall- 
stones. or  bronchial  asthma. 

Side  etiecis:  Nausea,  vomiting,  diarrhea, 
muscle  cramps,  headaches  and  dizziness. 
•Potential  side  effects  include  angina  pecto- 
ris, anxiety,  depression,  drowsiness, 
hyperglycemia,  hyperuricemia,  lassitude, 
leukopenia,  nasal  stuffiness,  nightmare, 
purpura,  urticaria,  and  weakness. 

For  full  details,  see  the  complete  prescrib- 
ing information. 

Availability:  Bottles  of  100  and  1000  tablets. 
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which  was  the  11th  neonatal  day.  The  original 
impression  was  tracheo-esophageal  fistula  be- 
cause of  the  dysphagia  and  mucous  accumula- 
tion in  the  pharynx.  A diagnosis  of  tetanus 
was  based  on  the  findings  of  regidity  of  the 
back  and  abdominal  muscles,  stiff  extremities, 
tetanic  spasms,  and  inability  to  open  the 
mouth.  There  was  a history  of  an  oozing 


umbilical  stump,  however,  no  cultures  for  C. 
tetani  were  obtained  initially  and  subsequent 
cultures  were  negative.  Management  consisted 
of  the  administration  of  human  hyperimmune 
globulin,  antibiotics,  tranquilizers  and  sedation. 
All  fluids  and  medications  were  administered 
parenterally  and  nothing  was  given  orally  after 
the  second  hospital  day.  In  addition,  the  infant 
was  kept  in  a quiet  room  with  constant  nursing 
care  and  the  medical  management  adminis- 
tered by  one  physician.  The  infant  survived 
and  has  completely  recovered. 
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TB  Conference  Set  for  Oct.  12-14 

The  Mississippi  Valley  Conference  on  TB  is  sched- 
uled to  meet  in  Louisville,  October  12-14,  on 
board  the  Belle  of  Louisville,  according  to  James  F. 
West,  co-chairman  of  the  program  committee.  The 
program  will  get  underway  with  an  early  morning 
breakfast,  followed  by  round-table  discussions,  and 
a public  health  session  on  “Realistic  Statistics”,  dur- 
ing which  the  speakers  will  be  introduced. 
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An  eminent  role  in 
medical  practice 

• Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

• The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a deeade  of  clinical  use. 


Indications:  Meprobamate  is  effective 
in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxi- 
ety may  be  a causative  or  otherwise 
disturbing  factor.  Although  not  a hyp- 
notic, meprobamate  fosters  normal 
sleep  through  both  its  anti-anxiety  and 
muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or 
idiosyncratic  reactions  to  meprobamate 
or  meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of 
dose  and  amounts  prescribed  is  advised. 
Consider  possibility  of  dependence, 
particularly  in  patients  with  history  of 
drug  or  alcohol  addiction;  withdraw 
gradually  after  use  for  weeks  or  months 
at  excessive  dosage.  Abrupt  withdrawal 
may  precipitate  recurrence  of  pre-exist- 
ing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  the  dose  should 
be  reduced  and  operation  of  motor  ve- 
hicles or  machinery  or  other  activity  re- 
quiring alertness  should  be  avoided  if 
these  symptoms  are  present.  Effects  of 
excessive  alcohol  may  possibly  be  in- 
creased by  meprobamate.  Grand  mal 
seizures  may  be  precipitated  in  persons 
suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tend- 
encies. 

Side  effects:  Drowsiness  may  occur 
and,  rarely,  ataxia,  usually  controlled 
by  decreasing  the  dose.  Allergic  or  idio- 
syncratic reactions  are  rare,  generally 
developing  after  one  to  four  doses. 


Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopap- 
ular  rash.  Acute  nonthrombocytopenic 
purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  ad- 
ministration of  meprobamate  and  pred- 
nisolonehave  been  reported.  More  severe 
and  very  rare  cases  of  hypersensitivity 
may  produce  fever,  chills,  fainting  spells, 
angioneurotic  edema,  bronchial  spasms, 
hypotensive  crises  (1  fatal  case),  anuria, 
anaphylaxis,  stomatitis  and  proctitis. 
Treatment  should  be  symptomatic  in 
such  cases,  and  the  drug  should  not  be 
reinstituted.  Isolated  cases  of  agran- 
ulocytosis, thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic 
anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these 
conditions  were  given  concomitantly. 
Fast  EEG  activity  has  been  reported, 
usually  after  excessive  meprobamate 
dosage.  Suicidal  attempts  may  produce 
lethargy,  stupor,  ataxia,  coma,  shock, 
vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400 
mg.  tablets  three  times  daily.  Doses 
above  2400  mg.  daily  are  not  recom- 
mended. 

Supplied:  ‘Miltown’  (meprobamate)  is 
available  in  two  strengths:  400  mg. 
scored  tablets  and  200  mg.  coated  tab- 
lets. ‘Meprotabs’  (meprobamate)  is 
available  as  400  mg.  white,  coated,  un- 
marked tablets.  Before  prescribing,  con- 
sult package  circular. 

WALLACE  LABORATORIES 
\kh:Cranbury,  N.J.  cM-reu 


Miltown* 

(meprobamate) 


i 

f- 


.,'3  ■ 

4 

^ i 

E 

) 

I 


m 


ACR  Group  Favor  Billing  Change 


Bicentennial  Observed  in  Conn. 


Partial  returns  from  a poll  sent  late  in  May  by 
the  American  College  of  Radiology,  Chicago,  to  ap- 
proximately 5,800  ACR  members  show  that  most 
radiologists  practicing  in  voluntary  hospitals  favor 
separate  billing  to  patients.  ACR  Board  Chairman, 
J.E.  Miller,  M.D.,  Dallas,  reported  that  more  than 
a third  of  the  members  have  already  made  arrange- 
ments for  separate  billing. 

By  the  close  of  1966,  more  than  half  of  the  Ameri- 
can radiologists  practicing  in  voluntary  hospitals  are 
expected  to  begin  sending  their  own  bills  to  patients, 
according  to  the  survey.  In  addition,  the  Health  In- 
surance Council,  representing  the  commercial  in- 
surers, has  reaffirmed  its  intent  to  provide  coverage 
based  upon  the  way  services  are  billed. 


Doctor  Massie  Receives  Award 

Francis  M.  Massie,  M.D.,  Lexington,  received  one 
of  four  distinguished  service  awards  presented  by  the 
University  of  Kentucky  Alumni  Association  at  the 
annual  May  reunion  banquet  in  Lexington.  Doctor 
Massie,  one  of  the  founders  of  the  Kentucky  Medical 
Foundation,  was  the  first  non-alumnus  of  the  Uni- 
versity to  receive  the  Association’s  award. 


CLINICAL 

INVESTIGATORS 

Unique  opportunity  for  stimulat- 
ing career  in  growing  pharma- 
ceutical company  for  physicians 
to  design  and  monitor  clinical 
trials  of  pharmaceuticals  and  bio- 
logies. Work  also  includes  medical 
guidance  for  management. 


^ Pediatric  or  internal  medicine  ^3 

S background;  research  or  teaching 
^ experience  helpful.  Provides  op-  g 
portunity  to  maintain  hospital  af-  g 
S filiation.  Some  travel.  Salary  de-  H 

^ pendent  upon  qualifications  and  = 

S experience. 

Send  detailed  resume  in  full  confidence  fo: 

J.  T.  Anderson,  M.D.,  Medical  Director 

I PITMAN-MOORE  DIVISION  | 

I THE  DOW  I 

I CHEMICAL  COMPANY  | 

P.O.  Box  1656.  Indianapolis,  Indiana  46206  ==== 

An  equal  opportunity  employer 


The  200th  year  of  the  founding  of  the  Litchfield 
County  Medical  Association  of  Connecticut  will  be 
commemorated  June  20,  at  Lakeville,  Conn.  G.  S. 
Gudernatch,  M.D.,  chairman,  said,  “According  to 
available  records,  ours  is  the  oldest  county  medical 
association  continually  in  existence  in  America.” 
Originally  named  the  Litchfield  County  Medical 
Corporation,  the  group  was  formed  to  promote  pro- 
fessional standards  in  medicine.  A part  of  the  June 
program  will  be  the  presentation  of  honorary  degrees 
of  medicine  rarely  conferred  in  this  country. 


Flying  Physicians  Meeting  Set 

The  12th.  annual  meeting  of  the  Flying  Physicians 
Association  will  be  held  at  the  Dunes  Hotel,  Las 
Vegas,  September  11-16,  according  to  George  M. 
Gumbert,  Jr.,  M.D.,  Lexington,  secretary  of  the  as- 
sociation. Doctor  Gumbert  stated  that  the  scientific 
sessions  will  consist  primarily  of  discussions  on  med- 
ical disciplines  as  they  relate  to  aviation  in  general. 


Medicare  Premium  Notices  Sent 

Approximately  two  million  elderly  people  out  of 
the  total  of  17  million  that  have  enrolled  under 
part  B of  the  Medicare  Program  will  receive,  during 
June,  a premium  notice  for  the  voluntary  medical 
insurance  benefits.  Premiums  on  the  remaining  15 
million  will  be  deducted  from  their  Social  Security 
benefits. 

According  to  Social  Security  Commissioner,  Rob- 
ert M.  Ball,  the  premium  will  be  billed  on  quarterly 
basis:  three  months  at  $3  per  month  or  $9  per  quar- 
ter. Mr.  Ball  stated,  however,  that  those  who  could 
not  manage  the  quarterly  payment  may  pay  $6  for 
two  months’  coverage  or  $3  for  one  months’. 


Diabetes  Assn,  to  Meet  Sept.  19 

The  fifth  annual  scientific  meeting  of  the  Ken- 
tucky Diabetes  Association  will  be  held  September 
19,  1966,  at  the  Kentucky  Hotel,  in  Louisville,  ac- 
cording to  John  B.  Selby,  M.D.,  KDA  Medical 
Service.  Among  the  speakers  will  be  Wallace  Mc- 
Meel,  M.D.,  a Boston  opthamologist,  and  Rafael 
A.  Camerini-Davalos,  M.D.,  New  York  City. 

The  meeting  will  begin  with  the  scientific  pro- 
gram, followed  by  a luncheon  and  afternoon  panel 
discussions.  Doctor  Selby  stated  that  a more  com- 
plete schedule  of  the  program,  open  to  physicians 
and  interested  persons,  will  be  made  known  at  a 
later  date. 

ACP  Fellowship  Inducts  2 Ky.  M.D.’s 

Billy  F.  Andrews,  M.D.,  and  William  R.  Gray, 
M.D.,  both  of  Louisville  were  inducted  into  Fellow- 
ship of  the  American  College  of  Physicians  at  its 
recent  meeting,  according  to  Carl  H.  Fortune,  M.D., 
Lexington,  the  College’s  governor  for  Kentucky. 
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PENTID-SULFAS  FOR  SYRUP 

SQUIBB  BUFFERED  PENICILLIN  POWDER  WITH 
SULFADIAZINE, SULFAMETHAZINE, AND  SULFAMERAZINE 


the  fruit  punch 
that  packs  a wallop 
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Pentid-Sulfas  for  Syrup  is  a real  knock  out  when  it 
comes  to  good  taste.  And,  with  a single  prescrip- 
tion, you  provide  an  anti-infective  that  combats 
both  gram-positive  and  gram-negative  bacteria. 
Notable  for  its  economy,  Pentid-Sulfas  for  Syrup  is 
everybody's  choice,  patient,  parent  and  physician. 

Contraindications:  Contraindicated  in  patients  sensitive  to 
sulfa  or  penicillin,  pregnant  females  at  term,  premature  in- 
fants, newborns  during  first  week  of  life.  Precautions:  Watch 
for  hypersensitivity  reactions  and  overgrowth  of  nonsuscep- 
tible  organisms.  Observe  usual  precautions  for  sulfonamide 
therapy:  adequate  fluid  intake;  force  fluids  if  urine  volume  is 
low;  maintain  urinary  pH  of  7 or  higher;  use  only  after  critical 
appraisal  in  patients  with  liver  or  renal  damage,  urinary  ob- 
struction, blood  dyscrasias.  Adverse  Reactions:  Anaphylactoid 


shock  (rare),  G.l.  disturbances,  hepatitis,  pancreatitis, 
blood  dyscrasias,  neuropathy,  drug  fever,  urticaria,  pur- 
pura, hematuria,  crystalluria,  conjunctival  and  scleral 
varicula,  petechiae  may  occur.  Dosage:  Daily  pediatric  dos- 
age should  supply  65-100  mg.  trisulfapyrimidines  per 
pound  body  weight  in  divided  doses  q.  4 to  6 h.  Supply: 
Pentid-Sulfas  for  Syrup  when  prepared,  provides  80  cc.  (16 
doses)  or  150  cc.  (30  doses)  of  fruit-flavored  syrup  provid- 
ing in  each  5 cc.  teaspoonful  125  mg.  (200,000  u.)  potas- 
sium penicillin  G and  167  mg.  each  of  sulfadiazine,  sulfa- 
methazine, and  sulfamerazine. 

Now  . . . NEW  PENTID®  ‘400’-SULFAS  FOR  SYRUP  (buffered 
penicillin  powder  with  sulfadiazine,  sulfamethazine,  and  sulfa- 
merazine each  5 cc.  providing  250  mg.  [400,000  units]  potas- 
sium penicillin  G and  167  mg.  each  of  sulfadiazine,  sulfa- 
methazine, and  sulfamerazine).  Available  in  16-dose  (80  cc.) 
and  30-dose  (150  cc.)  bottles. 

For  full  information,  see  Product  Brief. 
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NEWS  ITEMS 


Don  Chatham,  M.D.,  Shelbyville,  has  returned  from 
Africa,  where  he  had  spent  three  weeks  in  order  to 
give  the  regular  doctor  a vacation.  Doctor  Chatham 
is  the  surgeon  for  the  Southern  Railway  in  Shelby 
County. 

Franklen  K.  Belhasen,  M.D.,  Paintsville,  has  opened 
an  office,  practicing  in  association  with  F.  M.  Pick- 
lesimer,  M.D.  Doctor  Belhasen,  who  is  in  general 
practice,  was  graduated  in  1964  from  the  University 
of  Kentucky  Medical  School  and  interned  at  Wilford 
Hall,  USAF  Hospital,  during  1965.  He  served  in  the 
USAF  for  two  years  maintaining  the  rank  of  Cap- 
tain. 

Homer  B.  Martin,  M.D.,  Louisville,  has  moved  to 
Baltimore,  Md.,  where  he  will  complete  his  residency 
in  psychiatry  in  the  coming  year.  Doctor  Martin’s 
address  is  The  Sheppard  and  Enoch  Pratt  Hospital, 
Towson,  Md. 

Robert  R.  O'Connor,  M.D.,  formerly  of  Asheville, 
N.C.,  has  opened  an  office  in  Louisville,  where  he 
will  specialize  in  psychiatry  as  an  associate  of  Patrick 
P.  Galla,  M.D.  Doctor  O’Connor  was  graduated 
from  the  University  of  Louisville  Medical  School 
in  1962  and  interned  at  St.  Joseph’s  Infirmary. 

H.  E.  Erausquin,  M.D.,  Paris,  presented  his  resigna- 
tion, June  6,  1966,  as  a member  of  the  Bourbon 
County  Medical  Society.  Doctor  Erausquin  is  leaving 
Kentucky  for  San  Erancisco,  Calif.,  where  he  will 
resume  his  practice. 

Russell  Rudd,  M.D.,  Eulton,  was  recently  chosen  as 
president  of  the  Southwestern  Kentucky  Medical  As- 
sociation, at  its  77th  annual  meeting  held  in  Paducah. 
Doctor  Rudd  will  take  office  for  the  year  1967. 

S.  Pearson  Auerbach,  M.D.,  L O U i S V i 1 1 e,  was  ap- 
pointed by  Governor  Edward  T.  Breathitt  as  a 
member  of  the  Commission  for  Handicapped  Chil- 
dren for  a term  ending  July  1,  1967.  Doctor  Auer- 
bach will  succeed  the  late  Charles  F.  Wood,  M.D., 
Louisville,  who  was  serving  his  second  term  on  the 
Commission. 

William  w.  Adams,  M.D.,  Lexington,  will  be  tempo- 
rarily terminating  his  practice  in  order  to  return  to 
medical  school.  He  will  specialize  in  obstetrics  and 
gynecology  while  a resident  at  Homer  G.  Phillips 
Hospital,  St.  Louis,  Mo. 

Grace  M.  James,  M.D.,  former  Louisville  pediatri- 
cian, has  been  appointed,  effective  July  1,  to  head  the 
diagnostic  and  evaluation  division  of  Frankfort  State 
Hospital  and  School.  Doctor  James  has  recently  com- 
pleted post  graduate  work  in  child  psychiatry  at 
Creedmoor  State  Hospital  and  Albert  Einstein  Col- 
lege of  Medicine,  both  in  New  York. 

(Continued  on  Page  602) 


Bamadex®  Sequels® 

Contraindications:  In  hyperexcitability  and  in  agi- 
tated prepsychotic  states.  Previous  allergic  or 
idiosyncratic  reactions. 

Precautions:  Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetic  compounds,  who 
have  coronary  or  cardiovascular  disease,  or  are 
severely  hypertensive. 

Dextro-amphetamine  sulfate;  Use  by  unstable  in- 
dividuals may  result  in  psychological  dependence. 
Meprobamate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised;  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use 
in  susceptible  persons,  e.g.  alcoholics,  former  ad- 
dicts, and  other  severe  psychoneurotics,  has  been 
reported  to  result  in  dependence.  Where  excessive 
dosage  has  continued  for  weeks  or  months,  re- 
duce dosage  gradually.  Sudden  withdrawal  may 
precipitate  recurrence  of  pre-existing  symptoms 
such  as  anxiety,  anorexia,  or  insomnia;  or  with- 
drawal reactions  such  as  vomiting,  ataxia,  trem- 
ors, muscle  twitching  and,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  reduce  dose — operation  of 
motor  vehicles,  machinery  or  other  activity  re- 
quiring alertness  should  be  avoided.  Effects  of 
excessive  alcohol  consumption  may  be  increased 
by  meprobamate.  Appropriate  caution  is  recom- 
mended with  patients  prone  to  excessive  drinking. 

In  patients  prone  to  both  petit  and  grand  mal 
epilepsy  meprobamate  may  precipitate  grand  mal 
attacks.  Prescribe  cautiously  and  in  small  quanti- 
ties to  patients  with  suicidal  tendencies. 

Side  Effects:  Overstimulation  of  the  central  nerv- 
ous system,  jitteriness  and  insomnia  or  drowsiness. 

Dextro-amphetamine  sulfate:  Insomnia,  excita-  | 

bility,  and  increased  motor  activity  are  common 
and  ordinarily  mild  side  effects.  Confusion,  anx- 
iety, aggressiveness,  increased  libido,  and  halluci- 
nations have  also  been  observed,  especially  in 
mentally  ill  patients.  Rebound  fatigue  and  de- 
pression may  follow  central  stimulation.  Other 
effects  may  include  dry  mouth,  anorexia,  nausea, 
vomiting,  diarrhea,  and  increased  cardiovascular 
reactivity. 

Meprobamate:  Drowsiness  may  occur  and  can  be 
associated  with  ataxia,  the  symptom  can  usually 
be  controlled  by  decreasing  the  dose,  or  by  con- 
comitant administration  of  central  stimulants. 

Allergic  or  idiosyncratic  reactions:  maculopapu- 
lar  rash,  acute  nonthrombocytopenic  purpura 
with  petechiae,  ecchymoses,  peripheral  edema 
and  fever,  transient  leukopenia.  A case  of  fatal 
bullous  dermatitis,  following  administration  of 
meprobamate  and  prednisolone,  has  been  re- 
ported. Hypersensitivity  has  produced  fever, 
fainting  spells,  angioneurotic  edema,  bronchial 
spasms,  hypotensive  crises  (1  fatal  case),  anuria, 
stomatitis,  proctitis  (1  case),  anaphylaxis,  agranu- 
locytosis and  thrombocytopenic  purpura,  and  a 
fatal  instance  of  aplastic  anemia,  but  only  when 
other  drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity,  usually 
after  excessive  dosage.  Impairment  of  visual  ac- 
commodation. Massive  overdosage  may  produce 
drowsiness,  lethargy,  stupor,  ataxia,  coma,  shock, 
vasomotor,  and  respiratory  collapse. 
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First  aid  for  a Second  aid  for  a 

button  popper  button  popper 


Bamadex"  Sequels" 

d-amphetamine  sulfate  (15  mg.)  Sustained  Release  Capsules 
and  meprobamate  (300  mg.) 


■l' 

i 


By  providing  combined  anorexigenic-tranquilizing  action,  BAMADEX  SEQUELS 
Capsules  help  your  nonshrinking  patients  to  establish  new  patterns  of  eating  less. 
The  amphetamine  component  suppresses  the  appetite,  while  the  meprobamate 
helps  allay  nervousness  and  tension.  And  for  most  patients,  the  sustained  release 
of  the  active  ingredients  makes  possible  convenient  one-capsule-a-day  dosage. 


LEDERLE  LABORATORIES  • A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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(Continued  from  Page  600) 

Ahmet  Hamdi  Yilmoz,  M.D.,  Louisville,  will  soon  be 
leaving  for  the  Hawaii  State  Hospital,  Kaneohe,  Ha- 
waii, where  he  has  accepted  a position  as  Staff 
Psychiatrist.  Doctor  Yilmaz  had  been  practicing  at 
the  State  Tuberculosis  Hospital,  Louisville. 


COUNTY  SOCIETY  REPORTS 


McCracken 

The  regular  May  meeting  of  the  McCracken 
County  Medical  Society  was  held  at  Boswell’s 
Restaurant,  Paducah.  A program  on  the  support  of 
the  Kentucky  Educational  Medical  Political  Action 
Committee  was  presented  by  Richard  F.  Greathouse, 
M.D.,  Louisville,  secretary-treasurer  of  KEMPAC 
and  vice-speaker  of  the  KMA  house  of  delegates. 
Doctor  Greathouse  also  spoke  of  the  need  for  men 
of  medicine  to  unite  politically. 

Following  his  address,  Walter  R.  Johnson,  Jr., 
M.D.,  Paducah,  Society  president,  presided  over  the 
business  meeting. 

The  old  business  concerned  information  on  Medi- 
care, to  be  secured  by  secretary  Frank  B.  Crawford, 
M.D.,  Paducah.  As  Doctor  Crawford  had  requested, 
KMA  headquarters  forwarded  all  available  material. 
This  literature  will  be  kept  on  file  for  future  reference. 
Committee  reports  were  then  given,  after  which 
followed  a report  on  correspondence.  In  response  to 
a letter  from  Everett  H.  Baker,  M.D.,  Louisville, 
KMA  president,  representatives  were  appointed  to  at- 
tend the  June  15  meeting  in  Louisville,  presented  by 
the  Metropolitan  Life  Insurance  Company. 

New  business  concerned  the  appointing  of  a 
Memorial  Committee  to  oversee  Society  procedures 
taken  at  the  time  of  death  of  local  physicians. 
The  final  act  of  business  was  the  discussion  of  a 
suggestion  from  Rodney  Fields,  M.D.,  neurosurgeon 
of  Memphis,  Tenn.  Doctor  Fields  offered  to  fly  to 
Paducah  one  day  each  week  to  see  cases  at  either 
local  hospital,  in  consultation  at  the  request  of  the 
attending  physician.  The  Society  looked  upon  this 
endeavor  with  favor. 

Following  is  a list  of  recently  reported  county  medi- 
cal society  officers.  Others  will  be  listed  in  August. 

Anderson 

President  Boyd  H.  Caudill,  M.D.;  secretary,  R.  N. 
Lawson,  M.D.;  delegate.  Doctor  Caudill;  alternate, 
G.  F.  Gilbert,  M.D.  All  are  from  Lawrenceburg. 

Boyle 

President,  James  W.  Ramey,  M.D.;  vice-president, 
Robert  Fowler,  D.D.S.;  secretary-treasurer,  Philip  R. 
Rothrock,  M.D.  All  are  from  Danville. 

Casey 

President,  Lewis  E.  Wesley,  M.D.;  vice-president, 
George  W.  Sweeney,  M.D.;  secretary,  Woodrow  Les- 
ter, M.D.;  delegate,  Garnett  J.  Sweeney,  M.D.;  alter- 
nate, Doctor  Wesley.  All  are  from  Liberty. 


Clark 

President,  Garland  H.  Clark,  M.D.;  secretary-treas- 
urer, Thomas  E.  Averitt,  M.D.;  delegate,  Harold  S. 
Moberly,  M.D.;  alternate.  Doctor  Averitt.  All  are 
from  Winchester. 

Daviess 

President  Reginald  J.  Phillips,  M.D.;  vice-president, 
James  H.  Callis,  M.D.;  secretary-treasurer,  James  A. 
Baumgarten,  M.D.,  delegates.  Doctor  Phillips  and 
William  W.  Hall,  M.D.,  alternates,  Duncan  G.  John- 
son, M.D.  and  William  A.  McManus,  M.D.  All  are 
from  Owensboro. 

Harrison 

President,  C.  L.  Thornberry;  vice-president,  H.  T. 
Smiser;  secretary-treasurer,  Don  R.  Stephens,  M.D., 
delegate,  Henry  H.  Moody,  M.D.;  alternate  Doctor 
Stephens.  All  are  from  Cynthiana. 

Marshall 

President,  Wendell  E.  Gordon,  M.D.;  vice-presi- 
dent, Keith  E.  Ellis,  M.D.;  secretary-treasurer,  H.  W. 
Ford,  M.D.;  delegate.  Doctor  Gordon;  alternate.  Doc- 
tor Ellis.  All  are  from  Benton. 

Metcalfe 

Secretary,  L.  P.  Emberton,  M.D.,  Edmonton. 

Monroe  County 

President,  John  C.  Marsh,  M.D.;  vice-president, 
J.  E.  Carter,  M.D.;  president-elect,  J.  J.  Martin, 
M.D.;  secretary-treasurer,  W.  F.  Hunt,  M.D.;  dele- 
gate, W.  R.  Bushong,  M.D.;  alternate,  K.  R.  Crab- 
tree, M.D.  All  are  from  Tomkinsville. 

Spencer 

President,  William  K.  Skaggs,  M.D.;  vice-presi- 
dent, J.  T.  Furnish,  M.D.;  secretary,  Martin  H. 
Skaggs,  M.D.;  delegate.  Doctor  William  Skaggs;  alter- 
nate, Doctor  Martin  Skaggs.  All  are  from  Taylors- 
ville. 

Trimble 

President,  John  I.  Cooper,  M.D.;  secretary,  Carl 
Cooper,  Jr.,  M.D.;  delegate.  Doctor  Carl  Cooper; 
alternate.  Doctor  John  Cooper.  Both  are  from  Bed- 
ford. 

Washington 

President,  Richard  A.  Hamilton,  M.D.;  vice-presi- 
dent, M.  A.  Coyle,  M.D.;  secretary-treasurer,  Harold 
B.  Simms,  M.D.;  delegate.  Doctor  Simms;  alternate, 
Dixie  E.  Snider,  M.D.  All  are  from  Springfield. 

Wolfe 

Secretary  and  delegate,  Paul  F.  Maddox,  M.D., 
Campton. 

Woodford  County 

President,  Benjamin  F.  Roach,  M.D.,  Midway; 
secretary-treasurer,  Olson  Parrott,  M.D.,  Versailles; 
delegate.  Doctor  Roach;  alternate,  Norman  S.  Fisher, 
M.D.,  Midway. 
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IPECIALIZED  FACILITIES 
OR  CUSTODIAL 
iERIATRIC  PATIENTS 


Te  have  a limited  number  of  facilities  available 


th  the  increased  demand  for  geriatric  facilities,  The 
lerson  A.  North  Hospital  is  uniquely  qualified  to  offer 
cialized  advantages  not  found  in  nursing  homes: 


Specialized  medical  staff,  including: 

- Full  time  medical  director 
' 24  hour  medical  coverage  by  both  physicians 
and  registered  nurses 
' Recreational  therapist 
' Occupational  therapist 
' Psychiatric  nursing 

Classification  of  patients  for  both  acute  and  geriatric  cases: 
' 4 classifications  for  male  patients 
• 5 classifications  for  female  patients 

leautiful  setting  in  40  acres  of  private  estate  grounds 
Cheerful  home-like  surroundings 

addition  to  geriatric,  we  still  have  complete  facilities  for 
chiatric  cases  of  all  ages — as  a fully  accredited  private 
chiatric  hospital. 


ARLES  W.  MOCKBEE,  M.D.  E.  F.  ACKDOE,  M.D. 

Medical  Director  Associate  Medical  Director 

>ABELLE  DAULTON.  R.N.  GRACE  SPINDLER,  R.N. 
Director  of  Nursing  Associate  Director  of  Nursing 


ELLIOTT  OTTE 
President 

IRWIN  C.  STIRES 
Administrator 


Call  or  write 

for  complete  information 

and  rate  card. 


OVER  92  YEARS  OF  DEDICATED  MEDICAL  EXPERIENCE 


Approved  by  Joint  Commission  of  Accreditation  of  Hospitals 
5642  Hamilton  Avenue,  Cincinnati,  Ohio  45224  • Telephones:  541-0135,  541-0136 
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TRACY  JONES,  M.D. 

Harlan,  Ky. 

1908-1966 

Tracy  Jones,  M.D.,  57,  former  Harlan  general 
practitioner,  died  April  24,  at  his  home  in  Long 
Beach,  Calif.  Doctor  Jones,  who  received  his  medical 
degree  from  the  Louisville  School  of  Medicine  in 
1940,  was  associated  with  Douglas  Aircraft  Company 
in  the  plant  medical  service.  Long  Beach.  He  was 
a former  president  of  Harlan  Lions  Club  and  the 
Harlan  County  Chamber  of  Commerce. 

ADA  Award  Presented 

Thomas  J.  Merimee,  M.D.,  former  Louisvillian, 
has  been  named  recipient  of  a newly  established 
American  Diabetes  Association  Research  and  De- 
velopment Award.  Doctor  Merimee,  a graduate  of 
the  University  of  Louisville  School  of  Medicine  in 
1955,  is  now  associated  with  the  department  of 
medicine  at  Johns  Hopkins  University.  His  research 
objective  relates  to  how  metabolism  in  people  with 
diabetes  differs  from  normal  metabolism. 


Drug  Safety  — Who’s  Responsible?  “Government, 
the  physician,  and  the  pharmaceutical  industry  must 
join  forces  to  reduce  injury  from  adverse  drug 
reactions.  It  is  industry’s  responsibility  to  continue 
with  the  development  of  safer  and  more  effective 
drugs.  It  is  the  responsibility  of  the  physician  to 
use  drugs  with  discretion  and  to  abstain  from  using 
potent  and  hazardous  drugs  for  trivial  conditions.  It 
is  the  government’s  responsibility,  with  its  virtually 
unlimited  funds  and  resources,  to  continuously  re- 
view and  survey  adverse  experience  gained  with 
drugs  from  all  sources  and  to  bring  these  facts  before 
physicians  preferably  through  already  organized 
channels  of  medical  communication.  The  government 
further  has  a responsibility  to  remove  overly  hazard- 
ous drugs  from  the  market  when  usefulness  does 
not  balance  off  against  hazard,  but  it  must  not  use 
this  authority  in  an  arbitrary  and  capricious  manner. 
The  evaluation  of  drugs  for  safety  is  a most  dif- 
ficult and  complex  matter,  and  no  simple  formula 
can  be  divised  to  arrive  at  a conclusive  opinion.” 
Joseph  F.  Sadusk,  Jr.,  M.D.,  to  American  College 
of  Physicians,  New  York,  April  19,  1966. 


Make  Your  Plans  Now 

to  attend  the 

KAAA  Annual  Meeting 

September  20-22 

Convention  Center 

Louisville 
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New 

low-cost  tetracycline/antifungal  therapy 

for  broad-spectrum  activity 
plus  specific  antifungal  prophylaxis 
at  significant  patient  savings 


Whenever  tetracycline  is  indicated  in  these  candidates  for  Candida: 

2.  nonpregnant  women  with  a history  of  recent 

. diabetic  patients  or  recurrent  monilial  vaginitis  3.  elderly  or  debilitated  patients 


. patients  with  a past  history  of  moniliasis 


5.  patients  on  long-term  tetracycline  or  cortico- 
steroid therapy 


BRISTOL  THERAPEUTIC  SUMMARY;  For  complete  in- 
formation  consult  Official  Package  Circular.  Indications : 
Infections  of  respiratory,  gastrointestinal  and  genitourinary 
tracts  and  skin  and  soh  tissues  due  to  tetracycline-sensi- 
tive organisms,  in  patients  with  increased  susceptibility 
to  monilial  infections.  Contraindications : The  drug  is  con- 
traindicated in  patients  hypersensitive  to  its  components. 
ff^arnings : Photodynamic  reactions  have  been  produced  by 
tetracyclines.  Natural  and  artificial  sunlight  should  be 
avoided  during  therapy.  Stop  treatment  if  skin  discomfort 
occurs.  No  cases  of  photosensitivity  have  been  reported 
with  Tetrex  (tetracycline  phosphate  complex).  With  renal 
impairment,  systemic  accumulation  and  hepatotoxicity  may 
occur.  In  this  situation,  lower  doses  should  be  used.  Tooth 
staining  and  enamel  hypoplasia  may  be  induced  during 
tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  childhood).  Precautions:  Bacterial  superinfec- 
tion may  occur.  Infants  may  develop  increased  intracranial 
pressure  with  bulging  fontanels.  In  gonorrheal  therapy, 
serologic  tests  for  syphilis  should  be  conducted  initially 
and  monthly  for  3 months.  Adverse  Reactions:  Glossitis, 
stomatitis,  nausea,  diarrhea,  flatulence,  proctitis,  vaginitis, 
dermatitis,  and  allergic  reactions  may  occur.  Usual  Adult 
Dosage:  1 capsule  q.i.d.  Continue  therapy  for  10  days  in 
beta-hemolytic  streptococcal  infections.  Administer  one 
hour  before  or  2 hours  after  meals.  Supply:  Capsules,  bot- 
tles of  16.  Each  capsule  contains  tetracycline  phosphate 
complex  equivalent  to  250  mg.  tetracycline  HCl  activity 
and  250,000  units  of  nystatin. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York 


BRISTOL 


Tetrex-F 

Each  capsule  contains  tetracycline  phosphate  complex  equivalent  to  tetracycline  hydrochloride  250  mg.  and  nystatin  250,000  units. 


Tetrex-F  is  priced  lower 
than  most 

tetracycline-antifungal  products. 


KMA  Council  and 
Committee  Reports 


Council  on  Medical  Education  and  Hospitals 

George  A.  Sehlinger,  M.D.,  Louisville,  Presiding 
KMA  Headquarters  Office  May  26,  1966 

The  KMA  Council  on  Medical  Education  and 
Hospitals  met  for  the  third  time  this  associational 
year  on  May  26. 

Members  of  the  council  reviewed  the  final  report 
of  the  five  committees  serving  under  the  council 
and  took  appropriate  action  prior  to  forwarding  the 
reports  to  the  KMA  House  of  Delegates.  Also  dis- 
cussed by  the  council  members  was  the  library  serv- 
ices available  at  the  University  of  Louisville  School 
of  Medicine.  Specific  recommendations  were  made 
to  call  this  facility  to  the  attention  of  physicians  in 
the  state. 

The  council  members  also  reviewed  nominations 
for  the  1966  KMA  Faculty  Scientific  Achievement 
Award  and  selected  the  representatives  for  the  award 
to  be  presented  during  the  1966  KMA  Annual  Meet- 
ing. 

Disaster  Medical  Care  Committee 

William  T.  Rumage,  Jr.,  M.D.,  Louisville,  Chairman 

KMA  Headquarters  Office  May  26,  1966 

The  KMA  Disaster  Medical  Care  Committee  re- 
cently held  its  third  meeting  of  the  associational  year 
and  had  a number  of  guests  in  attendance  representing 
the  allied  health  fields  and  other  organizations  inter- 
ested in  disaster  medical  care. 

Considerable  discussion  was  held  in  the  areas  of 
transportation  of  the  injured,  location  of  hospital  signs 
on  highways,  first  aid  programs  in  schools  and  in- 
dustry and  dental  disaster  teams.  The  committee 
members  are  making  recommendations  that  KMA 
urge  the  Kentucky  Hospital  Association  to  distribute 
a questionnaire  to  Kentucky  hospitals  asking  for 
information  about  auxiliary  power,  communications 
and  blood  supply  in  disaster  situations.  The  commit- 
tee requests  the  KMA  to  approve  the  concept  of 
annual  registration  of  physicians  in  Kentucky. 

Highway  Safety  Committee 

John  J.  Robbins,  M.D.,  Louisville,  Chairman 

KMA  Headquarters  Office  May  24,  1966 

In  this,  its  first  meeting  of  the  associational  year, 
the  Highway  Safety  Committee  reviewed  its  purposes 
at  the  beginning  of  the  meeting  and  reviewed  the 
final  report  to  the  1965  House  of  Delegates. 

The  primary  discussion  and  action  of  the  commit- 
tee centered  around  the  three-year  report  of  the 
Automobile  Crash  Injury  Research  Program  conduct- 
ed by  Cornell  University,  the  Driver  Limitation  Pro- 
gram, the  compulsory  annual  automobile  inspection 
law,  and  greater  promotion  of  the  100  percent  seat 
belt  award  program.  Members  of  the  committee  also 


wrote  their  final  report  to  the  1966  House  of  Dele- 
gates. 

Hospital  Committee 

James  B.  Holloway,  M.D.,  Lexington,  Chairman 
KMA  Headquarters  Office  May  19,  1966 

The  Hospital  Committee  recently  held  its  third 
meeting  of  the  associational  year  at  KMA  Head- 
quarters Office.  Resolution  A,  entitled,  “Administra- 
tive Relationship  Between  Hospitals  and  Private  Prac- 
titioners of  Medicine  Practicing  Within  Hospitals”, 
occupied  the  major  portion  of  consideration  by  mem- 
bers of  the  committee.  A report  was  received  from 
the  Hospital  Sub-Committee  to  Study  Resolution  A 
to  be  included  in  the  committee’s  final  report  to 
the  1966  House  of  Delegates. 

Discussion  of  area-wide  hospital  planning  was  also 
held  and  it  was  the  consensus  of  the  members  that 
there  is  not  great  interest  among  lay  or  medical 
people  to  continue  its  efforts  at  this  time. 

The  committee  formulated  its  final  report  to  the 
House  of  Delegates  covering  the  three  meetings  of 
the  full  committee  in  addition  to  the  number  of 
meetings  of  the  Hospital  Sub-Committee  to  Study 
Resolution  A. 

KMA  Technical  Advisory  Committee 
On  Indigent  Medical  Care 

C.  C.  Waldrop,  M.D.,  Williamstown,  Chairman 
State  Department  of  Health  Friday,  June  3,  1966 

On  June  3,  1966,  the  KMA  Technical  Advisory 
Committee  on  Indigent  Medical  Care  met  with  Mem- 
bers of  the  Division  of  Medical  Care  in  Frankfort 
to  give  further  consideration  to  fees  for  physicians’ 
services  under  Title  XIX  of  PL  89-97,  the  Medicare 
Act. 

A revised  proposed  “Physicians’  Benefit  Schedule” 
was  presented  by  the  Division,  in  order  that  the  com- 
mittee might  review  it. 

The  committee  made  a number  of  recommenda- 
tions to  the  state  agency  consistent  with  instructions 
from  the  KMA  Board  of  Trustees. 


FOR  SALE:  Satisfying  general  prac- 
tice in  pleasant  town  of  1400  in  West- 
ern Kentucky,  grossing  $49,000.  Area 
developing  in  industry  and  recreation. 
Present  owner  leaving  for  residency. 
Attractive  terms.  Will  introduce. 

Reply  Box  # 15  KMA 
3532  Janet  Avenue 
Louisville,  Ky.  40205 
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brings 
peace  to  the 
hyperactive 
colon 


CANTIL 

(mepenzolate  bromide) 


helps  restore  normal  motility  and  tone 


“In  40  of  44  cases  of  irritable  or  spastic 
colon,  Cantil  [mepenzolate  bromide]  or 
Cantil  with  Phenobarbital  reduced  or 
abolished  abdominal  pain,  diarrhea  and 
distention  and  promoted  restoration 
of  normal  bowel  function  ...  Cantil 
[mepenzolate  bromide]  proved  to  be 
singularly  free  of  anticholinergic  side- 
effects  . . . Urinary  retention,  noted  in 
two  cases  was  eliminated  in  one  by  re- 
ducing dosage."’ 


LAKESIDE 


IN  BRIEF:  One  or  two  tablets  three  times  a day  and  one  or 
two  at  bedtime  usually  provide  prompt  relief.  Cantil  with  Phe- 
nobarbital may  be  prescribed  if  sedation  is  required. 

Dryness  of  the  mouth  or  blurring  of  vision  may  occur  but  it  is 
usually  mild  and  transitory.  Urinary  retention  is  rare.  Caution 
should  be  observed  in  prostatic  hypertrophy— withhold  in  glau- 
coma. Cantil  with  Phenobarbital  is  contraindicated  in  patients 
sensitive  to  phenobarbital. 

Supplied:  CANTIL  (mepenzolate  bromide)— 25  mg.  per  scored 
tablet.  Bottles  of  100  and  250.  CANTIL  with  PHENOBARBITAL 
—containing  in  each  scored  tablet  16  mg.  phenobarbital  (warn- 
ing: may  be  habit  forming)  and  25  mg.  mepenzolate  bromide. 
Bottles  of  100  and  250. 

1.  Riese,  J.  A.:  Amer.  J.  Gastroent.  28:541  (Nov.)  1957 
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DACTILASE® 


Each  tablet  contains: 

Dactil®  (piperidolate  hydrochloride),  50  mg.; 
Standardized  cellulolytic*  enzyme,  2 mg.; 
Standardized  amylolytic  enzyme,  15  mg.; 
Standardized  proteolytic  enzyme,  10  mg.; 
Pancreatin  3X**  (source  of  lipolytic  activity), 

100  mg.;  Taurocholic  acid,  15  mg. 

•Need  in  human  nutrition  not  established. 

••As  acid  resistant  granules  equivalent  in  activity  to  300  mg.  Pancreatin  N.F* 


In  chronic  or  acute  indigestion,  fluttery, 
gassy  stomachs  obtain  prompt,  gratifying 
relief  through  the  antispasmodic,  surface 
anesthetic  and  enzymatic  activity  of 
Dactilase,  Dactilase  decreases  hypermotility 
and  pain  and  reduces  the  production  of 
gas.  Dactilase  does  not  induce  stasis,  but 
helps  restore  normal  tone.  It  has  little  or  no 
effect  on  enzyme  secretions,  but  adds 
enzymes,  thus  contributing  to  the  digestive 
efficiency  of  the  patient. 

Side  Effects  and  Contraindications: 

Dactilase  is  almost  entirely  free  of  side 
effects.  However,  it  should  be  withheld 
in  glaucoma  and  in  jaundice  due  to 
complete  biliary  obstruction. 

Administration  and  Dosage:  One  tablet 
with,  or  immediately  following,  each  meal. 
Tablets  should  be  swallowed  whole. 

Supplied:  Bottles  of  60  and  250. 
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For  cold  hands  and  feet,  nothing 
beats  hot  stoves— but  they  are 
awkward  to  carry  around.  Now 
Gerilid,  in  good-tasting  take-along 
chewable  tablets  can  provide 
rapid  vasodilation  of  peripheral 
circulation,  bringing  real  warmth 
to  the  extremities  and  decreasing 
sensitivity  to  sudden  temperature 
change.  Patients  like  Gerilid  and 
know  they  are  getting  relief. 


GERILID 


Each  chewable  tablet  contains: 
nicotinic  acid  (niacin)  75  mg.  and 
aminoacetic  acid  (glycine)  750  mg. 

Administration  and  Dosage:  One  or  two 
chewable  tablets  3 times  a day  before 
meals.  If  flushing  is  objectionable,  dosage 
may  be  lowered.  However,  tolerance  to 
flushing  usually  develops  without  loss  of 
efficacy  in  regard  to  vasodilation.  The 
recommended  dosage  should  not 
be  exceeded. 

Side  effects:  Occasional  lightheadedness 
or  transient  itching  which  may  disappear 
with  continued  use.  There  are  no  known 
contraindications;  however,  caution  is 
advised  when  there  is  a concomitant 
administration  of  a coronary  vasodilator. 

Supplied : Packages  of  50  chewable  tablets. 

Also  available  in  liquid  form  as 
Geriliquid®,  in  bottles  of  8 and  16  ounces. 
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In  fact,  there's  as  much  iron. ..250  mg. 

...in  a 5 cc.  ampul  of  Imferon  (iron  dextran 
injection)  as  in  a pint  of  whole  blood. 

When  iron  deficient  patients  are  intolerant 
of  oral  iron. ..or  orally  administered  iron 
proves  ineffective  or  impractical... or  if 
the  patient  cannot  be  relied  upon  to  take  oral 
iron  as  prescribed,  Imferon  (iron  dextran 
injection)  dependably  increases  hemoglobin 
and  rapidly  replenishes  iron  reserves. 


WHAT’S  THE 

COMMON 

DENOMINATOR? 


IRON 


IMFERON® 

(iron  dextran  injection) 

IN  BRIEF:  ACTION  AND  USES:  A single  dose  of  Imferon 
(iron  dextran  injection)  will  measurably  begin  to  raise  hemo- 
globin and  a complete  course  of  therapy  will  effectively  rebuild 
iron  reserves.  The  drug  is  indicated  only  for  specifically- 
diagnosed  cases  of  iron  deficiency  anemia  and  then  only  when 
oral  administration  of  iron  is  ineffective  or  impractical.  Such 
iron  deficiency  may  include:  patients  in  the  last  trimester  of 
pregnancy;  patients  with  gastrointestinal  disease  or  those  re- 
covering from  gastrointestinal  surgery;  patients  with  chronic 
bleeding  with  continual  and  extensive  iron  losses  not  rapidly 
replenishable  with  oral  iron;  patients  intolerant  of  blood  trans- 
fusion as  a source  of  iron;  infants  with  hypochromic  anemia; 
patients  who  cannot  be  relied  upon  to  take  oral  iron. 
COMPOSITION:  Imferon  (iron  dextran  injection)  is  a well- 
tolerated  solution  of  iron  dextran  complex  providing  an  equiva- 
lent of  50  mg.  in  each  cc.  The  solution  contains  0.9%  sodium 
chloride  and  has  a pH  of  5.2-6.0.  The  10  cc.  vial  contains  0.5% 
phenol  as  a preservative. 

ADMINISTRATION  AND  DOSAGE:  Dosage,  based  upon 
body  weight  and  Gm.  Hb/100  cc.  of  blood,  ranges  from  0.5  cc. 
in  infants  to  5.0  cc.  in  adults,  daily,  every  other  day,  or  weekly. 
Initial  test  doses  are  advisable.  The  total  iron  requirement  for 
the  individual  patient  is  readily  obtainable  from  the  dosage 
chart  in  the  package  insert.  Deep  intramuscular  injection  in 
the  upper  outer  quadrant  of  the  buttock,  using  a Z-track 
technique,  (with  displacement  of  the  skin  laterally  prior  to 
injection),  insures  absorption  and  will  help  avoid  staining  of 
the  skin.  A 2-inch  needle  is  recommended  for  the  adult  of 
average  size. 

SIDE  EFFECTS:  Local  and  systemic  side  effects  are  few. 
Staining  of  the  skin  may  occur.  Excessive  dosage,  beyond  the 
calculated  need,  may  cause  hemosiderosis.  Although  allergic 
or  anaphylatoid  reactions  are  not  common,  occasional  severe 
reactions  have  been  observed,  including  three  fatal  reactions 
which  may  have  been  due  to  Imferon  (iron  dextran  injection). 
Urticaria,  arthralgia,  lymphadenopathy,  nausea,  headache  and 
fever  have  occasionally  been  reported. 

PRECAUTIONS:  If  sensitivity  to  test  doses  is  manifested,  the 
drug  should  not  be  given.  Imferon  (iron  dextran  injection)  must 
be  administered  by  deep  intramuscular  injection  only.  Inject 
only  in  the  upper  outer  quadrant  of  the  buttock,  not  in  the  arm 
or  other  exposed  area. 

CONTRAINDICATIONS:  Imferon  (iron  dextran  injection)  is 
contraindicated  in  patients  sensitive  to  iron  dextran  complex. 
Since  its  use  is  intended  for  the  treatment  of  iron  deficiency 
anemia  only  it  is  contraindicated  in  other  anemias. 
CARCINOGENICITY  POTENTIAL:  Using  relatively  massive 
doses.  Imferon  (iron  dextran  injection)  has  been  shown  to 
produce  sarcoma  in  rats,  mice  and  rabbits  and  possibly  in 
hamsters,  but  not  in  guinea  pigs.  The  risk  of  carcinogenesis, 
if  any  in  man,  following  recommended  therapy  with  Imferon 
(iron  dextran  injection)  appears  to  be  extremely  small. 
SUPPLIED:  2 CC.  ampuls,  boxes  of  10;  5 cc.  ampuls,  boxes 
of  4;  10  cc.  multiple  dose  vials. 
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METAHYDRIN  (trichlormethiazide) 
is  prescribed  by  physicians  because  it 
not  only  approximates  the  diuretic 
efficacy  of  parenteral  meralluride 
injection  . . . but,  it  is  the  least  expensive 
of  all  “brand-name”  thiazides.  Therefore, 
when  you  prescribe  METAHYDRIN 
(trichlormethiazide)  your  patients  receive 
the  thiazide  diuretic  that  removes  a little 
more  salt  and  water  than  earlier 
thiazides,  with  relatively  less  loss  of 
potassium  . . . and,  it's  therapy  they  can 
more  easily  afford  . . . only  pennies  a day. 


SAVES 

LIVES 

SAVES 

MONEY 

WASTES 

WATER 


METAHYDRIN^ 

(trichlormethiazide) 

oral  diuretic 

Dosage:  One  2 or  4 mg.  tablet 
once  or  twice  daily. 

Precautions:  As  with  all  effective 
diuretics,  vigorous  therapy  may  produce 
electrolyte  depletion.  Patients  with 
severely  reduced  renal  function  should 
be  observed  carefully  since  thiazides 
may  be  contraindicated.  Care  should 
be  taken  with  patients  predisposed  to 
diabetes  or  gout.  Patients  with  a 
tendency  to  potassium  deficiency,  as  in 
hepatic  cirrhosis  or  diarrheal  syndromes, 
or  those  under  therapy  with  digitalis, 

ACTH,  or  certain  adrenal  steroids,  also 
should  be  watched  carefully. 

Side  Effects:  Nausea,  flushing, 
constipation,  skin  rash,  muscle  cramps 
and  gastric  discomfort  have  occasionally 
been  noted;  rarely  thrombocytopenia 
and  bone  marrow  depression, 
photosensitivity,  cholestatic  jaundice, 
pancreatitis,  perimacular  edema,  gout 
and  diabetes  have  been  caused  by 
the  administration  of  thiazides. 
Contraindications:  Complete  renal 
shutdown;  rising  azotemia  or 
development  of  hyperkalemia  or 
acidosis  in  severe  renal  disease; 
demonstrated  hypersensitivity. 

How  Supplied:  Bottles  of  100  and 
1000  tablets. 
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BRING  IT  DOWN 
AND 

KEEP  IT  DOWN 


Metatensin  lowers  blood  pressure  and 
keeps  it  low— effectively  and 
economically.  It  combines  reserpine 
with  trichlormethiazide  which  affords 
more  potent  saluresis  with  iess  loss  of 
potassium  than  from  earlier  thiazides. 
Reserpine  contributes  antihypertensive 
effect  by  relieving  anxiety  and  tension. 
Metatensin  is  weil-tolerated  over  long 
periods:  with  its  effectiveness  and 
economy  it  assures  antihypertensive 
therapy  you  and  your  patients 
can  stay  with. 

METATENSir 

Each  scored  tablet  contains: 

METAHYDRIN®  (trichlormethiazide) 

2 mg.  or  4 mg.  and 
Reserpine  0.1  mg. 

Usual  adult  dose:  One  tablet  twice 
daily.  Precautions  and  side  effects: 

Patients  with  hepatic  cirrhosis  or 
diarrheal  syndromes,  or  under  therapy 
with  digitalis,  ACTH,  or  potassium-losing 
steroids,  should  be  observed  for  signs 
of  hypokalemia.  With  thiazides, 
electrolyte  depletion,  diabetes,  gout, 
granulopenia,  nausea,  pancreatitis, 
cholestatic  jaundice,  flushing,  mild 
muscle  cramps,  constipation, 
photosensitivity,  acute  myopia, 
perimacular  edema,  paresthesias, 
neonatal  bone  marrow  depression  in 
infants  of  mothers  who  received 
thiazides  during  pregnancy,  skin  rash 
or  purpura  with  or  without 
thrombocytopenia,  may  occur.  With 
reserpine,  untoward  effects  may  include 
depression,  peptic  ulcer  and  bronchial 
asthma.  Withdraw  medication  at  ieast 
7 days  prior  to  electroshock  therapy, 

2 weeks  prior  to  elective  surgery. 

Contraindications:  Complete  renal 
shutdown,  rising  azotemia  or  development 
of  hyperkalemia  or  acidosis  in  severe 
renai  disease. 

Supplied:  Metatensin  tablets,  2 mg., 

4 mg.— bottles  of  100  and  1000. 
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When  depressed  patients  say: 

VTTili  SI  Vtiiii  II 

1 1 M L*iH  1 V 1 1 ) M 1 1 

'Tm  tired  all  day  long” 

NORPRAMIN' 

(desipramine  hydrochloride) 


non-sedating*  rapid-acting 
ANTIDEPRESSANT 


restores  normal  patterns  of  sleep  and  activity 


Norpramin  (desipramine  hydrochloride) 
reverses  the  signs  and  symptoms  of  de- 
pression including  sleep  disturbances, 
feeling  of  sadness,  guilt,  worthlessness, 
anxiety  and  bodily  complaints  without 
physical  basis.  In  2-5  days  most  patients 
become  more  hopeful,  more  active  and 
less  weighed  down  by  their  problems. 


Norpramin  (desipramine  hydrochloride) 
has  only  slight  sedative  qualities,  neverthe- 
less sleep  disturbances  and  restlessness 
are  relieved  as  depression  is  lifted.  If 
anxiety  or  tension  develop  or  persist  a 
tranquilizer  may  be  added  or  dosage 
reduced.  Side  effects  are  usually  mild, 
occurring  in  about  1 of  4 patients. 


Indications:  In  moderate  to  severe  depression— neurotic  or  psychotic.  Dosage:  Optimal  results  are  obtained 
at  a dosage  of  two  25  mg.  tablets  t.i.d.  (150  mg. /day).  Contraindications  and  Precautions:  Glaucoma,  urethral 
or  ureteral  spasm,  recent  myocardial  infarction,  severe  coronary  heart  disease  and  epilepsy.  Should  not  be 
given  within  two  weeks  of  an  MAO  inhibitor.  Safety  in  human  pregnancy  has  not  been  established.  Adverse 
Effects:  Usually  mild,  may  Include:  dry  mouth,  constipation,  dizziness,  palpitation,  delayed  urination,  “bad 
taste”,  sensory  illusion,  tinnitus,  agitation  and  stimulation,  sweating,  drowsiness,  headache,  orthostatic  hypo- 
tension, flushing,  nausea,  cramps,  weakness,  blurred  vision  and  mydriasis,  rash,  allergy,  transient  eosinophilia, 
granulopenia,  altered  liver  function,  ataxia  and  extrapyramidal  signs.  Supplied:  Norpramin  (desipramine 
hydrochloride)  tablets  of  25  mg.,  in  bottles  of  50,  500  and  1000. 
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In  colicky  infants  Pediatric  Piptal  with 
Phenobarbital  slows  down  spasm,  diminishes 
pain  and  crying  and  improves  feeding  pat- 
terns. It  permits  sleep  and  rest  for  patient  and 
family.  The  less  than  hypnotic  amount  of 
phenobarbital  in  the  recommended  dose 
affords  a mild,  calming  action  and  enhances 
the  antispasmodic  action  of  Piptal  (pipenzo- 
late  bromide).  The  latter  drug,  as  reported  in 
the  medical  literature,  has  a favorable  ratio  of 
effectiveness  to  side-effects  which  is  unusual 
in  anticholinergics  and  thus  is  particularly 
appropriate  to  pediatric  use. 


QUIETS  PHONES 
QUIETS  PARENTS 
QUIETS  COLIC 


PEDIATRIC  PIPTAL® 

WITH 

PHENOBARBITAL 

each  cc.  contains  6 mg.  phenobarbital  (warning:  may 
be  habit  forming);  4 mg.  Piptal®  (pipenzolate  bromide), 
and  20%  alcohol. 


Pleasant-tasting  Pediatric  Piptal  with 
Phenobarbital  is  miscible  in  milk,  formulas 
and  fruit  juices,  and  may  also  be  given  by 
dropper  directly  on  the  infant's  tongue.  Dos- 
age is  0.5  cc.  15  minutes  before  feeding;  in 
severe  cases,  1.0  cc.  four  times  daily.  High 
doses  may  occasionally  cause  constipation 
with  tenesmus  and,  rarely,  flushing  without 
fever.  It  is  contraindicated  in  bowel  obstruc- 
tion or  sensitivity  to  phenobarbital  or  anti- 
cholinergics. Available  in  30  cc.  dropper 
bottles,  droppers  calibrated  to  deliver  0.5  cc. 
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When  combination  antibiotic 
therapy  is  indicated... 


CONSIDER:  an  exceptionally  high 
cure  rate  in  susceptible  infections 


The  rationale : When  combined,  Erythrocin  and 
the  trisulfapyrimidines  (triple  sulfas)  are  indicated 
in  infections  that  are  more  susceptible  to  the 
combination  than  to  either  agent  alone.  Such 
conditions  are  usually  found  in  urinary,  lower 
respiratory  tract  and  chronic  ear  conditions. 


96.5%.  Side  effects  were  experienced  by  only  four 
of  the  patients. 


The  results:  Clinical  studies  involving  142 
young  patients  showed  an  overall  cure  rate  of 


The  acceptance:  The  majority  of  the  142 
patients  studied  expressed  a definite  liking  for 
the  products.  There  were  only  two  refusals.  An 
independent  taste-test  with  50  healthy  children 
further  substantiated  the  excellent  acceptability 
of  the  orange-flavored  forms. 


ERYTHROCIN-SULFAS 

ERYTHROMYCIN  ETHYL  SHCCINATE-TRISULFAPYRIMIDINES 
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In  Chewable  Tablets 
In  Granules  for  Oral  Suspension 


AMA  Presents  ’66  Jacobi  Award 


ERYTHROCIN-SULFAS 

Brief  Summary 

Indications:  Use  Erythrocin-Sulfas  in  in- 
fections more  susceptible  to  the  combination 
than  to  either  agent  alone.  These  are  usually 
found  in  urinary,  lower  respiratory  tract, 
and  chronic  ear  infections. 

Contraindications:  Known  sensitivity  to 
erythromycin  or  sulfonamides.  Because  of 
the  possibility  of  kernicterus  with  sulfona- 
mides, do  not  use  in  pregnancy  at  term, 
premature  or  new  born  infants. 

Warnings : As  with  other  forms  of  sulfona- 
mide therapy,  carefully  evaluate  patients 
with  liver  or  kidney  damage,  urinary  ob- 
struction, or  blood  dyscrasia.  Deaths  have 
been  reported  from  hypersensitivity  re- 
actions and  blood  dyscrasias  following  use  of 
sulfonamides.  Perform  blood  counts  and 
liver  and  kidney  function  tests  if  used  re- 
peatedly at  close  intervals  or  for  long  periods. 

Precautions : Use  sulfonamides  with  cau- 
tion in  patients  with  a history  of  allergy. 
Assure  adequate  fluid  intake  to  prevent  crys- 
talluria  and  institute  alkali  therapy  if  in- 
dicated. 

Adverse  Reactions:  Sulfonamide  therapy 
may  be  associated  with  headache,  nausea, 
vomiting,  urticaria,  diarrhea,  hepatitis,  pan- 
creatitis, blood  dyscrasias,  neuropathy,  drug 
fever,  skin  rash,  injection  of  the  conjunctiva 
and  sclera,  petechiae,  purpura,  hematuria 
and  crystalluria. 

Side  effects  due  to  erythromycin  are  in- 
frequent, but  occasional  abdominal  discom- 
fort, nausea,  or  vomiting,  urticaria  and  other 
skin  rashes  may  occur. 

If  a reaction  or  overgrowth  of  nonsuscep- 
tible  organisms  occurs,  withdraw  the  drug. 

Supplied : The  Granules  for  Oral  Suspension 
come  in  bottles  of  60  ml.  and  150  ml.  The 
Chewable  tablets  are  in  bottles  of  50.  Each 
5-ml.  teaspoonful  of  reconstituted  Granules 
or  each  Chewable  tablet  provides  erythro- 
mycin ethyl  succinate  equivalent  to  125  mg. 
of  erythromycin  activity  and  167 
mg.  each  of  sulfadiazine,  sulfa-  I 

merazine  and  sulfamethazine.  603303 


E.  H.  Christopherson,  M.D.,  Evanston,  III.  execu- 
tive director  of  the  American  Academy  of  Pediatrics, 
received  the  1966  Abraham  Jacobi  Award  presented 
by  the  AMA  at  their  annual  meeting  in  Chicago, 
June  27,  for  his  dedication  to  the  art  and  science  of 
child  care.  Doctor  Christopherson,  also  chairman  of 
the  Council  of  National  Organizations  for  Children 
and  Youth,  Washington,  D.C.,  received  his  M.D. 
degree  from  Washington  University  School  of  Medi- 
cine, St.  Louis,  in  1925. 

Dr.  Marshall  to  Present  Paper 

T.  R.  Marshall,  M.D.,  associate  professor  of 
radiology,  University  of  Louisville  School  of  Medi- 
cine, will  present  a paper  entitled  “Radiographic 
Changes  in  Rheumatoid  Arthritis”,  June  29  at  the 
annual  AMA  meeting  in  Chicago. 

Doctor  Marshall  has  developed  several  new  vascu- 
lar techniques  and  has  been  a pioneer  in  the  rapidly 
growing  field  of  arteriography.  He  has  published 
more  than  50  papers  pertaining  to  X-ray  studies. 

Fund  Campaign  Reaches  $302,000 

The  building  fund  campaign  at  Good  Samaritan 
Hospital,  Lexington  has  reached  nearly  25%  of  its 
$1,302,000  goal  from  pledges  by  the  medical  staff. 
M.  Randolph  Gilliam,  M.D.,  Lexington,  president  of 
the  staff  complimented  the  generosity  of  each  con- 
tributing member. 

Collected  funds  will  be  used  to  purchase  equipment 
for  future  needs  of  the  hospital.  The  endorsement  of 
the  Good  Samaritan  Hospital’s  medical  staff  has  add- 
ed a considerable  stimulant  for  more  liberal  giving. 

Dr.  Weldon  Honored  by  3000 

William  Adair  Weldon,  M.D.,  a native  Hart  Coun- 
tian,  received  a special  recognition  in  May  by  a 
crowd  of  3,000  persons  who  came  to  honor  him  at 
the  Glasgow  High  School  for  his  50  years  as  a 
doctor  and  humanitarian.  Doctor  John  Burns  Hor- 
ton, president  of  Lindsey  Wilson  College,  and  State 
Treasurer  Emerson  (Doc)  Beauchamp  spoke  in  his 
behalf. 

Doctor  Weldon’s  wife  was  also  present  as  he  re- 
ceived awards  and  tokens  from  the  community.  An 
eye,  ear,  nose  and  throat  specialist,  he  opened  an 
office  in  Glasgow  where  he  continues  to  practice 
with  an  associate. 

Lancaster  Seminar  Held  in  June 

The  Lancaster  Seminar  of  the  Kentucky  Academy 
of  General  Practice  was  held  June  16,  at  the  Gar- 
rard County  High  School,  according  to  Paul  J.  Sides, 
M.D.,  Lancaster,  program  chairman.  Five  scientific 
papers  were  presented  by  essayists  from  Louisville 
and  Lexington. 
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Gastroenterology  Course  Set 

The  annual  course  in  postgraduate  Gastroenterology 
of  the  American  College  of  Gastroenterology  will  be 
given  at  the  Bellevue  Stratford,  Philadelphia,  Pa., 
October  27-29.  A related  session  on  instrument  tech- 
niques will  be  held  at  the  Albert  Einstein  Medical 
Center,  Northern  Division.  For  further  information 
and  enrollment,  write  to  American  College  of  Gas- 
troenterology, 33  West  60th  Street,  New  York,  N.  Y. 
10023. 


Dr.  Mays  Takes  Post  in  Nigeria 

E.  Truman  Mays,  M.D.,  assistant  professor  of 
surgery  at  the  University  of  Louisville  School  of 
Medicine,  left  July  1,  for  a Baptist  missionary  post 
in  Nigeria.  According  to  Doctor  Mays,  he  will  serve 
at  the  Obogomsho  hospital  with  three  other  physi- 
cians for  the  next  three  years. 

Doctor  Mays  will  live  on  the  hospital  grounds 
with  his  wife  and  family.  Before  leaving,  he  was 
honored  by  the  Lyndon  Baptist  Church  on  World 
Missions  Day. 

KMA  Staff  Member  Resigns 

Mr.  Thomas  M.  Temple,  a member  of  the  KMA 
Executive  Staff  since  January  1,  1965,  recently  re- 
signed to  accept  employment  with  the  New  York 


Stock  Exchange  Firm  of  Stein  Brothers  and  Boyce. 
The  members  and  staff  of  The  Kentucky  Medical  As- 
sociation extend  their  best  wishes  to  Mr.  Temple 
for  much  success  in  his  new  endeavor. 

In  his  letter  of  resignation  to  the  KMA  Executive 
Secretary,  Mr.  Temple  stated,  “I  would  like  to  say  1 
have  thoroughly  enjoyed  my  work  with  the  physicians 
in  Kentucky,  you,  other  members  of  the  staff,  and 
officers  of  the  Association.  The  experience  gained 
cannot  be  measured  and  for  this  I am  deeply  grateful. 
My  relationship  with  all  has  been  most  rewarding.” 


To  Label  is  to  Communicate.  “There  is  much  to 
be  gained  in  most  instances  by  labelling  the  nature 
of  the  medication.  Patients  are  bombarded  on  all 
sides  by  medical  information;  their  approach  to 
medical  care  is  much  more  sophisticated  than  that  of 
their  parents.  The  growth  of  effective  pharmaceutical 
agents  has  been  such  that  three  or  four  types  of 
medication  may  be  indicated  for  the  management  of 
a single  problem.  Labelling  promotes  better  medical 
care  rather  than  detracting  from  it.  Labelling  also 
promotes  more  effective  communication  between  the 
patient  and  the  physician.”  E.  Clinton  Texter,  Jr., 
M.D.,  Illinois  Medical  Journal,  (129-270),  March, 
1966. 


in  treating  topical  infections,  no  need  to  sensitize  the  patient 
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USE  ‘POLYSPORIN’.:.. 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be 
taken  if  this  occurs.  Contraindication:  This  product  is  contraindicated  in  those 
individuals  who  have  shown  hypersensitivity  to  any  of  its  components. 

Supplied:  In  Vz  oz.  and  1 oz.  tubes 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML 


burroughs  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,N.Y. 
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New  drugs  take  exams,  too. 


Today,  virtually  every  medical  school  in  the 
United  States  cooperates  with  pharmaceutical 
manufacturers  in  the  clinical  evaluation  of  new 
and  promising  drugs.  Just  as  you  might  find  it 
significantly  more  difficult  to  practice  medicine 
without  the  useful  new  compounds  made  avail- 
able through  original  pharmaceutical  research 
in  the  past  twenty  years  — prescription-drug 
manufacturers  would  find  it  equally  difficult  to 
obtain  extensive,  long-term,  dependable  evalu- 
ations of  new  therapeutic  agents  without  the 
close  cooperation  of  medical  staffs  and  clinical 


facilities  of  medical  schools  and  teaching  hos- 
pitals. Such  cooperation  leads  toward  more 


effective  care  of  more  patients  — the  common 
goal  of  medical  and  pharmaceutical  research  — 


toward  reduction  in  the  cost  of  disease,  toward 
increase  in  useful  longevity. 

This  message  is  brought  to  you  as  a courtesy  of  this  publica- 
tion on  behalf  of  the  producers  of  prescription  drugs. 


Pharmaceutical 
Manufacturers  Association 
Pharmaceutical 
Advertising  Council 


1155  Fifteenth  St..  N.  W„  Washington,  D.C,  20005 
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Blood-glucose 
screening  for  aM 
your  patients? 


\ 


DEXTROSTIX- 

provides  a clinically  useful 
determination  when  performed 
according  to  directions" 


DEXTROSTIX  is  not  intended  to  replace 

the  more  precise  analytical  laboratory  methods. 


Marks,  V.,  and  Dawson.  A.: 
Brit.  M.  J.  7:293,  1965. 


...because  “Abnormalities  of  glucose 
metabolism  are  among  the  [most 
common]  encountered  in  clinical 
practice....”*  Simple,  quick,  econom- 
ical blood-glucose  screening 
with  Dextrostix>®  Reagent  Strips  is 
practicable  in  every  regular  physical 
examination,  emergency  situation, 
and  whenever  hypo-  or  hyper- 
glycemia may  be  of  clinical 
significance  — for  “The  precision 
and  accuracy  of  Dextrostix 
...meet  the  need  for  an  always 
available  simple  screening 
method....”*  All  that  is  required 
for  screening  with 
Dextrostix  is  60  seconds 
and  a globular  drop  of 
capillary  or  venous  blood. 

Abnormal  readings  will  be 
a valuable  aid  to  diagnosis; 
normals  will  help  you 
establish  an  important 
baseline  for  future  reference. 


Yes— ^ your  patients 


AMES  COMPANY,  INC. 
Elkhart,  Indiana 
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Dilantin 

(diphenylhydantoin) 

PARKE-DAVIS 

I 27years  of  clinical  use... 
and  still  the  most 
widely  prescribed 
agent  of  its  kind 


Complete  information  for  usage  available  to 
physicians  on  request.  ei966 


PARKE-DAVIS 

PARKE.  DAVIS  A COMPANY,  Otiroif,  M>ch,g»n  48237 
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Lactinex 


TABLETS  & GRANULES 


LACTINEX  contains  a standardized  viable 
mixed  culture  of  Lactobacillus  acidophilus 
and  L.  bulgaricus  with  the  naturally 
occurring  metabolic  products  produced 
by  these  organisms. 

LACTINEX  was  introduced  to  help 
restore  the  flora  of  the  intestinal  tract 
in  infants  and  adults. 

LACTINEX  has  also  been  shown  to  be 
useful  in  the  treatment  of  fever 
blisters  and  canker  sores  of 
herpetic  origin.^’®’^’® 

No  untoward  side  effects  have  been 
reported  to  date. 

Literature  on  indications  and  dosage 
available  on  request. 


HYNSON,  WESTCOTT 
& DUNNING,  INC. 


BALTIMORE,  MARYLAND  21201 
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Winthrop  announces 


new 


ANTACID 
TABLETS 
AND  LIQUID 

For  peptic  ulcer, 
gastric  hyperacidity, 
gastritis 


Each  WinGel  tablet  or  teaspoon  (5  ml.)  contains 
410  mg.  of  combined,  highly  reactive,  short  poly- 
mer, aluminum  and  magnesium  hydroxides  stabi- 
lized with  hexitol. 

Neutralizes  300  times  its  active- ingredient  weight 
in  gastric  acid  for  fast,  long-lasting  relief 

Gastric  or  duodenal  ulcer,  acute  or  chronic  gas- 
tritis, gastric  hyperacidity. ..wherever  there  is  “acid 
overflow”  new  WinGel  can  provide  faster,  longer, 
more  complete  neutralization. 


In  recent  laboratory  comparisons*  with  eight  other 
leading  antacids,  new  WinGel  tablets  not  only 
neutralized  more  hydrochloric  acid  per  active- 
ingredient  weight,  but  neutralized  it  faster  and 
longer  than  all  other  antacids  tested. 

Pleasant  pink  in  color,  WinGel  is  delicately  mint 
flavored  with  a smooth-as-cream  texture -qualities 
sure  to  please  the  patient  on  long-term  therapy. 
New  WinGel  is  also  specially  formulated  to  avoid 
constipation  or  diarrhea. 


New  WinGel  neutralizes  300  times  its  active-ingredient  weight  in  0.1  N hydrochloric  acid  — 
neutralizes  more  acid  faster  than  other  leading  antacids 


Rate  of  0.1  N hydrochloric  acid 
neutralization  at  pH  3.5  and 
37°  with  WinGel  and  eight 
other  leading  antacid  tabiets— 
in  vitro.  Samples  equaled  the 
weight  of  tablet  material  con- 
taining 1.0  Gm.  active  ingre- 
dients.* 


*Hinkel,  E.  T..  Jr.  (New  York): 
Data  in  the  files  of  the  Depart- 
ment of  Medical  Research, 
Winthrop  Laboratories. 


Dosage:  Peptic  ulcer  or  gastritis  — from  2 to  4 teaspoons 
of  WinGel  liquid  or  2 to  4 tablets  chewed  or  allowed  to  dis- 
solve in  the  mouth  every  two  to  four  hours.  Gastric  hyper- 
acidity—2 tablets  or  teaspoons  about  'h  to  one  hour  after 
meals  as  needed:  children  from  7 to  14  years  of  age,  1 or 
2 tablets  or  1 or  2 teaspoons  of  liquid  as  needed. 


How  Supplied:  Liquid  in  bottles  of  8 fl.  oz.  and  1 pint. 
Tablets  in  cellophane  strips,  boxes  of  50  and  100.  (One  tea- 
spoon of  WinGel  liquid  is  equivalent  to  one  WinGel  tablet 
in  acid-combining  capacity.)winGel,  trademark  reg.  U.S.  Pat.  Off. 

Winthrop  Laboratories,  New  York,  N.Y.  10016 
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MESSAGE 
FROM  THE 
PRESIDENT 


Ups  and  Downs 


Magazines  and  journals  are  filled  with  articles  that  tell  stories  of  medi- 
cine, medical  care,  the  patient  and  the  physician.  A graph  of  the  physi- 
cian’s emotions  would  show  plateaus  more  varied  than  recent  market 
movements.  The  high  peak  was  reached  with  the  KMA  .July  editorial  of  Doctor 
Sam  Overstreet.  An  article  in  a recent  issue  of  the  New  Yorker  caused  the 
opposite  effect. 

The  latter  article  pointed  out  that  physicians  formerly  spent  all  of  their  pro- 
fessional hours  in  advancing  medical  education  and  improving  medical  care  to 
the  patient.  But  now,  so  the  writer  continues,  much  money  and  time  is  being 
spent  in  the  area  of  lobbying  and  legislation  by  the  physicians  and  the  AMA. 

Why  has  it  been  necessary  for  the  physician  to  work  in  the  field  of  legisla- 
tion? The  answer  should  be  simple.  It  is  because  legislators  and  such  agencies 
as  Health,  Education,  and  Welfare  have  become  interested  in  patient  care,  re- 
gional health  centers  and  many  other  facets  in  the  health  field  that  were  and 
are  the  responsibility  of  the  physician.  Should  we  not  work  with  the  executive 
branch,  the  legislative  branch  and  their  agencies  to  offer  suggestions  and  set 
up  guidelines  that  continued  improvement  in  the  health  of  every  citizen  may  be 
maintained? 

If  we  fail  to  meet  our  challenge,  we  will  find  decisions  that  have  come 
about  through  political  expediency.  Furthermore,  we  will  see  people  in  high 
places  because  they  are  acceptable  to  a welfare  organization,  but  who  need 
orientation  by  those  qualified  to  advise. 

Cicero  said  in  Pro  Ligario,  “In  nothing  do  men  more  nearly  approach  the 
gods  than  in  giving  health  to  men.” 
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"In  40  of  44  cases  of  irritable  or  spastic 
colon,  Cantil  [mepenzolate  bromide]  or 
Cantil  with  Phenobarbital  reduced  or 
abolished  abdominal  pain,  diarrhea  and 
distention  and  promoted  restoration  of 
normal  bowel  function  . . . Cantil 
[mepenzolate  bromide]  proved  to  be 
singularly  free  of  anticholinergic 
side-effects  . . . Urinary  retention, 
noted  in  two  cases  was  eliminated  in 
one  by  reducing  dosage."' 


CANTIL® 

(mepenzolate  bromide) 

helps  restore  normal  motility  and  tone 


IN  BRIEF: 

One  or  two  tablets  three  times  a day  and 
one  or  two  at  bedtime  usually  provide 
prompt  relief.  Cantil  with  Phenobarbital 
may  be  prescribed  if  sedation  is  required. 

Dryness  of  the  mouth  or  blurring  of  vision 
may  occur  but  it  is  usually  mild  and 
transitory,  Urinary  retention  is  rare. 
Caution  should  be  observed  in  prostatic 
hypertrophy— withhold  in  glaucoma.  Cantil 
with  Phenobarbital  is  contraindicated  in 
patients  sensitive  to  phenobarbital. 

Supplied:  CANTIL  (mepenzolate  bromide) 
—25  mg.  per  scored  tablet.  Bottles  of  100 
and  250.  CANTIL  with  PHENOBARBITAL 
—containing  in  each  scored  tablet  16  mg. 
phenobarbital  (warning:  may  be  habit 
forming)  and  25  mg.  mepenzolate  bromide. 
Bottles  of  100  and  250. 

1.  Riese.  J.A.:  Amer,  J.  Gastroent.  28:541  (Nov.)  1957 
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DACTILASE® 


Each  tablet  contains: 

Dactil®  (piperidolate  hydrochloride),  50  mg.; 
Standardized  cellulolytic*  enzyme,  2 mg.; 
Standardized  amylolytic  enzyme,  15  mg.; 
Standardized  proteolytic  enzyme,  10  mg.; 
Pancreatin  3X**  (source  of  lipolytic  activity), 

100  mg.;  Taurocholic  acid,  15  mg. 

•Need  In  human  nutrition  not  established. 

••As  acid  resistant  granules  equivalent  in  activity  to  300  mg.  Pancreatin  N.F. 


WHEN 
STOMACHS 
ARE  ALL 
BUTTERFLIES 


In  chronic  or  acute  indigestion,  fluttery, 
gassy  stomachs  obtain  prompt,  gratifying 
relief  through  the  antispasmodic,  surface 
anesthetic  and  enzymatic  activity  of 
Dactiiase.  Dactilase  decreases  hypermotility 
and  pain  and  reduces  the  production  of 
gas.  Dactilase  does  not  induce  stasis,  but 
helps  restore  normal  tone.  It  has  little  or  no 
effect  on  enzyme  secretions,  but  adds 
enzymes,  thus  contributing  to  the  digestive 
efficiency  of  the  patient. 

Side  Effects  and  Contraindications: 

Dactilase  is  almost  entirely  free  of  side 
effects.  However,  itshouid  be  withheld 
in  glaucoma  and  in  jaundice  due  to 
complete  biliary  obstruction. 

Administration  and  Dosage:  One  tablet 
with,  or  immediately  following,  each  meal. 
Tablets  should  be  swallowed  whole. 

Supplied:  Bottles  of  60  and  250. 

LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 
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For  cold  hands  and  feet,  nothing 
beats  hot  stoves— but  they  are 
awkward  to  carry  around.  Now 
Gerilid,  in  good-tasting  take-along 
chewable  tablets  can  provide 
rapid  vasodilation  of  peripheral 
circulation,  bringing  real  warmth 
to  the  extremities  and  decreasing 
sensitivity  to  sudden  temperature 
change.  Patients  like  Gerilid  and 
know  they  are  getting  relief. 


i 


GERILID 


Each  chewable  tablet  contains: 
nicotinic  acid  (niacin)  75  mg.  and 
aminoacetic  acid  (glycine)  750  mg. 

Administration  and  Dosage:  One  or  two 
chewable  tablets  3 times  a day  before 
meals.  If  flushing  is  objectionable,  dosage 
may  be  lowered.  However,  tolerance  to 
flushing  usually  develops  without  loss  of 
efficacy  in  regard  to  vasodilation.  The 
recommended  dosage  should  not 
be  exceeded. 

Side  effects:  Occasional  lightheadedness 
or  transient  itching  which  may  disappear 
with  continued  use.  There  are  no  known 
contraindications:  however,  caution  is 
advised  when  there  is  a concomitant 
administration  of  a coronary  vasodilator. 

Supplied ; Packages  of  50  chewable  tablets. 

Also  available  in  liquid  form  as 
Geriliquid®,  in  bottles  of  8 and  16  ounces. 
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In  fact,  there's  as  much  iron... 250  mg. 

...in  a 5 cc.  ampul  of  Imferon  (iron  dextran 
injection)  as  in  a pint  of  whole  blood. 

When  iron  deficient  patients  are  intolerant 
of  oral  iron. ..or  orally  administered  iron 
proves  ineffective  or  impractical... or  if 
the  patient  cannot  be  relied  upon  to  take  oral 
iron  as  prescribed,  Imferon  (Iron  dextran 
injection)  dependably  Increases  hemoglobin 
and  rapidly  replenishes  iron  reserves. 


IMFERON® 

(iron  dextran  injection) 

IN  BRIEF:  ACTION  AND  USES:  A single  dose  of  Imferon 
(iron  dextran  injection)  will  measurably  begin  to  raise  hemo- 
globin and  a complete  course  of  therapy  will  effectively  rebuild 
iron  reserves.  The  drug  is  indicated  only  for  specifically- 
diagnosed  cases  of  iron  deficiency  anemia  and  then  only  when 
oral  administration  of  iron  is  ineffective  or  impractical.  Such 
iron  deficiency  may  include:  patients  in  the  last  trimester  of 
pregnancy;  patients  with  gastrointestinal  disease  or  those  re- 
covering from  gastrointestinal  surgery;  patients  with  chronic 
bleeding  with  continual  and  extensive  iron  losses  not  rapidly 
replenishable  with  oral  iron;  patients  intolerant  of  blood  trans- 
fusion as  a source  of  iron;  infants  with  hypochromic  anemia; 
patients  who  cannot  be  relied  upon  to  take  oral  iron. 
COMPOSITION;  imferon  (iron  dextran  injection)  is  a well- 
tolerated  solution  of  iron  dextran  complex  providing  an  equiva- 
lent of  50  mg.  in  each  cc.  The  solution  contains  0.9%  sodium 
chloride  and  has  a pH  of  5.2-6.0.  The  10  cc.  vial  contains  0.5% 
phenol  as  a preservative. 

ADMINISTRATION  AND  DOSAGE:  Dosage,  based  upon 
body  weight  and  Gm.  Hb/100  cc.  of  blood,  ranges  from  0.5  cc. 
in  infants  to  5.0  cc.  in  adults,  daily,  every  other  day,  or  weekly. 
Initial  test  doses  are  advisable.  The  total  iron  requirement  for 
the  individual  patient  is  readily  obtainable  from  the  dosage 
chart  in  the  package  insert.  Deep  intramuscular  injection  in 
the  upper  outer  quadrant  of  the  buttock,  using  a Z-track 
technique,  (with  displacement  of  the  skin  laterally  prior  to 
injection),  insures  absorption  and  will  help  avoid  staining  of 
the  skin.  A 2-inch  needle  is  recommended  for  the  adult  of 
average  size. 

SIDE  EFFECTS;  Local  and  systemic  side  effects  are  few. 
Staining  of  the  skin  may  occur.  Excessive  dosage,  beyond  the 
calculated  need,  may  cause  hemosiderosis.  Although  allergic 
or  anaphylatoid  reactions  are  not  common,  occasional  severe 
reactions  have  been  observed,  including  three  fatal  reactions 
which  may  have  been  due  to  Imferon  (iron  dextran  injection). 
Urticaria,  arthralgia,  lymphadenopathy,  nausea,  headache  and 
fever  have  occasionally  been  reported. 

PRECAUTIONS:  If  sensitivity  to  test  doses  is  manifested,  the 
drug  should  not  be  given.  Imferon  (iron  dextran  injection)  must 
be  administered  by  deep  intramuscular  injection  only.  Inject 
only  in  the  upper  outer  quadrant  of  the  buttock,  not  in  the  arm 
or  other  exposed  area. 

CONTRAINDICATIONS;  Imferon  (iron  dextran  injection)  is 
contraindicated  in  patients  sensitive  to  iron  dextran  complex. 
Since  its  use  is  intended  for  the  treatment  of  iron  deficiency 
anemia  only  it  is  contraindicated  in  other  anemias. 
CARCINOGENICITY  POTENTIAL:  Using  relatively  massive 
doses.  Imferon  (iron  dextran  injection)  has  been  shown  to 
produce  sarcoma  in  rats,  mice  and  rabbits  and  possibly  in 
hamsters,  but  not  in  guinea  pigs.  The  risk  of  carcinogenesis, 
if  any  in  man,  following  recommended  therapy  with  Imferon 
(iron  dextran  injection)  appears  to  be  extremely  small. 
SUPPLIED:  2 cc.  ampuls,  boxes  of  10;  5 cc.  ampuls,  boxes 
of  4;  10  cc.  multiple  dose  vials, 
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METAHYDRIN  (trichlormethiazide) 
is  prescribed  by  physicians  because  it 
not  only  approximates  the  diuretic 
efficacy  of  parenteral  meralluride 
injection  . . . but,  it  is  the  least  expensive 
of  all  "brand-name”  thiazides.  Therefore, 
when  you  prescribe  METAHYDRIN 
(trichlormethiazide)  your  patients  receive 
the  thiazide  diuretic  that  removes  a little 
more  salt  and  water  than  earlier 
thiazides,  with  relatively  less  loss  of 
potassium  . . . and,  it's  therapy  they  can 
more  easily  afford  . . . only  pennies  a day. 


SAVES 

LIVES 

SAVES 

MONEY 

WASTES 

WATER 


METAHYDRIN’ 

(trichlormethiazide) 

oral  diuretic 

Dosage:  One  2 or  4 mg.  tablet 
once  or  twice  daily. 

Precautions:  As  with  all  effective 
diuretics,  vigorous  therapy  may  produce 
electrolyte  depletion.  Patients  with 
severely  reduced  renal  function  should 
be  observed  carefully  since  thiazides 
may  be  contraindicated.  Care  should 
be  taken  with  patients  predisposed  to 
diabetes  or  gout.  Patients  with  a 
tendency  to  potassium  deficiency,  as  in 
hepatic  cirrhosis  or  diarrheal  syndromes, 
or  those  under  therapy  with  digitalis, 

ACTH,  or  certain  adrenal  steroids,  also  , 
should  be  watched  carefully. 

Side  Effects:  Nausea,  flushing, 
constipation,  skin  rash,  muscle  cramps 
and  gastric  discomfort  have  occasionally 
been  noted;  rarely  thrombocytopenia 
and  bone  marrow  depression, 
photosensitivity,  cholestatic  jaundice, 
pancreatitis,  perimacular  edema,  gout 
and  diabetes  have  been  caused  by 
the  administration  of  thiazides. 
Contraindications:  Complete  renal 
shutdown;  rising  azotemia  or 
development  of  hyperkalemia  or 
acidosis  in  severe  renal  disease; 
demonstrated  hypersensitivity. 

How  Supplied:  Bottles  of  100  and 
1000  tablets. 

LAKESIDE  LABORATORIES.  INC..  Milwaukee,  Wisconsin  53201 
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BRING  IT  DOWN 
AND 

KEEP  IT  DOWN 


Metatensin  lowers  blood  pressure  and 
keeps  it  low— effectively  and 
economically.  It  combines  reserpine 
with  trichlormethiazide  which  affords 
more  potent  saluresis  with  less  loss  of 
potassium  than  from  earlier  thiazides. 
Reserpine  contributes  antihypertensive 
effect  by  relieving  anxiety  and  tension. 
Metatensin  is  well-tolerated  over  long 
periods:  with  its  effectiveness  and 
economy  it  assures  antihypertensive 
therapy  you  and  your  patients 
can  stay  with. 

METATENSir 

Each  scored  tablet  contains: 

METAHYDRIN®  (trichlormethiazide) 

2 mg.  or  4 mg.  and 
Reserpine  0.1  mg. 

Usual  adult  dose:  One  tablet  twice 
daily.  Precautions  and  side  effects: 

Patients  with  hepatic  cirrhosis  or 
diarrheal  syndromes,  or  under  therapy 
with  digitalis,  ACTH,  or  potassium-losing 
steroids,  should  be  observed  for  signs 
of  hypokalemia.  With  thiazides, 
electrolyte  depletion,  diabetes,  gout, 
granulopenia,  nausea,  pancreatitis, 
cholestatic  jaundice,  flushing,  mild 
muscle  cramps,  constipation, 
photosensitivity,  acute  myopia, 
perimacular  edema,  paresthesias, 
neonatal  bone  marrow  depression  in 
infants  of  mothers  who  received 
thiazides  during  pregnancy,  skin  rash 
or  purpura  with  or  without 
thrombocytopenia,  may  occur.  With 
reserpine,  untoward  effects  may  include 
depression,  peptic  ulcer  and  bronchial 
asthma.  Withdraw  medication  at  least 
7 days  prior  to  electroshock  therapy, 

2 weeks  prior  to  elective  surgery. 

Contraindications:  Complete  renal 
shutdown,  rising  azotemia  or  development 
of  hyperkalemia  or  acidosis  in  severe 
renal  disease. 

Supplied:  Metatensin  tablets,  2 mg., 

4 mg.— bottles  of  100  and  1000. 

LAKESIDE  LABORATORIES.  INC.,  Milwaukee.  Wisconsin  53201 
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When  depressed  patients  say: 

"1  can’t  sleep  at  night" 

“I’m  tired  all  day  long” 

NORPRAMIN 

(desipramine  hydrodiloriile) 


non-sedating*  rapid-acting 
ANTI  DEPRESSANT 


helps  restore  normal  patterns  of  sleep  and  activity 


Norpramin  (desipramine  hydrochloride) 
often  reverses  the  signs  and  symptoms 
of  depression  including  sleep  disturb- 
ances feeling  of  sadness,  guilt,  anxiety, 
worthlessness  and  bodily  complaints 
without  physical  basis.  In  2-5  days  most 
patients  become  more  hopeful,  active  and 
less  weighed  down  by  their  problems. 


Norpramin  (desipramine  hydrochloride) 
has  only  slight  sedative  qualities,  never- 
theless sleep  disturbances  and  restless- 
ness are  relieved  as  depression  is  lifted. 
If  anxiety  or  tension  develop  or  persist  a 
tranquilizer  may  be  added  or  dosage 
reduced.  Side  effects  are  usually  mild, 
occurring  in  about  1 of  4 patients. 


Indications:  In  moderate  to  severe  depression— neurotic  or  psychotic.  Dosage:  Optimal  results  are 
obtained  at  a dosage  of  two  25  mg.  tablets  t.i.d.  (150  mg. /day).  Contraindications  and  Precautions:  Glau- 
coma, urethral  or  ureteral  spasm,  recent  myocardial  infarction,  severe  coronary  heart  disease  and  epilepsy. 
Should  not  be  given  within  two  weeks  of  an  MAO  inhibitor.  Safety  in  human  pregnancy  has  not  been 
established.  Adverse  Effects:  Usually  mild,  may  include:  dry  mouth,  constipation,  dizziness,  palpitation, 
delayed  urination,  "bad  taste",  sensory  illusion,  tinnitus,  agitation  and  stimulation,  sweating,  drowsiness, 
headache,  orthostatic  hypotension,  flushing,  nausea,  cramps,  weakness,  blurred  vision  and  mydriasis, 
rash,  allergy,  transient  eosinophilia,  granulopenia,  altered  liver  function,  ataxia  and  extrapyramidal  signs. 
Supplied:  Norpramin  (desipramine  hydrochloride)  tablets  of  25  mg.,  in  bottles  of  50,  500  and  1000. 

PRODUCTS  FOR  PATIENTS  YOU  SEE  EVERY  DAY  LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wiscon$in  53201. 
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In  colicky  infants  Pediatric  Piptal  with 
Phenobarbital  slows  down  spasm,  diminishes 
pain  and  crying  and  improves  feeding  pat- 
terns. It  permits  sleep  and  rest  for  patient  and 
family.  The  less  than  hypnotic  amount  of 
phenobarbital  in  the  recommended  dose 
affords  a mild,  calming  action  and  enhances 
the  antispasmodic  action  of  Piptal  (pipenzo- 
late  bromide).  The  latter  drug,  as  reported  in 
the  medical  literature,  has  a favorable  ratio  of 
effectiveness  to  side-effects  which  is  unusual 
in  anticholinergics  and  thus  is  particularly 
appropriate  to  pediatric  use. 


QUIETS  PHONES  | 
QUIETS  BARENTS  | 
QUIETS  COLIC 


PEDIATRIC  PIPTAL® 

WITH 

PHENOBARBITAL 

each  cc.  contains  6 mg.  phenobarbital  (warning:  may 
be  habit  forming);  4 mg.  Piptal®  (pipenzolate  bromide), 
and  20%  alcohol. 


Pleasant-tasting  Pediatric  Piptal  with 
Phenobarbital  is  miscible  in  milk,  formulas 
and  fruit  juices,  and  may  also  be  given  by 
dropper  directly  on  the  infant’s  tongue.  Dos- 
age is  0.5  cc.  15  minutes  before  feeding;  in 
severe  cases,  1,0  cc.  four  times  daily.  High 
doses  may  occasionally  cause  constipation 
with  tenesmus  and,  rarely,  flushing  without 
fever.  It  is  contraindicated  in  bowel  obstruc- 
tion or  sensitivity  to  phenobarbital  or  anti- 
cholinergics. Available  in  30  cc.  dropper 
bottles,  droppers  calibrated  to  deliver  0.5  cc. 


LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 
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Continuing  Educational 


Pronn  The 


Opportunities 


KMA  Postgraduate  Medical  Education  Office 


IN  KENTUCKY 

AUGUST 

KAGP  Bluegrass  Seminar,  Imperial  House, 
Lexington 

SEPTEMBER 

“Cardie  Emergencies”,  University  of  Ken- 
tucky College  of  Medicine,  $30  registration 
fee. 

KAGP  Seminar,  Kentucky  Dam  Village 
KMA  ANNUAL  MEETING,  Convention 
Center,  Louisville 

OCTOBER 

KAGP  Maysville  Seminar,  Health  Depart- 
ment Office,  Maysville 
American  College  of  Obstetricians  and 
Gynecologists  (ACOC)  District  V.  Meet- 
ing for  physicians  and  nurses,  Stouffers 
Inn  and  Brown  Hotel,  Louisville 
PG  Course  in  Otolaryngology  and  Bron- 
2 choesophagology.  University  of  Louisville 
Medical  Center 

IN  SURROUNDING  STATES 

AUGUST 

West  Virginia  State  Medical  Association 
Annual  Meeting,  The  Greenbrier,  White 
Sulphur  Springs 

American  Congress  of  Physical  Medicine 
and  Rehabilitation  and  American  Acad- 
emy of  Physical  Medicine  and  Retiabilita- 
tion,  joint  meeting,  Sheraton  Palace  Hotel, 
San  Francisco 

American  Hospital  Association,  Palmer 
House,  Chicago 

SEPTEMBER 

Third  International  Congress  on  Human 
Genetics,  University  of  Chicago 
American  Association  of  Obstetricians  and 
Gynecologists,  Hot  Springs,  Va. 

Flying  Physicians’  Association,  The  Dunes 
Hotel  and  Country  Club,  Las  Vegas 
Tenth  Congress  of  the  Pan-Pacific  Surgi- 
cal Association,  Part  I,  Honolulu,  Hawaii 
Michigan  State  Medical  Society  Annual 
Meeting,  Pantlind  Hotel,  Grand  Rapids 
Tennessee  Valley  Medical  Assembly, 
Tivoli  Theater,  Chattanooga 
AMA  Association  26th.  Congress  on  Oc- 


cupational Health,  Oregon  Medical  Asso- 
ciation 92nd.  Annual  Session  in  conjunc- 
tion with  13th.  Annual  Pacific  Northwest 
Occupational  Health  Conference,  Memo- 
rial Coliseum,  Portland,  Ore. 

OCTOBER 


1-2 

American  Academy  of  Pediatrics,  Pocono 
Manor  Inn,  Pocono  Manor,  Pa, 

1-5 

American  Society  of  Anesthesiologests, 
Sheraton  Hotel,  Philadelphia 

7-14 

American  Academy  of  General  Practice, 
War  Memorial,  Boston 

7-8 

Congress  on  Medical  Quackery,  Pick-Con- 
gress Hotel,  Chicago 

10-14 

Annual  Clinical  Congress,  American  Col- 
lege of  Surgeons,  San  Francisco 

10-12 

Indiana  State  Medical  Association  Conven- 
tion, Sheraton  Hotel,  French  Lick,  Ind. 

1 1-14 

Pennslyvania  Medical  Society  Annual 
Meeting,  Pennsylvania  Sheraton  Hotel, 
Pittsburgh 

15-16 

American  Association  of  Opthalmology, 
Palmer  House,  Chicago 

16-21 

American  Academy  of  Opthalmology  and 
Otolaryngology,  Palmer  House,  Chicago 

17-20 

Interstate  Post  Graduate  Medical  Associa- 
tion, Sheraton  Park  Hotel,  Wasnington, 
D.C. 

22-27 

American  Academy  of  Pediatrics,  Palmer 
House,  Chicago 

31- 

American  Public  Health  Association,  Civic 

Nov.  4 

Auditorium,  San  Francisco 

NOVEMBER 

3-5 

Southeastern  Chapter  of  the  Society  of 
Nuclear  Medicine,  Durham,  N.C. 

6-9 

Medical  Society  of  Virginia  Annual  Meet- 
ing, Williamsburg  Lodge,  Williamsburg 

9-11 

Tennessee  Academy  of  General  Practice, 
(18th.  Annual  Scientific  Assembly)  Gat- 
linburg  Auditorium,  Gatlinburg 

12-14 

17th.  Hahnemann  Symposium  on  Renal 
Failure  at  Mariott  Motor  Hotel,  Phila- 
delphia 

14-17 

Southern  Medical  Association,  Washing- 
ton Hilton  Hotel,  Washington,  D.C. 

26-27 

American  College  of  Chest  Physicians, 
Flamingo  Hotel,  Las  Vegas 

27-30 

American  Medical  Association  (Clinical 
Convention),  Las  Vegas 
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for  the  KENTUCKY 
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be  HOSPITALITY  HOST 
fEDICAL  ASSOCIATION 


The  Kentticky  Hotel  is  very  proud  to  have  been 
chosen  as  HEADQUARTERS  for  the  Kentucky 
Medical  Association — not  only  during  Convention 
time,  hut  EVERY  DAY  OF  THE  YEAR. 

Elaborate  and  extensive  redecorating  and  re- 
furnishing improvements  now  make  your  stay  with 
us  more  pleasant.  The  decorative  surroundings  and 
the  enhanced  facilities  combined  with  the  tradi- 
tionally fine  service  make  every  visit  an  unfor- 
gettable experience  in  the  exciting  atmosphere  of 
Downtown  Louisville. 

As  a group  or  as  individuals  you  are  personally 
invited  to  be  our  guest  whenever  you  are  in  Louis- 
ville. 
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Eczema  of  many  years... 
controlled  in  two  weeks 


with  ARISTOCORT  Topical 
Ointment  0.1%  for  two  weeks 


ARISTOCORT®  Triamcinolone  Acetonide  Top- 
icals  have  proved  exceptionally  effective  in  the 
control  of  various  forms  of  eczema:  allergic, 
atopic,  nummular,  psoriatic,  and  mycotic. 

In  most  cases  responsive  to  topical 
ARISTOCORT,  the  0.1%  concentration  is  suffi- 
ciently potent.  The  0.5%  concentration  provides 
enhanced  topical  activity  for  patients  requiring 
additional  potency  for  proper  relief. 

Administration  and  Dosage:  Apply  sparingly  to  the 
affected  area  3 or  4 times  daily.  Some  cases  of  psoriasis 
may  be  more  effectively  treated  if  the  0.1%  Cream  or 
Ointment  is  applied  under  an  occlusive  dressing. 

Contraindications:  Tuberculosis  of  the  skin,  herpes 
simplex,  chicken  pox  and  vaccinia. 

Precautions  and  Side  Effects:  Do  not  use  in  the  eyes 
or  in  the  ear  (if  drum  is  perforated).  A few  individuals 
react  unfavorably  under  certain  conditions.  If  side 

Aristocorf  Topical 

Triamcinolone  Acetonide 


effects  are  encountered,  the  drug  should  be  discon- 
tinued and  appropriate  measures  taken.  Use  on  infected 
areas  should  be  attended  with  caution  and  observation, 
bearing  in  mind  tbe  potential  spreading  of  infection 
and  the  advisability  of  discontinuing  therapy  and/or 
initiating  antibacterial  measures.  Generalized  derma- 
tological conditions  may  require  systemic  corticoster- 
oid therapy.  Steroid  therapy,  although  responsible  for 
remissions  of  dermatoses,  especially  of  allergic  origin 
cannot  be  expected  to  prevent  recurrence.  The  use  over 
extensive  body  areas,  with  or  without  occlusive  non- 
permeable  dressings,  may  result  in  systemic  absorption. 
Appropriate  precautions  should  be  taken.  When  occlu- 
sive nonpermeable  dressings  are  used,  miliaria,  follic- 
ulitis and  pyodermas  will  sometimes  develop.  Localized 
atrophy  and  striae  have  been  reported  with  the  use  of 
steroids  by  the  occlusive  technique.  When  occlusive 
nonpermeable  dressings  are  used,  the  physician  should 
be  aware  of  the  hazards  of  suffocation  and  flamma- 
bility. The  safety  of  use  on  pregnant  patients  has  not 
been  firmly  established.  Thus,  do  not  use  in  large  amounts 
or  for  long  periods  of  time  on  pregnant  patients. 

Available  in  5 Cm.  and  15  Cm.  tubes  and  Va  lb.  jars. 


Ointment  0.1%  and  Cream  0.1%,  0.5% 

Also  available  in  foam  form. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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IDENTI-CODE" 

(formula  identification  code,  Lilly) 

takes  the  guesswork 
out  of  product 
identification 


A special  letter- number  symbol  will  appear  on  each  Lilly  capsule 
or  tablet.  By  checking  this  code  against  the  Identi-Code™  Index^ 
you  will  be  able  to  identify  each  unit  quickly  and  accurately: 

In  cases  of  overdosage 

As  a safeguard  against  error  or  substitution 

When  medication  was  prescribed  by  another  physician 

When  the  prescription  label  is  lost 

During  telephone  conversations  with  patients 

Shipments  of  products  bearing  Identi-Code  symbols  are  now  leav- 
ing IndianapoHs.  Of  course,  it  will  be  some  time  before  these  drugs 
reach  patients.  Before  they  do,  you  will  have  received  a complete 
Identi-Code  Index. 


Representative  Lilly  Products  Bearing  Identi-Code 


Pulvule® 

Enseal® 
(enteric-release 
tablet,  Lilly) 

Capsule-Shaped 

Tablet 

Elliptical  Round  Tablet 

Tablet 

0 

ELI  LILLY  AND  COMPANY,  INDIANAPOLIS,  INDIANA  46206 


601133 


■i^:  ■>  v,-.';;;„  f. 


:-L 


new  code 
could  save 
your  patient’s 

life 


i 


(see  previous  page) 
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Mammography,  Biopsy,  and  "The  Lump"t 

George  B.  Sanders,  M.D. 

Louisville,  Ky. 


Mammography  has  proved  helpful  in 
certain  instances,  but  is  misleading  in  the 
evaluation  of  the  palpable  solitary  or 
dominant  lump,  which  is  still  the  basic 
problem  in  breast  cancer  today. 

IN  THE  situation  of  stalemate  which  char- 
acterizes the  present  status  of  breast  cancer 
treatment,  the  use  of  mammography  to  de- 
tect occult  breast  cancer  at  a stage  when  the 
rate  of  metastasis  is  low,  and  curability  pre- 
sumably high,  has  captured  the  imagination  of 
everyone  with  a special  interest  in  the  subject. 
Mammography  has  also  been  found  to  be  a 
valuable  aid  in: 

( 1 )  The  periodical  examination  of  the 
surviving  breast  in  mastectomized 
patients. 

(2)  The  examination  of  large,  fatty,  or 
multinodular  breasts. 

(3)  The  evaluation  of  the  homolateral 
and  contralateral  breast  in  the  pres- 
ence of  a solitary  or  dominant  lump, 
or  in  other  situations,  where  biopsy 
is  mandatory. 

All  these  “fringe  benefits”  are  eye-catching 


f Presented  at  the  Norton  Memorial  Infirmary  Eighth 
Annual  Post  Graduate  Medical  Seminar.  December 
16,  1965. 


Found  by  M.D.  on 

routine  examination 

Table  1 


and  intrinsically  worthwhile,  but  they  contrib- 
ute little  toward  improving  the  management 
of  the  basic  problem  in  breast  cancer,  namely, 
the  treatment  of  the  solitary  or  dominant  lump 
in  the  breast. 

At  the  present  time,  85  to  90%  of  breast 
cancers  are  found  by  the  patients  themselves 
solitary  or  dominant  lump  or  thickening.”  ’" 
(Table  I)  Continuing  education  of  women 
in  the  significance  of  breast  lumps,  and  edu- 
cation of  their  physicians  in  the  proper  man- 
agement of  such  lumps  by  prompt  biopsy,  has 
produced  statistically  evident  improvement  in 
early  diagnosis  and  treatment,  even  though  the 
absolute  mortality  from  breast  cancer  remains 
unchanged. 


643 


tr' 


Mammography,  Biopsy,  and 


This  improvement  can  be  summed  up  as 
follows:  Compared  with  forty  years  ago,  to- 
day’s breast  cancers  coming  to  treatment  are 
generally  smaller,  with  a lower  rate  of  axillary 
spread,  and  with  axillary  nodes,  if  involved, 
confined  largely  to  the  lowest  planes.^’  ^ 
(Tables  2 and  3)  There  is  reason  to  think 
that  such  cancers  should  be  much  more  amen- 
able to  cure  or  control  by  mastectomy. 

TABLE  3* 

Period  of  study  % With  Auxiliary  Metastasis 


1910  - 24 

66.6% 

1925  - 34 

66.4 

1935  - 44 

57 

1945  -49 

51.2 

1950  - 54 

47.6 

Berkson,  J.,  Harrington, 

S.  W.,  et  al.,  Mayo 

Concurrent  with  these  salutary  changes  has 
come  a change  other  than  size  in  the  typical 
breast  lesion  under  scrutiny  today.  Fewer  pre- 
sent clinical  stigmata  of  malignancy;  more  and 
more  are  in  the  category  of  the  “nondescript” 
or  “innocent”  lump.  (Table  2)  In  order  to 
maintain  the  current  high  level  of  efficiency 
in  diagnosis  and  treatment,  the  physician  now 
finds  himself  forced  to  submit  to  biopsy  many 
nondescript  lumps  which  defy  clinical  diag- 
nosis, but  which  may  be  cancer.  Embarrass- 
ment over  a negative  biopsy  is  only  partly 
balanced  by  relief,  and  patient  and  physician 
are  eager  for  some  method  which  will  refine 
clinical  diagnosis  and  reduce  the  number  of 
fruitless  biopsies. 

In  this  sphere,  alas,  mammography  has  thus 
far  failed  to  sharpen  our  diagnostic  accuracy 
appreciably.  Despite  the  optimistic  statements 
of  the  mammographers,  critical  evaluation  of 
mammography  reveals  no  improvement  in 
diagnostic  accuracy  in  the  case  of  the  palpable 
lump,  over  the  clinical  diagnostic  ability  of  a 
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skilled  physician  with  special  training  and  in- 
terest in  breast  diseases.^ The  accuracy  of 
good  mammography  is  somewhat  greater  than 
the  clinical  accuracy  of  the  average  physician; 
but  here  also,  the  accuracy  of  average  mam- 
mography done  by  a general  radiologist,  who 
is  not  trying  for  a record,  collecting  a series,  or 
writing  a paper  on  mammography,  is  consider- 
ably inferior  to  the  kind  of  superb  mammo- 
graphy which  is  compiling  the  statistics  and 
getting  the  publicity. 

It  is  important  to  remember  that  advances 
in  breast  cancer  management  thus  far,  have 
come  about  not  so  much  from  advances  in  diag- 
nostic technology,  and  certainly  not  from  tech- 
nical improvements  in  curative  treatment,  but 
from  the  increased  readiness  of  patient  and 
physician  to  submit  apparently  innocent  small 
breast  lumps  to  prompt  surgical  biopsy  and  ap- 
propriate therapy.  In  the  Minneapolis  Cencer 
Detection  Center,  using  physical  methods  of 
diagnosis  alone,  which  have  been  available  to 
the  medical  profession  for  a half  century  or 
more,  early  asymptomatic  breast  cancer  has 
been  diagnosed  with  an  efficiency  that  has 
made  possible  in  this  clinic  a dramatic  increase 
in  the  over-all  five-year  survival  rate  from 
the  former  national  average  of  42%  to  an 
amazing  88%.  In  the  group  of  breast  cancer 
patients  so  detected  and  treated,  axillary 
spread  was  found  in  only  24 %.'^-^^ 

Regardless  of  the  degree  of  accuracy  of 
either  clinical  examination  or  mammography, 
diagnosis  in  breast  cancer  rests,  as  always, 
on  histologic  study  of  tissue  obtained  by  biopsy, 
which  should  yield  100%  accuracy.  Method- 
ology which  encourages  prompt  biopsy  will 
aid  early  diagnosis  and  effective  treatment; 
that  which  discourages  or  delays  biopsy  will 
defeat  this  aim. 

Delay  in  Diagnosis 

The  educational  campaigns  of  the  American 
Cancer  Society  and  its  regional  divisions  have 
done  much  to  reduce  delay,  but  much  remains 
to  be  done.  Forty  years  ago,  the  average  inter- 
val between  clinical  diagnosis  and  treatment 
of  breast  cancer  was  in  excess  of  twelve 
months.  The  most  recent  figures  put  it  at  about 
eight  months. 

The  reasons  for  delay  have  been  carefully 
studied  and  can  be  grouped  under  the  follow- 
ing headings: 
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(1)  Psychological — (Patient) 

(2)  Financial — (Patient) 

(3)  Iatrogenic — (Physician) 

By  and  large,  psychological  factors  such  as 
fear  of  cancer,  of  hospitals,  and  of  doctors, 
and  fear  of  pain  and  operations;  narcissism, 
lack  of  “tactilism”  in  the  breasts,  and  other 
emotional  aberrations  comprise  the  largest 
group  contributing  to  delay.  However,  17% 
of  a large  group  of  women  recently  interviewed 
gave  as  the  principal  cause  of  delay,  tempo- 
rizing advice  given  them  by  their  physicians.® 
(Table  4) 


REASONS  FOR  DELAY 


1.  Failure  fo  examine  breast 

2.  Failure  to  feel  tumor 

3.  Disregarding  history  of  breast  pain 

4.  Mistaki ng  carcinoma  for  infection 

5.  Wrongly  diagnosing  Ca  as  benign 

tumor 

6.  Disregarding  definite  retraction  sign 
Failure  to  determine  cause  of 

nipple  discharge 

8.  Relying  on  undependable  method  of 
diagnosis  (aspiration  biopsy- 
mammography  } 

Table  4 

These  iatrogenic  causes  for  delay  have 
received  special  evaluation  in  several  large 
centers.^®  Generally,  they  are  as  follows: 

( 1 ) Failing  to  examine  a breast  contain- 
ing an  obvious  tumor  while  treating  the 
patient  for  an  unrelated  disease. 

(2)  Failing  to  feel  the  tumor  which  the 
patient  had  discovered  and  for  which  she 
came  to  consult  him. 

(3)  Disregarding  history  of  acute  and 
sharp  pain  in  the  breast. 

(4)  Mistaking  a carcinomatous  breast  tu- 
mor for  a breast  infection  and  failing  to 
advise  biopsy. 

(5)  Wrongly  diagnosing  a carcinomatous 
breast  tumor  as  a benign  lesion  and  failing 
to  advise  excision  or  biopsy. 
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(6)  Disregarding  a definite  retraction  sign 
and  failing  to  biopsy  area  beneath. 

(7)  Failing  to  determine  the  cause  of  a 
nipple  discharge,  by  surgical  exploration 
and  biopsy. 

(8)  Relying  upon  an  undependable 
method  of  diagnosis  such  as  aspiration 
biopsy  and  mammography,  and  failing  to 
employ  surgical  biopsy. 

One  can  conceive  of  at  least  two  mecha- 
nisms whereby  mammography  increases  delay 
in  bringing  the  cancerous  breast  lump  to 
biopsy. 

( 1 ) The  reluctant  patient  with  a nonde- 
script but  cancerous  lump  obtains  a 
negative  or  noncommittal  mammography 
report.  The  negative  report,  which  cannot 
be  concealed  from  the  patient,  provides 
additional  support  for  her  refusal  to  sub- 
mit to  biopsy. 

(2)  The  physician,  whose  patient  has  a 
nondescript  lump  about  which  he  is  hesi-  ^ 
tant  and  undecided  regarding  biopsy, 
orders  a mammogram,  hoping  to  tip  the 
scales  one  way  or  another.  The  mammo- 
gram does  not  suggest  cancer.  Biopsy  is 
postponed  and  the  cancerous  lump  is  “ob- 
served” further. 

One  or  both  of  these  mechanisms  operating 
in  conjunction  with  iatrogenic  faults  already 
cited,  can  reinforce  the  inherent  error  in  logic 
which  leads  to  greater  delay  in  diagnosis  and 
treatment.  It  has  been  reliably  estimated  that 
the  additional  delay  caused  by  such  maladroit 
or  temporizing  physician  advice  and  manage- 
ment averages  12.5  months.® 

Dangerous  Wishful  Thinking 

It  is  natural  to  place  subconsciously  great 
reliance  upon  a mechanical  technology  em- 
ploying a machine  costing  thousands  of  dol- 
lars, operated  by  highly  trained  technicians, 
and  supervised  and  interpreted  by  a radio- 
logical specialist  of  intellectual  probity  and  in- 
tegrity. It  is  also  easy  and  attractive  to  ex- 
trapolate subconsciously  the  impressive  ability 
of  mammography  to  detect  occult  nonpalpable 
cancer  with  an  assumed  ability  to  detect  cancer 
in  an  early  palpable  nondescript  lump  in  the 
breast.  Unfortunately,  facts  do  not  support 
this  fancied  or  hoped-for  ability,  and  an  error 
in  the  diagnosis  of  palpable  cancerous  lumps 
in  the  breast  of  15  to  20%,^^’^®  or  even  more 
under  some  circumstances,  is  the  rule. 
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This  type  of  wishful  thinking  is  recognized 
as  dangerous,  and  is  exhorted  against  by 
Gershon-Cohen,  Egan,  and  others,  who  have 
published  large  series  of  mammographic  stud- 

jgg  3,5.6,11,1:2 .13.16.17 

All  are  unanimous  that: 

1.  Mammography  is  not  a substitute  for 
biopsy. 

2.  Clinical  indications  for  biopsy  take  pre- 
cedence over  mammographic  findings. 

3.  Mammography  is  not  yet  accurate 
enough  to  determine  between  benign 
and  malignant  lumps  that  are  palpable. 

Nevertheless,  in  the  wake  of  these  clear 
warnings  we  have  the  following  quotations 
taken  from  recent  articles  on  mammography 
and  breast  cancer  diagnosis. 

“These  radiologists  have  been  quite  successful 
in  distinguishing  between  benign  and  malignant 
tumors  by  means  of  X-ray.” 

“Mammography  has  many  attributes  which 
go  far  toward  achieving  this  goat  (improve- 
ment of  mortality  statistics)  . . . when  a tumor 
is  discovered  ...  in  a breast  with  a palpable 
mass  clinically  thought  to  be  benign.” 

“Many  occult  carcinomas  1 cm.  or  1.5  cm. 
in  size  have  been  recorded.  Larger  lesions  are,  of 
course,  easier  to  diagnose  ...  (by  mammo- 
graphy).” 

“This  study  (mammography)  is  not  intended 
necessarily  to  reduce  the  number  of  breast 
biopsies  but  can  do  so  in  many  instances  when 
the  examining  physician’s  rather  firm  opinion 
of  benign  disease  is  supported  by  a firm  mam- 
mographic diagnosis  of  benignancy.” 

“In  fibrocystic  disease,  differentiation  may  be 
available  from  mammography,  and  a correct 
evaluation  of  a nodule  obtained.” 

“When  a decision  against  biopsy  is  made,  the 
surgeon  has  at  his  disposal  a pictorial  record 
to  which  he  has  access  for  future  reference  and 
comparison.” 

“If  instead  of  anticipating  this  sequence 
(biopsy)  she  could  get  assurance  that  there 
would  be  no  operation  until  after  X-ray  studies 
were  made,  the  respite  and  delay  occasioned  by 
the  X-ray  studies  would  give  her  time  to  collect 
herself  with  the  hope  that  a benign  process 
would  be  discovered  . . . and  this  occurs  in  three 
out  of  four  cases.” 

“Palpable  malignant  lesions  rarely  escape  de- 
tection on  the  X-ray  film.” 

“In  the  case  of  a finding  that  is  clinically 
indeterminate  as  to  malignancy  a mammogram 
may  tell  him  whether  it  is  benign  or  malignant. 

It  localizes  the  most  suspicious  of  several  pos- 
sible lesions  and  thus  defines  the  site  where 
biopsy  will  be  most  useful.” 

“Before  the  introduction  of  mammography,  if 
a physician  was  uncertain  that  a lump  was  not 
malignant,  he  could  recommend  biopsy.  Now 
he  has  an  alternative  in  mammography — a safe, 
simple,  painless,  and  moderately  inexpensive 
procedure.  If  women  knew  about  this,  they  would 
be  likely  to  agree  to  it,  even  if  they  had  hesitated 
to  agree  to  biopsy.” 


Each  of  these  quotations  constitutes  a sem- 
antic inducement  to  substitute  mammography 
for  biopsy;  an  alternative  with  an  average  ac- 
curacy of  80%  or  less,  in  exchange  for  the 
100%  accuracy  of  surgical  biopsy. 

Articles  on  mammography  deal  in  case 
series  of  many  hundreds,  or  even  thousands, 
where  a diagnostic  error  of  15  to  25%  does 
not  loom  large.  Avoidance  of  comparison  with 
surgical  biopsy,  and  contrived  comparison  with 
the  accuracy  of  physical  examination  of  the 
breast,  further  heightens  the  false  impression 
of  mammographic  dependability. 

The  physician  (or  surgeon)  in  community 
practice  deals  in  individual  cases  where  single 
errors  are  tragic.  With  this  in  mind,  16  con- 
secutive cases  of  histologically  proven  breast 
cancer  taken  from  the  author’s  private  prac- 
tice were  reviewed  as  to  the  mammographic 
accuracy  of  their  preoperative  work  up.  These 
were  routine  cases,  none  of  which  were  ob- 
vious, advanced  or  disseminated  carcinomas, 
most  were  diagnostic  problems,  all  were  palpa- 
ble, none  oecult.  The  figures  in  the  table 
speak  for  themselves. 


CASE  # 

MAMMOGRAM 

BIOPSY 

1 

+ 

+ 

2 

— 

+ 

3 

+ 

+ 

4 

+ 

+ 

5 

-f 

-f 

6 

— 

-f 

7 

— 

+ 

8 

+ 

-b 

9 

— 

-f 

10 

— 

+ 

n 

+ 

-b 

12 

— 

-b 

13 

— 

-b 

14 

— 

-b 

15 

-b 

-b 

16 

Totals 

-f 

-b 

16 

50  % Accuracy 

1 00  % 

Mammography  is  not  a definitive  diagnostic 
technic  of  great  accuracy  and  should  not  be 
so  used.  It  cannot  be  expected  safely  to  arbi- 
trate a situation  where  the  decision  to  biopsy 
is  not  clear-cut.  In  such  an  instance,  it  is  far 
safer,  and  in  the  light  of  the  natural  history 
of  breast  cancer,  more  logical,  to  do  or  urge  a 
biopsy  when  such  doubt  exists.  Like  tracheo- 
stomy, the  time  to  do  it  is  when  one  first 
thinks  about  it. 

It  is  worthwhile  to  repeat  at  this  time  the 
absolute  indications  for  surgical  biopsy  of  breast 
lesions,  which  should  not  be  altered  or  emas- 
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culated  regardless  of  mammographic  findings. 
These  are: 

( 1 ) To  prove,  by  biopsy,  the  nature  of 
every  solitary  or  dominant  lump  or  thick- 
ening in  a breast. 

(2)  To  biopsy  every  inflammatory  mastitis 
or  eczema  of  the  nipple  or  areola,  of  over 
two  weeks’  duration. 

(3)  To  biopsy  the  breast  beneath  every 
true  retraction  sign  or  dimple. 

(4)  To  prove,  by  biopsy,  the  nature  of 
every  case  of  nipple  discharge  of  recent 
origin. 

Mammography  may  be  employed  to  widen 
the  scope  of  study  of  these  problems,  but 
does  not  alter  the  indication  for  biopsy. 

“The  price  of  skill  in  the  diagnosis  of  breast 
carcinoma  is  a kind  of  eternal  vigilance  based 
upon  an  awareness  that  any  indication  of  disease 
in  the  breast  may  be  due  to  carcinoma.  The 
physician’s  sympathy  with  a patient’s  distress, 
the  seemingly  benign  physical  character  of  a 
breast  lesion,  a natural  desire  to  avoid  all  the 
hard  work  that  goes  into  dealing  with  a carci- 
noma— all  conspire  to  lull  the  physician  into  a 
state  of  mind  in  which  he  tends  to  think  of  the 
lesion  as  benign.  The  only  way  to  avoid  this  kind 
of  error  is  to  follow  the  strict  rule  of  always 
explaining  to  the  patient  that  the  clinical  evi- 
dence is  not  final,  and  that  the  definitive 
diagnosis  is  based  upon  the  microscopical  find- 
ings after  biopsy.  She  must  always  be  told  of  the 
possible  necessity  of  radical  mastectomy,  and 
must  give  her  approval.  All  of  these  prepara- 
tions, if  they  serve  no  other  purpose,  keep  the 
surgeon  alert  to  the  threat  of  carcinoma.’’io 

Summary 

(1)  Diagnosis  in  breast  cancer  is  made  by 
histologic  study  of  tissue  obtained  by  surgi- 
cal biopsy.  If  biopsy  is  omitted,  regardless 
of  all  other  diagnostic  aids  and  studies,  the 
diagnosis  is  in  doubt. 

(2)  One  such  diagnostic  study,  an  X-ray 
technic  of  great  promise  called  mammo- 
graphy, used  in  its  proper  place,  has  proved 
helpful  in  the  management  of  some  aspects 
of  the  breast  cancer  problem;  namely: 

a.  Detection  of  occult,  impalpable  car- 
cinoma. 

b.  Evaluation  of  homolateral  and  con- 
tralateral breasts  where  biopsy  of  one 
breast  is  indicated. 

c.  Periodic  evaluation  of  surviving  breast 
after  radical  mastectomy. 

d.  Evaluation  of  large,  fatty,  or  multi- 
nodular breasts. 

(3)  Mammography  as  yet  lacks  the  ac- 
curacy to  be  helpful  in  evaluating  palpable 
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solitary  or  dominant  lumps  in  the  breast. 
Because  of  this,  it  cannot  be  used  to  arbi- 
trate a difficult  decision  on  whether  or  not 
to  biopsy  a nondescript,  innocuous-appear- 
ing, lump  in  the  breast,  and  should  not  be 
so  used. 

(4)  Although  it  has  been  hoped  that  mam- 
mography will  shorten  the  delay  that  inter- 
venes between  the  discovery  of  a can- 
cerous lump  and  its  proper  management,  it 
may  often,  because  of  its  psyhcologic  effect 
on  both  doctor  and  patient,  increase  such 
delay,  in  the  event  of  a false  negative,  or 
noncommittal  report,  by  impeding  and  de- 
laying the  decision  to  biopsy. 

(5)  Despite  mammography,  the  fundamen- 
tal tenets  of  successful  cancer  management, 
which,  in  the  past,  have  made  biopsy  man- 
datory in  every  solitary  or  dominant  lump 
or  thickening  in  the  breast,  every  persistent 
mastitis  or  nipple  eczema,  and  every  recent 
nipple  discharge  should  remain  unaltered, 
and,  indeed,  should  be  re-emphasized  with 
greater  intensity. 
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Genetics  in  Medicine 

E.  David  Weinstein,  M.D.* 
Lexington,  Ky. 


The  past  several  years  have  seen  tre- 
mendous growth  in  genetics  in  medicine. 
Modern  medical  practice  will  be  making 
use  of  medical  genetics  when  dealing 
with  inherited  diseases.  The  University 
of  Kentucky  is  developing  programs  to 
meet  this  expanding  need. 

Almost  exactly  lOO  years  have  elapsed 
between  Gregor  Johann  Mendel’s  original 
dissertation  on  the  study  of  hereditary 
transmission^  and  the  awarding  of  the  Nobel 
Prize  to  Jacob,  Monod  and  Lwoff  in  October 
of  1965,  for  their  remarkable  work  on  regu- 
lator genes.-  The  first  35  years  of  the  century 
since  Mendel’s  paper  saw  no  progress  at  all,  for 
his  work  remained  unrecognized  until  1901 
when  the  theory  of  hereditary  transmission  put 
forward  by  Mendel  was  rediscovered  almost 
simultaneously  by  three  European  botanists. 

The  study  of  genetics  grew  steadily  after 
1901,  mostly  in  the  areas  of  plants  and  animal 
studies.  It  then  fell  into  ill  repute  in  the  1930’s 
when  eugenicists  used  it  for  purposes  of  racism 
culminating,  of  course,  with  the  Nazis  in  World 
War  II. 

In  the  past  10  to  15  years  there  has  been  a 
remarkable  expansion  of  knowledge  in  all  fields 
of  medical  genetics.-^  For  purposes  of  discus- 
sion, medical  genetics  can  be  divided  into  six 
fields:  Molecular  genetics,  Cytogenetics,  Phar- 
macogenetics, Inborn  errors  of  metabolism. 
Population  genetics,  and  Genetic  counselling 
and  preventive  medicine. 

Molecular  Genetics 

Some  examples  of  the  tremendous  strides 
that  have  been  made  in  molecular  genetics  are: 
the  demonstration  of  the  structure  of  deoxyri- 
bose  nucleic  acid  (DNA),  the  genetically  ac- 
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tive  component  of  the  chromosome;  the  begin- 
ning of  the  unraveling  of  the  genetic  code  by 
showing  that  small  discrete  segments  of  the 
DNA  molecule  (genes)  act  as  code  words  for 
specific  amino  acids;  the  finding  that  the  ge- 
netic “message”  on  the  DNA  molecule  is 
translated  through  an  intermediary,  ribose  nu- 
cleic acid  (RNA)  into  specific  chains  of 
amino  acids  (polypeptides  or  proteins)  hav- 
ing to  do  with  specific  structure  (collagen, 
muscle),  function  (hemoglobin,  hormones)  or 
metabolism  (enzymes);  and  the  lucid  evidence 
that  point  alternations  in  the  DNA  molecule 
(mutation),  lead  to  point  alterations  in  a pro- 
tein molecule  (amino  acid  substitution)  which 
may  lead  to  a completely  altered  functional 
state  such  as  a hemoglobinopathy. 

The  entire  pathologic  state  involved  in  sickle 
cell  disease  is  the  result  of  the  substitution  of 
one  specific  amino  acid  (in  one  of  the  four 
protein  chains  that  comprise  hemoglobin) 
which  in  turn  results  from  a single  point  mu- 
tation at  one  of  the  hemoglobin  loci  of  the  DNA 
molecule  involved.  However,  it  is  still  specu- 
lative why  such  an  amino  acid  substitution 
should  produce  the  drastic  change  in  solubility 
of  the  whole  hemoglobin  molecule  to  which 
has  been  ascribed  the  origin  of  the  sickle  cell 
anemia  itself. 

Cytogenetics 

In  1956  Tjio  and  Levan  demonstrated  that 
the  normal  human  diploid  chromosome  num- 
ber is  46.*  Lejeune,  Gautier  and  Turpin,^ 
three  French  investigators,  demonstrated  the 
first  human  chromosomal  abnormality  in  1959. 
They  discovered  an  extra  small  chromosome 
(total  47)  in  tissue  cultures  established  from 
several  mongoloid  imbeciles.  Also  in  1959, 
Ford  and  coworkers*’  described  the  second 
human  chromosomal  abnormality,  absence  of 
one  of  the  sex  chromosomes  (total  45)  in 
Turner’s  syndrome. 

Human  cytogenetics  is  not  only  of  great 
practical  value  in  helping  to  define  the  etiology 
of  malformation  syndromes  and  abnormalities 
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of  sexual  differentiation  but  it  also  has  value 
in  preventive  medicine.  Examples  of  the  latter 
would  be  the  detection  of  translocation  chro- 
mosomes in  young  mothers  with  a high  risk  of 
recurrent  mongolism^  as  well  as  detection  of 
parental  chromosome  mosaicism  that  could 
lead  to  repeated  offspring  with  chromosomal 
abnormalities.® 

Pharmacogenetics 

Pharmacogenetics  is  the  study  of  gene  con- 
trolled differences  in  drug  actions.  A recent 
well  worked  out  problem  in  pharmacogenetics 
is  the  one  in  which  hemolysis  is  induced  by  the 
8-amino  quinoline  anti-malarial  drugs  (prima- 
quine, pamaquine).®  This  sensitivity  to  anti- 
malarials  as  well  as  sulfonamides,  nitrofurans, 
aspirin,  and  naphthalene  mothballs  is  due  to  a 
sex-linked  red  blood  cell  deficiency  of  the 
enzyme  glucose-6-phosphate  dehydrogenase 
(G-6-PD).  This  trait  is  found  in  about  10%  of 
American  Negroes.  A similar,  genetically  de- 
termined G-6-PD  deficiency  is  responsible  for 
the  hemolytic  disease  “Favism”  seen  in  peo- 
ples of  the  Mediterranean  when  they  are  ex- 
posed to  the  fava  bean. 

Many  drugs  in  common  clinical  use  may 
precipitate  hemolysis.  The  danger  of  iatrogenic- 
ally  induced  acute  anemia  with  a familial  ba- 
sis has  to  be  weighed  by  physicians  in  their 
selection  of  therapeutic  agents. 

Inborn  Errors  of  Metabolism 

Phenylketonuria  (phenylpyruvic  oligophre- 
nia or  PKU),  one  of  the  inborn  errors  of 
metabolism,  is  a disease  known  by  all  phy- 
sicians especially  those  who  deal  with  pedia- 
trics. Other  such  diseases  include  histidinemia, 
maple  syrup  urine  disease  and  Hartnur  dis- 
ease.^® Medical  genetics  and  biochemistry 
have  elucidated  the  etiology  of  PKU  which  is 
known  to  account  for  about  one  ( 1 ) percent 
of  the  patients  in  institutions,  schools,  and 
homes  for  the  mentally  retarded. 

PKU  is  known  to  be  an  inborn  error  of 
amino  acid  metabolism  resulting  from  the 
homozygous  state  of  an  autosomal  recessive 
gene.  Deficiency  of  the  enzyme  phenylalanine 
hydroxylase  renders  it  impossible  for  these  pa- 
tients to  metabolize  properly  the  amino  acid 
phenylalanine  with  the  subsequent  build  up 
of  secondary  metabolic  products  (phenylacetic 
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and  phenylpyruvic  acid)  which  are  thought  to 
be  the  agents  that  lead  to  brain  damage  in 
these  children. A low  phenylalanine  diet  in- 
stituted soon  after  birth  in  these  children  is 
making  a significant  difference  in  the  outcome 
of  their  lives  as  well  as  decreasing  the  total 
burden  of  severe  mental  deficiency. 

Population  Genetics 

Population  genetics  deals  with  the  charac- 
terization of  populations  by  their  gene  con- 
tent (gene  frequencies),  as  well  as  studies  of 
fertility,  consanguinity  (cousin  marriages)  and 
linkage  between  various  genes.  With  the  addi- 
tion of  modern  serum  antibody  studies  as  well 
as  multiple  red  blood  cell  and  plasma  factors 
the  study  of  disease  pressures  and  subtle 
genetic  pressures  has  been  added  to  the  work 
of  the  population  geneticist. 

One  practical  point  of  information  learned 
from  population  genetics  is  the  enormity  of  the 
problem  of  the  genetic  carrier.  The  relative 
frequencies  of  homozygous  normals,  heterozy- 
gous carriers,  and  homozygous  affecteds  con- 
cerning an  autosomal  recessive  gene  such  as 
PKU,  Wilson’s  disease  or  cystic  fibrosis  are 
expressed  respectively  by  the  Hardy-Wein- 
berg  formula,  p“  + 2pq  -|-  q-.  Recent  esti- 
mates of  the  frequency  of  PKU  in  the  general 
population  is  about  1 in  10,000.®  Therefore, 
q®  = 1/10,000  or  0.0001  and  the  gene  fre- 
quency of  PKU  (q)  = 0.01.  The  frequency  of 
the  normal  allele  (p)  = 1 — q or  0.99.  The 
heterozygote  carrier  frequency  (2  pq)  =0.0 198 
or  198  carriers  per  1 affected  or  per  10,000 
population.  Therefore  about  1 person  in  50 
will  be  a heterozygous  carrier  for  the  gene 
for  PKU,  showing  the  importance  of  the  car- 
rier state  in  preventive  medicine.  As  yet  there 
is  no  thoroughly  effective  way  to  demonstrate 
the  carrier  state  other  than  by  two  parents 
giving  birth  to  an  affected  child  (progeny  test). 
It  is  felt  to  be  only  a matter  of  time  before 
effective  tests  are  available  for  the  positive 
identification  of  many  of  these  carrier  states. 

Genetic  Counselling  and  Preventive  Medicine 

Some  of  the  problems  of  genetic  counselling 
and  preventive  medicine  have  already  been 
touched  on  concerning  the  inheritance,  chemis- 
try and  population  aspects  of  PKU.  In  addi- 
tion to  diseases  with  a clear  cut  genetic  (PKU) 
or  chromosomal  (mongolism)  etiology  other 
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more  complex  problems  come  to  the  person 
interested  in  clinical  genetics.  These  include 
congenital  malformations  (cleft  Up  and  palate, 
spina  bifida  cystica),  familial  diseases  (epilep- 
sy, diabetes),  consanguinous  marriages  as  well 
as  problems  of  a social  nature  such  as  dis- 
puted racial  ancestry  or  disputed  paternity. 

Proper  genetic  counselling  with  the  aid  of 
certain  laboratory  procedures  has  become  a 
strong  tool  in  preventive  medicine  through  di- 
semination of  pertinent  risk  information. 

Medical  Genetics  at  the  University  of 
Kentucky  Medical  Center 

At  present  there  are  four  specific  services 
available  in  Medical  Genetics.  The  Birth  De- 
fect Clinic  has  been  established  for  the  pur- 
pose of  diagnosis,  treatment  and  follow-up  of 
all  types  of  birth  defects  with  special  empha- 
sis on  metabolic  problems.  The  cytogenetics 
laboratory  has  been  established  for  the  pur- 
pose of  chromosome  analysis  for  those  cases 
in  which  such  a test  may  be  of  help  in  delineat- 
ing the  diagnosis  or  aiding  in  the  prognosis 
for  recurrence  of  certain  diseases.  The  hemo- 
globin laboratory  can  be  used  to  help  define 
hematologic  problems  that  may  be  related  to 
hemoglobinopathies  or  thalassemia.  The  fourth 
service  avaUable  is  the  Heredity  CUnic  where 
genetic  counselling  may  be  obtained  on  any 
genetic,  familial  or  congenital  malformation 
problem. 

A few  selected  family  studies  that  have  been 
conducted  since  July  of  1965  may  serve  to 
illustrate  the  clinical,  laboratory,  and  public 
health  aspects  of  Medical  Genetics  at  the  Uni- 
versity of  Kentucky  Medical  Center.  Chromo- 
some analysis  performed  on  the  Ma.  family 
was  of  significant  value  not  only  to  the  family 
but  to  the  community  as  well.  A mongoloid 
child  had  been  born  to  Mr.  and  Mrs.  Ma. 
when  they  were  18  and  17  years  old,  re- 
spectively. The  chromosomal  studies  showed 


the  mongoloid  child  to  have  the  regular  tri- 
somy, 21,  and  the  parents  as  well  as  a normal 
younger  sibling  to  have  normal  chromosomes. 
This  gives  the  family  a risk  of  about  one 
chance  in  500  of  recurrence  of  mongolism  as 
compared  to  about  one  chance  in  three  if 
either  parent  had  been  carrying  an  abnormal 
translocation  chromosome. 

The  Me.  family  was  studied  because  a sickle 
cell  preparation  was  positive  in  the  father. 
Hemoglobin  electrophoresis  showed  the  father 
to  be  heterozygous  for  the  sickle  gene  (car- 
rier of  the  trait),  while  the  mother  and  five 
children  had  normal  hemoglobin.  These  re- 
sults indicated  there  can  be  no  cases  of  the 
severe  sickle  cell  anemia  in  this  fanily  nor  in 
the  next  generation  born  to  the  five  children. 

Mrs.  Sm.  was  referred  to  the  Heredity 
Clinic  because  three  of  her  six  children  had 
died  of  cystinosis  before  the  age  of  eight 
years.  Mrs.  Sm.  was  concerned  about  the  di- 
sease recurring  in  the  future  offspring  of  her 
three  normal  teenage  daughters.  Because  cys- 
tinosis is  inherited  as  an  autosomal  recessive 
it  was  explained  to  the  mother  that  there  was 
only  a small  risk,  (1  in  600)  that  any  of  the 
three  daughters  could  have  a child  with  cys- 
tinosis. This  was  far  below  what  the  family 
had  surmised  the  risks  to  be. 
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Progress  in  Otolaryngology 

Robert  C.  Kratz,  M.D.* 

Newport,  Ky. 


This  has  been  a fruitful  decade  for  prog- 
ress in  the  Ear,  Nose  and  Throat 
specialty.  Advances  have  been  made  in 
the  treatment  of  sinusitis,  deafness,  BeWs 
palsy,  parotid  gland  tumors,  Menierie's 
disease,  and  plastic  procedures. 

Chronic  sinusitis  is  considered  by  most 
otolaryngologists  to  be  related  to  allergy 
complicated  by  infection.  At  times  en- 
docrine and  anatomical  factors  are  also  in- 
volved. Most  otolaryngologists  use  the  mini- 
mum optical  dosage  therapy  developed  by 
Hanseb  and  RinkeF  in  the  treatment  of  sin- 
usitis. Specifically  allergenic  foods  and  inhal- 
ants, of  which  house  dust  is  the  most  important, 
are  controlled.  Nutrition  is  improved.  Antibi- 
otics, antihistamines  and  sinus  irrigations  are 
often  used.  Surgery  is  rarely  necessary. 

Nose  drops  have  fallen  into  disfavor  among 
many  ENT  specialists.  This  trend  began  with 
the  work  of  Proetz'^  on  nasal  physiology.  He 
states  that  vasoconstrictors  are  harmful  and 
that  most  topical  medications  disturb  the  mu- 
cous covering  which  protects  the  delicate  pseu- 
dostratified  ciliated  epithelium  of  the  nasal 
membrances.  Recently  Premarin  20  mg.  in 
distilled  water  has  been  advocated  in  the  treat- 
ment of  ozena  and  atrophic  rhinitis  by  Ze- 
man,^  and  it  has  been  found  effective  in  my 
own  practice. 

Bell’s  palsy  which  it  seems  is  due  to  a dis- 
turbance of  the  blood  supply  of  the  facial 
nerve  has  recently  become  a more  predictable 
disease.  The  nerve  excitability  test  described 
by  Campbell®  enables  the  physician  to  decide 
if  decompression  of  the  nerve  in  the  facial 
canal  is  indicated.  An  electrical  pulse  of  1 

*Assistant  Clinical  Professor  in  Otolaryngology  and 
Chief  of  the  Mouth  and  Neck  Cancer  Section,  De- 
partment of  Otolaryngology  at  the  University  of 
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millisecond  duration  is  repeated  once  per  sec- 
ond. The  nerve  which  responds  fully  at  the 
same  current  intensity  as  the  normal  (usually 
3 milliamps)  has  a physiologic  block  and  will 
recover.  The  nerve  which  responds  but  re- 
quires more  current  than  the  normal  has  partial 
degeneration.  The  nerve  which  fails  to  respond 
in  spite  of  high  current  intensity  has  complete 
degeneration  and  surgical  decompression  is  in- 
dicated. Medical  treatment  is  nicotinic  acid, 
100  mg.  every  three  hours.  Some  are  using 
cortisone  and  of  course  if  ear  infection  is  pres- 
ent, large  doses  of  penicillin  or  the  indicated 
antibiotic  should  be  used. 

Parotid  gland  lesions  were  once  treated  con- 
servatively and  often  ineffectively  because  the 
physician  feared  the  dread  facial  paralysis 
which  so  frequently  followed  surgery  of  this 
difficult  area.  Kratz®  and  many  others  expose 
the  facial  nerve  at  its  emergence  from  the 
skull  and  with  the  nerve  in  view,  remove  part 
or  all  of  the  gland  without  injury  to  the  nerve. 
Chronic  suppurations,  tuberculosis,  foreign 
bodies  and  tumors  are  now  handled  surgically 
in  an  effective  manner. 

Otology  has  perhaps  progressed  more  than 
any  other  surgical  specialty.  The  operating 
microscope  has  brought  this  discipline  from 
the  hammer  and  gouge  era  to  the  present  era 
of  the  microdrill  and  the  micropick. 

Deafness  due  to  serous  otitis  media  is  con- 
trolled with  allergic  management,  antibiotics, 
and  small  Teflon  tubes  placed  permanently  or 
semi-permanently  through  the  eardrum.  These 
equalize  the  pressure  on  each  side  of  the  drum. 

The  perforated  eardrum  is  routinely  repaired 
with  grafts  of  fascia  and  vein  often  covered 
with  ear  canal  skin.  When  otitis  media  has 
destroyed  the  continuity  of  the  ossicular  chain 
causing  a conductive  deafness,  various  reposi- 
tioning operations  and  prosthetic  substitutions 
are  used.  Cholesteatomas  are  removed  and 
the  ossicular  chain  is  repaired  or  a prosthesis 
is  substituted. 
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Conductive  deafness  due  to  otosclerosis  of 
the  foot  plate  is  usually  controlled  with  a 
stapedectomy  and  substitution  of  a prosthesis. 

Nerve  deafness  may  some  day  be  largely 
prevented  through  the  control  of  Meniere’s 
disease,  control  of  noise  in  industry  and  a 
better  understanding  of  the  metabolism  and 
nutrition  of  the  cochlea. 

Meniere’s  disease  has  been  described  by 
Goldman’  * as  a hypometabolic  state  related 
to  hormonal  dysfunction.  It  is  a part  of  the 
stress  syndrome  and  is  a localized  manifesta- 
tion of  hypoadrenalcorticism.  A regime  of 
treatment  effective  in  my  office  has  been 
Bellergal  Space  Tabs,  morning  and  night,  Lip- 
oflavonoid,  2 capsules  three  times  daily,  whole 
adrenal  cortical  hormone,  thyroid,  estrogen  or 
testosterone  when  indicated.  A low  carbohy- 
drate diet  is  50%  of  the  treatment. 

Progress  in  reconstructive  and  plastic  sur- 
gery of  the  head  and  neck  has  been  phe- 
nomenal. We  are  able  to  correct  lop  ears  with 
one  day’s  hospitalization  and  to  put  calf  carti- 
lage which  comes  pre-prepared  into  defects 
of  the  nose  and  face.  Full  thickness  skin 
grafting  techniques  seldom  fail  when  used 


about  the  nose.  Modern  photographic  tech- 
niques such  as  1 to  1 life  size  photography 
of  cleft  lips  and  scars,  make  it  possible  to 
plan  the  procedure  systematically  before  enter- 
ing the  operating  room. 

Progress  in  the  management  of  head  and 
neck  cancer  has  been  encouraging.  Cobalt  is 
being  used  in  preference  to  X-ray,  preopera- 
tively  and  postoperatively  in  some  cases. 


Summary 

This  has  been  a fruitful  decade  for  progress 
in  the  Ear,  Nose,  and  Throat  specialty. 
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AMA  Delegates  Act  on  58  Reports  and  106  Resolutions 
At  Lengthy  Annual  Session  in  Chicago,  June  26-30 

Because  of  the  unusual  importance  to  KMA  Members,  the  full  report  of  the  action  of  the  1966  annual  meeting  of  the 
AMA  House  of  Delegates  in  Chicago,  prepared  by  the  Executive  Vice-President,  F.  J.  L.  Blassingame,  M.D.,  is  published 
here  for  your  information.  The  Editors 


Federal  health  legislation,  physicians’  billing 
procedures,  medical  ethics,  racial  discrimina- 
tion, health  manpower  and  an  increase  in  AMA 
annual  dues  were  among  the  major  subjects  acted  upon 
by  the  House  of  Delegates  at  the  American  Medical 
Association’s  115th  Annual  Convention  held  June  26- 
30  in  Chicago. 

Milford  O.  Rouse,  M.D.,  of  Dallas,  Texas,  Speaker 
of  the  House  of  Delegates  for  the  past  three  years, 
was  named  AMA  president-elect  by  acclamation.  He 
will  succeed  Charles  L.  Hudson,  M.D.,  of  Cleveland, 
Ohio,  who  took  office  at  the  Tuesday  afternoon  in- 
augural ceremony  during  the  Chicago  convention. 

Final  registration  reached  a total  of  35.506,  made 
up  of  12,445  physicians  and  23,061  guests. 

Federal  Health  Legislation 

The  House  of  Delegates  received  and  considered  a 
large  number  of  reports  and  resolutions  dealing  with 
Medicare,  the  expanded  Kerr-Mills  program  under 
Title  19  of  Public  Law  89-97,  and  other  federal  laws 
01  programs. 

In  accepting  and  commending  a Board  of  Trustees 
report  on  Medicare,  the  House  recommended  that 
“the  Association  give  wide  dissemination  to  the  in- 
formation contained  therein,  particularly  its  informed 
discussion  of  direct  billing,  the  basic  purposes  of 
utilization  review,  the  rejection  of  compensation  for 
service  on  such  committees  except  in  exceptional 
circumstances,  and  the  proper  placement  of  any  onus 
of  responsibility  for  any  failure  in  the  Medicare  pro- 
gram.” 

The  Board  report  ended  with  the  following  con- 
clusion: 

“During  the  past  year  many  individuals  have  repre- 
sented the  American  Medical  Association  and  the 
physicians  of  the  United  States  by  meeting  frequently 
with  officials  of  the  Department  of  Health,  Educa- 
tion and  Welfare.  This  degree  of  cooperation  on  our 
part  should  be  viewed  as  a recognition  by  responsible 
citizens  of  an  obligation  to  obey  the  law  of  the 
land,  including  this  law  with  which  we  disagree. 

“Our  specific  purposes  have  been  to  provide  expert 
assistance  to  the  government  so  that  this  law  could 


be  implemented  in  a manner  most  helpful  to  the 
beneficiaries  while  disturbing  the  practice  of  medi- 
cine to  the  minimum  degree.  Despite  our  best  ef- 
forts it  is  apparent  that  serious  problems  are  in- 
evitable in  connection  with  the  implementation  of 
this  law  and  we  trust  that  the  physicians  and  the 
public  will  place  the  blame  for  such  deficiencies 
squarely  where  they  belong — on  the  Federal  Govern- 
ment. 

“We  are  proud  of  the  role  we  have  assumed  and 
in  many  instances  our  efforts  have  been  productive. 
Proposed  forms  were  simplified;  some  unnecessary 
forms  eliminated,  and  a number  of  our  suggestions 
was  incorporated  in  regulations  and  procedures.  An 
informative  “Reference  Guide”  for  physicians,  recent- 
ly distributed,  was  prepared  with  consultation  of 
AMA  staff. 

“Numerous  other  items  will  continue  to  receive 
our  most  serious  study  and  consideration,  and  the 
Board  urges  and  requests  that  every  membei  exhibit 
his  personal  diligence  by  supplying  his  local  medical 
society  documented  evidence  of  transgressions  of  the 
spirit  or  the  letter  of  the  law  as  it  is  implemented. 

“The  Board  of  Trustees  intends  to  continue  to 
supply  advice,  guidance,  and  dissent  when  necessary 
to  the  Government  or  to  other  third  parties  on  mat- 
ters that  pertain  to  the  health  of  the  public  and  the 
interests  of  the  medical  profession.” 

The  House  strongly  supported  the  general  concept 
of  individual  responsibility  and  endorsed  a report 
from  the  Council  on  Medical  Service  which  )ncluded 
the  following  statement: 

“Since  the  Council  believes  that  the  current  interest 
in  the  doctrine  of  individual  responsibility  stems  in 
large  part  from  concern  over  the  matter  ot  assign- 
ments under  PL  89-97,  it  hastens  to  add  that,  as  a 
matter  of  American  Medical  Association  policy,  the 
Council  on  Medical  Service  recommends  reaffirma- 
tion of  the  responsibility  of  individual  physicians  for 
determining  how  they  will  govern  their  professional 
practices  under  this  law  and  that  physicians  should 
be  made  acutely  aware  of  the  manifest  superiorities  of 
direct  billing  as  previously  communicated  to  this 
House  in  the  Council’s  Report  E (A-66)  on  Recom- 
mendations on  the  Physician’s  Role  in  Medicare.’  ” 
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The  latter  report  (Report  E)  was  highly  com- 
mended, and  the  House  recommended  its  widest  pos- 
sible dissemination,  including  publication  in  its  en- 
tirety in  a prominent  place  in  the  earliest  possible 
issue  of  AM  A News. 

Physicians’  Billing  Procedures 

In  connection  with  the  Medicare  part  of  Public 
Law  89-97,  the  House  also  adopted  three  resolutions 
which  recommended  that  physicians  use  the  direct 
billing  method  rather  than  the  assignment  procedure. 
At  the  same  time,  the  House  pointed  out  that  adop- 
tion of  these  resolutions  should  not  be  interpreted  as 
contravening  the  statement  approved  at  the  Special 
Session  in  October,  1965,  which  said: 

“The  American  Medical  Association  opposes  any 
program  of  dictation,  interference  or  coercion,  wheth- 
er direct  or  indirect,  affecting  the  freedom  of  choice 
of  the  physician  to  determine  for  himself  the  extent 
and  manner  of  participation  or  financial  arrangement 
under  which  he  shall  provide  medical  care  to  patients 
under  Public  Law  89-97.” 

In  considering  a resolution  on  the  right  to  bill 
patients  under  Title  19  of  the  law,  the  House  passed 
an  amendment  pointing  out  that  direct  billing  has 
been  recommended  as  the  billing  method  of  choice 
under  Title  18  by  the  Board  of  Trustees  and  the 
Council  on  Medical  Service.  It  then  said  that  since 
there  is  a wide  latitude  available  to  the  states  in 
establishing  administrative  procedures  under  Title  19, 
each  state  medical  association  should  work  early  and 
diligently  in  its  own  state  so  that  any  plan  or  law 
adopted  in  its  state  for  approval  under  Title  19 
would  include  authorization  for  direct  billing. 

The  House  also  instructed  the  AMA  Advisory 
Committee  to  the  Department  of  Health,  Education 
and  Welfare  to  do  all  in  its  power  to  implement  the 
intent  of  the  resolution  at  the  national  level.  In 
addition,  the  House  urged  positive  steps  to  obtain 
statutory  authority  for  a continuing  medical  advisory 
committee  under  Title  19,  and  it  called  on  the 
AMA  and  the  state  societies  to  maintain  added 
vigilance  to  eliminate  any  patterns  which  might  sub- 
vert the  intent  of  Title  19. 

Hospital-Based  Physicians 

The  House  passed  two  resolutions  involving  billing 
and  reimbursement  principles  affecting  hospital-based 
specialists  but  also  of  significance  to  all  physicians. 
The  first  said: 

“The  Principles  of  Medical  Ethics  declare  that  a 
physician  shall  not  dispose  of  his  services  to  a third 
party  or  “lay”  organization,  and 

“Title  XVni  of  Public  Law  89-97  recognizes  the 
principle  of  the  separation  of  professional  and  hos- 
pital costs  for  services  rendered  by  hospital-based 
physicians;  and 

“This  principle  has  been  advocated  by  the  AMA, 
the  American  College  of  Radiology,  the  American 
College  of  Pathologists,  and  many  regional  organiza- 
tions, and 

“A  great  number  of  hospital-based  physicians 
throughout  the  nation  have  declared  their  intention 


to  bill  separately  for  their  professional  services  in 
keeping  with  this  principle;  therefore  be  it 

“Resolved,  That,  since  separate  billing  by  the 
physician  for  his  professional  services  is  a preferred 
ethical  practice,  it  shall  be  deemed  unethical  for  a 
physician  to  displace  a hospital-based  physician  who 
is  attempting  to  practice  separate  billing  when  said 
displacement  is  primarily  designed  to  circumvent 
separate  billing.” 

The  second  resolution  regretted  that  publication  of 
Medicare  Regulations  #5  was  delayed  until  June  28, 
three  days  before  the  effective  date  of  Medicare,  and 
said  that  these  regulations  do  not  conform  to  the 
intent  of  Congress  as  expressed  in  Section  1801 
of  the  Medicare  law.  It  then  declared  that: 

“The  House  of  Delegates  instruct  the  Board  of 
Trustees  and  the  Executive  Vice  President  to  re- 
quest from  the  Social  Security  Administration  an 
extension  of  date  of  final  adoption  of  the  proposed 
regulations  of  not  less  than  90  days,  in  order  that  the 
American  Medical  Association  and  all  other  interested 
medical  organizations  be  allowed  reasonable  time  to 
study,  and  to  submit,  to  the  Social  Security  Admini- 
stration data,  views  or  arguments  and  pertinent  con- 
structive comments  and  suggestions. 

“To  preserve  the  professional  independence  of  med- 
ical practice  that  the  Board  of  Trustees  and  Officers 
of  the  AMA  be  instructed  to  immediately  inform 
the  membership  that  Medicare  Reg.  #5  will  not  ap- 
ply to  physicians  (whether  hospital-based  or  not)  who 
“1.  have  no  financial  relationship  with  a hospital 
covering  medical  services  to  patients 

“2.  do  not  accept  assignments  but  bill  directly 
“The  AMA  News  and  other  appropriate  media 
be  used  to  advise  all  physicians  who  are  developing 
contractual  relationships  with  hospitals  for  profes- 
sional service  that  they  should  delay  the  finalization 
of  any  agreements  pending  further  anaylsis  of  the 
implementing  regulations." 

Medical  Ethics 

In  acting  upon  a Board  of  Trustees  recommendation 
that  a physician  may  participate  in  the  ownership 
of  a pharmacy  or  regularly  dispense  drugs,  remedies 
or  appliances  or  provide  eyeglasses  to  his  patients 
only  when  approved  by  his  component  and  constituent 
medical  associations  and  when  it  is  determined  by 
them  to  be  necessary  in  the  best  interests  of  the 
patient,  the  House  approved  the  following  reference 
committee  statement: 

“The  Principles  of  Medical  Ethics  provide:  ‘Drugs, 
remedies  or  appliances  may  be  dispensed  or  sup- 
plied by  the  physician  provided  it  is  in  the  best 
interests  of  the  patient.’  Your  reference  committee 
reaffirms  the  1963  House  of  Delegates  interpretation 
of  the  words  ‘in  the  best  interest  of  the  patient,’ 
which  reads  as  follows: 

“ ‘It  is  the  opinion  of  the  Judicial  Council  that  this 
language  was  adopted  to  permit  both  the  practicing 
physician  and  the  local  medical  societies  to  evaluate 
the  many  factual  situations  incident  to  prescribing  and 
dispensing  which  are  bound  to  arise  in  the  practice 
of  medicine.  Under  this  language  the  doctor  is  per- 
mitted to  exercise  his  own  best  judgment  when  car- 
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ing  for  his  patient.  It  is  known  that  there  will  be 
situations  when  it  is  necessary  or  desirable  for  a 
physician  to  dispense  or  supply  what  he  has  pre- 
scribed. The  Principles  permit  this  to  be  done. 

On  the  other  hand,  this  broad  language  provides 
a means  by  which  a component  medical  society  can 
inquire  into  the  facts  of  a particular  practice.  The 
profession  thus  can  act  to  prevent  abuse  of  discre- 
tion and  protect  patients  from  exploitation.  In  es- 
sence this  language  means  that  a physician  in  the 
exercise  of  sound  discretion  may  dispense  “in  the 
best  interest  of  his  patient”;  it  does  not  authorize 
him  to  dispense  solely  for  his  convenience  or  for  the 
purpose  of  supplementing  his  income.’ 

“The  reference  committee  approves  the  goals 
sought  by  the  Board’s  report,  but  disapproves  its 
specific  recommendations.  It  notes  that  mechanisms 
presently  exist  for  processing  charges  of  deviation 
from  the  foregoing  ethic  and  urges  that  these  mech- 
anisms be  made  vitally  active  at  local  level.  When 
charges  of  deviation  develop,  complaints  should  be 
made  to  the  local  society  and  vigorously  processed 
by  the  appropriate  committee  of  that  society.  If  they 
are  not  resolved  thereby,  the  complaints  should  then 
be  carried  to  the  state  constituent  association.  The 
prudent  physician  will  always  seek  the  guidance  of 
his  local  medical  society  in  situations  relating  to 
ethical  conduct.” 

The  House  directed  the  Board  of  Trustees  to  take 
action  as  expeditiously  as  possible  to  give  wide  dis- 
semination to  the  reference  committee  report. 

Discrimination 

The  House  received  six  resolutions  dealing  with  the 
subject  of  discrimination  against  some  applicants  for 
membership  in  component  medical  societies,  it  called 
attention  to  the  strong  position  taken  by  the  House 
in  1964  but  pointed  out  that  it  is  difficult  to  follow 
the  1964  directive  because  there  is  now  no  mechanism 
at  the  national  level  whereby  a rejected  applicant 
for  membership  at  county  or  state  level  may  obtain 
a hearing  in  order  to  right  an  alleged  wrongful  dis- 
crimination. 

In  lieu  of  the  six  resolutions,  the  House  adopted  a 
substitute  resolution  which  directed  the  Council  on 
Constitution  and  Bylaws  to  prepare  such  changes  in 
the  constitution  and  bylaws  “as  may  be  necessary  to 
permit  the  Judicial  Council  to  receive  and  act  upon 
appeals  filed  by  applicants  who  allege  that  they  have 
been  unfairly  denied  membership  in  a local  and/or 
state  society.”  The  House  asked  the  Council  to  report 
its  recommendations  at  the  1966  Clinical  Conven- 
tion. 

Health  Manpower 

On  the  subject  of  health  manpower  the  House 
received  reports  from  the  Board  of  Trustees,  Council 
on  Medical  Education  and  Council  on  Medical  Serv- 
ice and  also  one  resolution.  In  general,  all  of  them 
urged  the  AMA  to  assume  leadership  and  mobilize 
its  efforts  to  meet  present  and  future  shortages  in 
health  manpower.  The  House  approved  the  Board  re- 
port announcing  appointment  of  a Committee  on 
Health  Manpower,  and  adopted  the  resolution.  The 


two  Council  reports  were  referred  to  the  new  Board 
committee. 

In  taking  these  actions,  the  House  approved  a ref- 
erence committee  statement  which  included  the  fol- 
lowing: 

“Your  Reference  Committee  is  well  aware  of  the 
drastic  shortage  of  health  manpower  that  is  con- 
fronting the  American  public.  It  is  keenly  apprecia- 
tive of  the  opportunity  presented  to  the  American 
Medical  Association  to  furnish  leadership  in  the  solu- 
tion of  this  problem.  The  necessary  additional  man- 
power in  the  medical  profession  and  in  allied  health 
professions  must  be  developed.  The  most  effective 
and  efficient  utilization  of  existing  health  manpower 
must  be  made  at  all  times.  This  is  no  time  to  sur- 
render leadership  to  persons  or  organizations  outside 
of  the  medical  profession.” 

AMA  Dues  Increase 

By  a vote  of  168  to  46,  the  House  approved  an 
increase  in  AMA  annual  dues  from  $45  to  $70,  ef- 
fective January  1,  1967,  thus  confirming  a Board 
of  Trustees  recommendation  which  was  given  initial 
approval  at  the  1965  Clinical  Convention. 

The  House,  in  approving  the  dues  increase,  ac- 
cepted a reference  committee  statement  which  said; 

“It  is  quite  apparent  that  the  programs  necessary 
to  serve  the  needs  of  the  members  of  the  Associa- 
tion cannot  be  conducted  effectively  without  adequate 
financing  and  it  is  equally  apparent  that  such  adequate 
financing  is  impossible  without  the  dues  increase 
requested  by  the  Board  of  Trustees.  Your  Reference 
Committee  reaffirms  its  confidence  in  the  judgment  of 
the  Board  of  Trustees  which  has  in  the  past  and  must 
in  the  future  exercise  the  most  careful  and  prudent 
stewardship  over  the  assets  of  the  Association.  The 
Board  of  Trustees  is  the  Committee  elected  by  the 
House  of  Delegates  to  investigate  and  control  the  fi- 
nances of  the  Association.  The  appointment  of  any 
other  committee  to  perform  this  function  would  be 
most  inappropriate. 

Other  Actions 

In  considering  106  resolutions,  38  Board  reports 
and  at  least  20  additional  reports  from  councils  and 
other  groups,  the  House  of  Delegates  also: 

Endorsed  the  Declaration  of  Helsinki,  already 
adopted  by  the  World  Medical  Association,  as  a 
guide  to  those  who  are  engaged  in  clinical  medical 
investigation; 

Reaffirmed  its  opposition  to  the  compulsory  as- 
sessment of  hospital  staff  members  in  order  to  raise 
funds  for  hospital  construction; 

Reconsidered  its  action  in  defining  usual,  custo- 
mary and  reasonable  fees  and  referred  the  matter 
back  to  the  Council  on  Medical  Service  for  further 
study; 

Urged  all  state  and  county  medical  societies  to  send 
representatives  to  the  Third  National  Congress  on 
Medical  Quackery  to  be  held  October  7-8,  1966,  in 
Chicago; 

Commended  the  American  Medical  Association 
Education  and  Research  Eoundation  for  its  accom- 
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plishments  during  the  past  four  years  and  gave  a 
standing  vote  of  gratitude  to  Dr.  Raymond  M.  Mc- 
Keown.  AMA-ERF  president  since  1962; 

Strongly  endorsed  the  AMA  Volunteer  Physicians 
for  Vietnam  program  and  urged  the  entire  profes- 
sion to  support  it  by  word  and  deed;  approved  a 
recommendation  by  the  AMA  survey  team  and  the 
Board  of  Trustees  that  the  Association  organize  and 
administer  a program  of  American  assistance  in  med- 
ical education  in  South  Vietnam  supported  by  the 
U.S.  Agency  for  International  Development;  was  im- 
pressed by  a report  from  Dean  Pham  Bieu  Tam  of 
the  Faculty  of  Medicine,  University  of  Saigon,  and 
urged  that  the  AMA  do  everything  possible  to  assure 
that  volunteer  physicians  caring  for  the  South  Viet- 
nam civilian  population  are  properly  supplied  with 
medicines  and  other  medical  supplies; 

Adopted  a resolution  urging  constituent  medical 
associations  to  oppose,  as  detrimental  to  the  public 
interest,  any  proposed  legislation  that  would  authorize 
optometrists  to  engage  in  the  diagnosis  or  treatment 
of  disease  or  injury  of  the  eye; 

Approved,  with  minor  editorial  revisions,  a final 
report  from  the  Committee  on  Maternal  and  Child 
Care  of  the  Council  on  Medical  Service  dealing 
with  the  medical  care  aspects  of  “Combating  the 
Problems  of  Unwed  Parents”; 

Agreed  with  a strong  policy  statement  condemning 
the  abuse  of  LSD  and  other  non-narcotic  drugs, 
pointing  out  that  the  illicit  use  of  LSD  is  sub- 
verting and  vitiating  important  and  necessary  valid 
experimental  studies,  and  recommending  that  the 
manufacture  and  distribution  of  LSD  be  continued  as 
needed  under  strict  control,  with  the  drug  being 
made  available  only  to  competent  research  workers 
(physicians  trained  in  its  use)  on  approval  of  the 
Department  of  Health,  Education  and  Welfare; 

Reaffirmed  its  opposition  to  the  compulsory  regu- 
lation of  any  single  method,  such  as  the  use  of 
generic  terms,  of  the  prescribing  of  drugs; 

Offered  AMA  cooperation,  in  order  to  prevent 
public  fear  and  misunderstanding,  to  those  founda- 
tions and  other  groups  which  request  it  in  clari- 
fying statistical  data,  visual  media  and  other  forms 
of  medical  information  to  be  presented  to  the  public 
so  as  to  provide  an  accurate  view  of  the  problems 
or  problem  with  which  they  are  concerned; 

Adopted  a humorous  resolution  and  an  equally 
humerous  reference  committee  report  which  request- 
ed that  “in  the  future  full  air-conditioning  for 
the  annual  AMA  Convention  in  those  cities  where 
the  psychophysiological  effects  of  heat  may  interfere 
with  effective  delegatemanship”; 

Received  as  information  a comprehensive  report. 
Relation  of  Medicine  and  Osteopathy,  which  con- 
tains much  material  pertinent  to  future  policy  con- 
siderations, and  also  approved  in  principle  a recom- 
mendation that  doctors  of  osteopathy  be  commis- 
sioned in  the  Armed  Forces  Medical  Services; 

Agreed  with  a report  recommending  that  ihe  core 
curriculum  plan  for  continuing  medical  education  be 
not  approved  in  its  present  form,  that  no  further 
core  curricula  be  developed  at  this  time,  and  that 


various  methods  of  continuing  medical  education  be 
studied  under  the  auspices  of  the  Council  on  Post- 
graduate Programs; 

Expressed  its  opposition  to  the  Hart  bill,  S.  2568, 
and  all  similar  legislation; 

Adopted  reports  from  the  Council  on  Medical 
Service  on  a Model  Emergency  Department  Agree- 
ment and  on  Multiple  Coverage  in  Voluntary 
Health  Insurance; 

Approved  Board  reports  on  Exercise  and  Physical 
Fitness,  encouraging  state  and  local  medical  socie- 
ties to  support  the  promotion  of  fitness  programs, 
and  on  Venereal  Disease  Control,  emphasizing  the 
continued  need  for  all  physicians  to  report  all  cases 
that  come  to  their  attention,  and 

Authorized  the  Speaker  of  the  House  to  appoint  a 
Resolutions  Consultation  Committee,  purely  for 
editorial  advisory  purposes,  at  subsequent  AMA 
conventions. 


Presidential  Addresses 

Calling  upon  the  medical  profession  for  strength 
and  unity  in  resisting  the  present  socialist  trend 
in  this  country,  James  Z.  Appel.  M.D.  of  Lancaster, 
Pa.,  retiring  AMA  president,  told  the  Sunday  open- 
ing session  that  physicians  “must  participate  in  the 
ranks  of  both  political  parties  and  have  a voice  in 
the  determination  of  party  policy  and  the  writing 
of  party  platforms.” 

Dr.  Hudson,  in  his  inaugural  address  Tuesday,  de- 
clared that  “we  shall  need  all  of  our  intellectual  and 
scientific  resources  to  cope  with  the  new  economics 
of  medicine”  and  to  prevent  the  extension  of  the 
Medicare  program,  without  demonstrated  need, 
toward  a national  health  service. 

Speaking  at  the  final  session  of  the  House  on 
Thursday,  Dr.  Hudson  said  that  “a  demonstration 
of  our  ability  to  perform  must  clearly  indicate 
not  only  our  competency  in  the  field  of  medicine, 
but  also  our  ability  to  react  to  a new  kind  of  govern- 
ment thrust  into  health  care.”  He  warned  that  the 
real  threat  to  our  system  of  medicine  is  not  in  the 
details  of  Medicare  implementation  but  in  the  ex- 
pansion of  the  principle  of  social  insurance. 

Election  of  Officers 

In  addition  to  Dr.  Rouse,  the  new  president-elect, 
the  following  officers  were  named; 

Eli  S.  Jones,  M.D.  of  Hammond,  Ind.,  AMA  vice 
president;  Walter  C.  Bornemeier,  M.D.  of  Chicago, 
speaker  of  the  House  of  Delegates,  and  Russell  B. 
Roth,  M.D.  of  Erie,  Pa.,  vice  speaker. 

On  the  Board  of  Trustees,  all  for  three-year  terms, 
Homer  L.  Pearson,  M.D.  of  Miami,  Fla.,  and  Dwight 

L.  Wilbur,  M.D.,  of  San  Francisco  were  re-elected; 
Burtis  E.  Montgomery,  M.D.  of  Harrisburg,  III.,  was 
named  to  succeed  Percy  E.  Hopkins,  M.D.  of  Chicago, 
who  did  not  run  for  re-election,  and  Max  H.  Parrott, 

M. D.  of  Portland,  Oregon,  succeeded  Raymond  M. 
McKeown,  M.D.  who  was  eligible  for  re-election. 
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For  multiple  contraceptive  action 


NorinyLMe. 

(norethindrone  2 mg.  c mestranol  0.1  mg.) 

multiple  action  that  has  produced 
a record  of  unexcelled  effectiveness 


no  unplanned  pregnancies 
Norinyl  provides  multiple  action  for 
maximum  assurance  of  success.  It  does 
not  depend  on  ovulation  inhibition 
alone  for  contraceptive  effectiveness. 
The  mechanism  of  action  of  combined 
hormonal  therapy  results  in  ovulation 
inhibition  reinforced  by  other  protec- 
tive mechanisms,  including  a hostile 
cervical  mucus'-* ^ and  an  acceleration 
of  endometrial  changes. with 
Norinyl,  no  unplanned  pregnancies 
have  been  reported  to  date  when  used 
as  directed. 


inhibition  of  ovulation  by  means  of 
2 time-proved  hormonal  agents 

production  of  a cervical  mucus  hostile  to 
sperm  motility  and  vitality 

creation  of  an  endometrium  unreceptive 
to  egg  implantation 


plus  important  supportive 
benefits  that  help  her  through 
those  critical  early  months 
of  oral  contraception 


low  incidence  of  side  effects 

Low  incidence  of  BTB  and  spot- 
ting, nausea  and  amenorrhea 
tends  to  minimize  side  effect 
problems  and  increases  patient 
cooperation. 

no  confusion  about  dosage 

An  unbreakable  “confusionproof” 
package  makes  it  easy  to  adhere 
to  prescribed  dosage  schedule:  in- 
dividually sealed  tablets  numbered 
from  1 through  20  plus  monthly 
calendar  record  enables  patient 
to  double-check  dosage  intake  by 
day  and  corresponding  tablet  num- 


Contraindications:  Thrombophlebitis  or  pul- 
monary embolism  (current  or  past).  Exist- 
ing evidence  does  not  support  a causal 
relationship  between  use  of  Norinyl  and 
development  of  thromboembolism.  While 
a study  which  was  conducted  does  not 
resolve  definitively  the  possible  etiologic 
relationship  between  progestational  agents 
and  intravascular  clotting,  it  tends  to  con- 


firm the  findings  of  the  Ad  Hoc  Advisory 
Committee  appointed  by  the  Food  and 
Drug  Administration  to  review  this  possi- 
bility. Cardiac,  renal  or  hepatic  dysfunc- 
tion. Carcinoma  of  the  breast  or  genital 
tract.  Patients  with  a history  of  psychic 
depression  should  be  carefully  studied  and 
the  drug  discontinued  if  depression  recurs 
to  marked  degree.  Patients  with  a history 
of  cerebral  vascular  accident. 

Warning:  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

Precautions:  By  May  1963,  experience  with 
norethindrone  2 mg.— mestranol  0.1  mg. 
had  extended  over  24  months.  Through 
miscalculation,  omission  or  error  in  taking 
the  recommended  dosage  of  Norinyl,  preg- 
nancy may  result.  If  regular  menses  fail 
to  appear  and  treatment  schedule  has 
not  been  adhered  to,  or  if  patient  misses 
two  menstrual  periods,  possibility  of  preg- 
nancy should  be  resolved  before  resuming 
Norinyl.  If  pregnancy  is  established, 
Norinyl  should  be  discontinued  during 
period  of  gestation  since  virilization  of  the 
female  fetus  has  been  reported  with  oral 
use  of  progestational  agents  or  estrogen. 
When  lactation  is  desired,  withhold 
Norinyl  until  nursing  needs  are  established. 
Existing  uterine  fibroids  may  increase  in 
size.  In  metabolic  or  endocrine  disorders, 
careful  clinical  preevaluation  is  indicated. 
A few  patients  without  evidence  of  hyper- 
thyroidism had  elevated  serum  protein- 
bound  iodine  levels,  which  in  the  light  of 
present  knowledge,  does  not  necessarily 
imply  hyperthyroidism.  Protein-bound 
iodine  increased  following  estrogen  admin- 
istration. Bromsulphalein  retention  has  oc- 
curred in  up  to  25%  of  patients  without 
evidence  of  hepatic  dysfunction.  Studies 
from  24-hour  urine  collections  have 
shown  an  increase  in  aldosterone  and  17- 


ketosteroids  and  decrease  in  17-hydroxy- 
corticoid  levels.  Thus,  Norinyl  should  be 
discontinued  prior  to  and  during  thyroid, 
liver  or  adrenal  function  tests.  Because 
progestational  agents  may  cause  fluid  re- 
tention, conditions  such  as  epilepsy, 
migraine  and  asthma  require  careful  obser- 
vation. Thus  far  no  deleterious  effect  on 
pituitary,  ovarian  or  adrenal  function  has 
been  noted;  however,  long-range  possible 
effect  on  these  and  other  organs  must 
await  more  prolonged  observation. 
Norinyl  should  be  used  with  caution  in 
patients  with  bone,  renal  or  any  disease  in- 
volving calcium  or  phosphorus  metabolism. 
Side  Effects:  Intermenstrual  bleeding; 
amenorrhea;  symptoms  resembling  early 
pregnancy,  such  as  nausea,  breast  engorge- 
ment or  enlargement,  chloasma  and  minor 
degree  of  fluid  retention  (if  these  should 
occur  and  patient  has  not  strictly  adhered 
to  medication  plan,  she  should  be  tested 
for  pregnancy);  weight  gain;  subjective 
complaints  such  as  headache,  dizziness, 
nervousness,  irritability;  in  a few  patients 
libido  was  increased.  In  a total  of  3,090 
patients,  2.2%  discontinued  medication  be- 
cause of  nausea. 

NOTE:  See  sections  on  contraindications 
and  precautions  for  possible  side  effects 
on  other  organ  systems. 

Dosage  and  Administration:  One  Norinyl 

tablet  orally  for  20  days,  commencing  on 
day  5 through  and  including  day  24  of  the 
menstrual  cycle.  (Day  1 is  the  first  day  of 
menstrual  bleeding.) 

Availability:  Dispensers  of  20  and  60  tab- 
lets; bottles  of  100. 

References:  1.  Council  on  Drugs.  JAMA  187:664  (Feb. 
29)  1964.  2.  Brvans,  F.  E.:  Caned  Med  Ass  J 92:287 
(Feb.  6)  1965.  3.  Goldzieher,  J.  W : Med  Clin  N Amer 
48:529  (Mar.)  1964.  4.  Cohen,  M.  R.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto.  Calrl.,  July  15,  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965.  5.  Hammond,  D.  0.:  Ibid.  6.  Rice-Wray,  E., 
Goidzieher,  J.  W.,  and  Aranda- Rosell,  A.:  Fertd  Steril 
14:402  (jul.-Aug.)  1963.  7.  Goidzieher,  J.  W.,  Moses, 
L.  E.,  and  Ellis,  L.  T.:  JAMA  180:359  (May  5)  1962. 
8.  Kempers,  R.  D.:  GP  29:88  (Jan.)  1964.  9.  Tyler,  E.  T.: 
JAMA  187:562  (Feb.  22)  1964.  10.  Rudel,  H.  W.,  Mar- 
tinez-Manaulou,  J.,  and  Maqueo-Topete,  M.;  Fertil  Steril 
16:158  (Mar.-Apr.)  1965.  11.  Flowers.  C.  E..  Jr.:  N 
Carolina  Med  J 25:139  (Apr.)  1964.  12.  Goidzieher.  J. 
W.:  AppI  Ther  6:503  (June)  1964.  13.  The  Control  of 
Fertility.  Report  adopted  by  the  Committee  on  Human 
Reproduction  of  the  American  Medical  Association.  JAMA 
194:462  (Oct.  25)  1965.  14.  Flowers,  C.  E..  Jr.:  JAMA 
188:1115  (June  29)  1964.  15.  Merritt.  R.  I.:  AppI  Ther 
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Norinyl, .bfcn 

(norethindrone  2 mg.  c mestranol  1 mg ) 

for  multiple  contraceptive  action 


Unwarranted  Implication 


During  the  past  few  months  an  enor- 
mous volume  of  writing  has  been  done 
on  the  general  subject  of  Medicare. 
There  has  been  much  speculation  on  what 
difference  this  innovation  would  make  to  the 
health  care  of  the  people,  and  to  the  coopera- 
tion and  attitude  of  individual  practicing  phy- 
sicians. Running  through  the  mass  of  material 
has  been  a thread  of  suggestion  or  implication 
that  the  adoption  of  government  sponsored 
medical  care  for  older  people  would  signal  a 
rise  in  physicians’  fees  for  this  group.  A brief 
article  taken  from  the  Courier- Journal  of  July 
3,  1966  and  accredited  to  Mr.  David  R.  Jones 
of  the  New  York  Times  News  Service  airs 
this  subject  briefly.  He  states:  “Some  govern- 
ment authorities,  including  experts  within  the 
Social  Security  Administration  that  is  admin- 
istering Medicare,  suspect  the  new  program  is 
prompting  more  fee  increases  than  the  doctors 
will  admit.  But  they  are  remaining  silent  be- 
cause they  concede  there  is  no  solid  evidence.” 
A candid  survey  of  fees  charged  by  phy- 
sicians and  surgeons  for  the  usual  items  of 
medical  and  surgical  service  was  collected  last 
year  by  our  Physicians  Mutual  Incorporated. 


The  data  was  tabulated  and  served  as  a basis 
for  renumeration.  The  vast  majority  of  the 
charges  submitted  were  within  the  range  nor- 
mally accepted  as  fair  and  reasonable.  Where 
they  exceeded  or  fell  short  of  the  normal  range 
the  physician  had  an  opportunity  to  alter  the 
figure  before  it  became  a part  of  the  general 
information.  It  was  reported  to  us  by  Phy- 
sicians Mutual  at  the  end  of  a year  of  opera- 
tion that  the  program  had  proceeded  much 
better  than  had  been  anticipated  and  that  at 
least  98.5%  of  claims  submitted  by  physicians 
had  been  accepted  and  paid  without  question 
or  investigation. 

From  this  experience  and  from  such  infor- 
mation as  has  been  gathered  elsewhere  by 
Blue  Cross-Blue  Shield,  Independent  Insur- 
ance Carriers,  and  the  American  Medical  As- 
sociation it  would  seem  very  improbable  that 
any  widespread  or  gross  abuse  of  fees  should 
be  expected  under  the  new  system  of  medical 
care  for  the  aged.  We  will  undoubtedly  be 
better  informed  on  that  point  a year  from  now 
than  today. 

Sam  a.  Overstreet,  M.D. 


Doctor  Kildare,  Meet  the  Fossils 


The  liberals  with  the  easy  answers  to  the 
problems  of  medical  care,  having  po- 
litically sentenced  the  profession  to  suc- 
cessfully operate  a Medicare  we  have  said  is 
unwieldly,  are  not  resting  on  their  laurels.  A 
review  of  publisher’s  lists  and  of  the  mass  circu- 
lation magazines  show  a normal  crop  of  books 
and  articles  exposing  and  unmasking  the  med- 
ical profession,  hospitals  and  various  facets  of 
medical  care. 

There  is  a dreary  similarity  in  so  many  of 


these.  Physicians  off  elsewhere  are  mercenary, 
knife-happy,  negligent  or  (more  recently), 
fiendish  experimenters.  For  reader  credibility, 
our  local  Doctor  Kildare,  be  he  a specialist 
or  generalist,  is  recognized  as  struggling  man- 
fully to  be  a paragon  of  scientific  attainment 
and  the  soul  of  integrity,  despite  his  patient 
load  and  the  information  explosion.  The  writers 
imply  that  all  would  be  well  if  kindly  Doctor 
Kildare  were  not  misled  into  unsocial  attitudes 
by  the  fossilized  leadership  of  his  medical  or- 
ganization. 
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“Fossilized”  seems  to  have  an  irresistible 
fascination  for  these  liberals  in  describing  the 
AMA.  Because  of  their  lesser  guilt,  I would 
hope  that  the  critics  would  leave  the  Kentucky 
medical  leadership  some  dignity  as  “semi- 
fossilized”,  rather  than  the  more  frivolous 
“Fossils,  jg”. 

Unfortunately,  this  charge  of  fossilized  lead- 
ership has  been  printed  so  many  times  that 
some  physicians  believe  it.  As  the  Speaker  of 
the  House  of  Delegates,  I am  inviting  all  phy- 
sicians of  Kentucky  to  watch  and  guide  leader- 
ship in  action,  at  the  Sessions  of  the  KMA 
House  on  September  and  important  decisions 
will  be  made  that  will  effect  every  practice 
and  every  professional  career.  It  is  not  only 
your  privilege,  but  in  your  enlightened  self- 
interest,  to  contribute  to  the  thought  and  de- 
bate that  leads  to  correct  decisions. 

In  the  formal  transactions  that  are  neces- 
sary if  the  House  is  to  discharge  the  many 
routine  but  necessary  actions  of  a large  and 


diverse  organization,  only  Delegates  are  per- 
mitted to  speak  during  sessions.  Your  thoughts 
should  be  given  to  your  Delegate  at  the  Pre- 
convention meeting  of  the  County  Medical 
Society.  In  addition,  you  will  be  welcome  to 
present  any  further  thoughts  at  the  meetings 
of  the  Reference  Committees,  which  will  be 
held  specifically  to  gather  information  for 
recommendations  to  the  House  on  their  as- 
signed subjects. 

Members  who  have  (usually  accidentally) 
for  the  first  time  observed  a session  of  the 
KMA  House  of  Delegates  have  been  known 
to  depart  with  head  shaking,  muttering,  “I 
could  do  better  myself”.  That  theory  is  un- 
doubtedly true  in  many  instances;  unfortunate- 
ly it  can  only  be  proven  by  demonstration,  and 
too  few  seem  willing  to  undertake  the  rather 
tedious  laboratory  work. 

George  F.  Brockman,  M.D.,  Speaker 
KMA  House  of  Delegates 


Encouraging  Signs 


IF  IT  appeared  in  our  local  daily  newspapers 
we  failed  to  see  any  reference  to  a report  in 
Barron’s  National  Business  and  Financial 
Weekly  of  June  20,  1966.  The  article  is  en- 
titled “Cradle  to  Grave?”  with  the  subtitle  “The 
British  Are  Turning  Away  from  Socialized 
Medicine.”  There  is  the  notation  that  it  gives 
an  on-the-scene  account  of  the  revival  of  private 
medical  practice  in  the  United  Kingdom  and 
was  written  by  Neil  Mclnnes,  European  cor- 
respondent for  Barron’s.  Attention  is  directed 
to  this  article  because  it  gives  a somewhat  dif- 
ferent angle  to  Britian’s  medical  care  than  we 
have  been  accustomed  to  read  or  hear.  The 
article  begins: 

LONDON  — By  a curious  coincidence,  on  July 
1 the  United  States  will  take  its  first  step  toward 
socialized  medicine  and  Britain  will  take  its  big- 
gest step  away  from  it.  On  the  same  day  medi- 
care goes  into  effect  for  senior  American  citizens, 
all  British  subjects,  old  or  young,  will  be  offered 
a paying  alternative  to  the  free  National  Health 
Service.  A company  called  Independent  Medical 
Services,  Ltd.,  will  seek  to  sell  Britons  for  cash 
what  they  have  been  getting  free  from  the  welfare 
state  for  nearly  two  decades.  In  this  apparently 
quixotic  undertaking  it  enjoys  the  backing  of  the 
British  Medical  Association,  of  which  the  vast 
I majority  of  this  country’s  doctors  are  members. 
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* * 5{S 

Executives  of  Independent  Medical  Services  re- 
cently told  Barron’s  that  public  opinion  surveys 
showed  30%-40%  of  Her  Majesty’s  subjects  are 
not  satisfied  with  free  cradle-to-grave  state  medi- 
cine. They  would  prefer  to  make  private  arrange- 
ments with  a family  doctor.  The  firm,  for  a 
moderate  charge,  will  enable  them  to  do  just  that. 
Public  discontent  with  the  National  Health  Serv- 
ice, however,  had  less  to  do  with  formation  of 
Independent  Medical  Services  than  doctor  dis- 
satisfaction with  their  pay  and  working  condi- 
tions. Disagreement  between  the  Health  Minister 
and  the  United  Kingdom’s  23,000  physicians  on 
those  matters  has  been  chronic.  The  boiling  point 
was  reached  early  last  month,  when  18,000  doc- 
tors signed  undated  resignations  from  the  Nation- 
al Health  Service. 

^ * 

Currently,  over  two  million  Britons  are  covered 
by  private  health  insurance,  for  which  they  or 
their  employers  pay  regular  subscriptions.  The 
policies  cover  the  cost  of  treatment  in  private 
nursing  homes  or  in  the  single  rooms  and  pay- 
beds  of  the  nationalized  hospitals.  Most  of  these 
people  subscribe  to  the  British  United  Provident 
Association  (BUPA),  one  of  the  more  successful 
brain  children  of  the  late  Lord  Nuffield,  maker 
of  the  Morris  car.  Independent  Medical  Services 
will  not  insure  the  cost  of  nursing  home  treat- 
ment, as  BUPA  does,  but  rather  against  family 
doctor  bills  and  drug  costs,  which  BUPA  does 
not  cover. 
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Even  without  Independent  Medical  Services, 
private  medical  schemes  have  been  gaining  100,- 
000  adherents  a year.  Subscribers  to  British 
United  Provident  are  increasing  at  a rate  of 
75,000  annually.  Two  smaller  concerns  of  the 
same  kind,  Hospital  Services  Plan  in  Tunbridge 
Wells  and  Western  Provident  in  Bristol,  are  un- 
derstood to  be  signing  up  another  28,000  a year 
between  them.  This  rate  of  growth  has  surprised 
no  one  more  than  the  managers  of  BUPA  itself. 
Hence,  they  have  commissioned  a J.  Walter 
Thompson  subsidiary  to  do  a market  survey  to 
find  out  just  how  many  people  in  Britain  are 
willing  to  pay  for  an  alternative  to  free  state 
medicine. 

“We  never  dreamed  this  business  could  grow  so 
far  and  so  fast,”  says  BUPA’s  Hugh  Elwell,  joint 
secretary  in  charge  of  development.  “We  kept 
thinking  the  boom  would  top  out,  but  it  didn’t. 
Now  we  want  to  see  how  big  the  potential  mar- 
ket is  — • five  million  people,  10  million,  maybe 
more?  While  we’re  finding  out,  we  are  stepping 
up  our  advertising  outlays  from  $28,000  to  $132,- 
000  a year.  Most  of  our  members  have  been  won 
by  word  of  mouth,  but  now  we  have  decided  to 
sell  a little  harder.  Also,  we’ve  ordered  a com- 
puter from  De  La  Rue-Bull  big  enough  to  handle 
millions  of  subscribers.” 

* * ^ 

Why  are  so  many  of  Her  Majesty’s  subjects  will- 
ing to  pay  for  medical  care  substantial  sums  in 
addition  to  those  they  have  already  paid,  in  taxes 
and  in  National  Health  stamps,  for  “free”  care? 
Not  only  the  rich  are  doing  so.  Those  who  are 
deserting  state  medicine  are  middle-class  Britons 
and  quite  a few  workers  who  cannot  afford 
catastrophic  medical  bills,  but  are  not  content 
with  socialized  medicare. 

Their  complaints  are  precise.  First,  the  average 
National  Health  doctor  has  2,300  people  on  his 
list,  which  compares  with  one  doctor  for  752  peo- 
pole  in  the  U.S.  It  means  long,  frustrating  (and, 
for  some,  costly)  hours  in  waiting  rooms.  Con- 
sultations often  are  so  hasty  that,  rightly  or 


wrongly,  patients  feel  they  are  perfunctory.  If  a 
specialist  is  needed,  the  patient  has  no  say  in 
who  will  be  consulted,  nor  where,  nor  when. 

If  the  specialist  is  a surgeon  and  he  recommends 
an  operation,  there  is  no  guarantee  that  he  will 
perform  it  himself.  The  scalpel  may  be  wielded 
by  a surgeon  whom  the  patient  has  never  seen 
before  and  may  not  see  very  often  afterward.  In 
short,  many  a sufferer  gets  the  feeling  he  is  on 
a conveyor  belt  in  a very  impersonal  medical  fac- 
tory. 

^ ^ ^ 

While  eschewing  politics.  Independent  Medical 
Services,  Ltd.,  recently  took  a fling  at  philosophy. 
The  introduction  to  the  booklets  it  is  distributing 
this  month  to  advertise  its  appearance  is  not  a 
citation  from  any  Tory  manual  or  Liberal  mani- 
festo. Rather,  it  quotes  Abraham  Lincoln:  “You 
cannot  build  character  and  courage  by  taking 
away  men’s  initiative  and  independence.  You  can- 
not help  men  permanently  by  doing  for  them 
what  they  could  do  for  themselves.” 

In  the  present  somewhat  confused  plight  of 
American  medicine  the  above  quoted  sections 
from  Mr.  Neil  Mclnnes’s  observations  are 
somewhat  encouraging.  About  a year  ago 
Charles  J.  Tupper,  M.D.,  then  Associate  Dean 
of  the  University  of  Michigan  School  of  Med- 
icine and  Editor  of  the  Michigan  Medical  Jour- 
nal wrote  an  article  proposing  to  outline  what 
he  thought  would  be  the  state  of  medicine  50 
years  from  now.  One  passage  in  that  article 
caught  our  eye.  It  may  not  be  significant,  but 
again  it  may  be  prophetic.  Dr.  Tupper  stated 
that  within  50  years  socialized  medicine  in 
America  would  have  come  and  gone  and  med- 
ical care  would  again  be  on  the  basis  of  free  and 
independent  individual  initiative. 

We  may  look  forward  with  hope. 

Sam  a.  Overstreet,  M.D. 


greater  potency 

lower  mg  intake  per  day 

600  mg  versus  1,000  mg 


in  G.U.  infections 
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DEMETHYLCHLOKTErRACYCLlM; 

Effective  in  a wide  range  of  everyday  infections  — respiratory,  urinary  tract  and 
others  — in  the  young  and  aged  — the  acutely  or  chronically  ill  — when  the 
offending  organisms  are  tetracycline-sensitive. 

Contraindication  — History  of  hypersensitivity  to  demethylchlortetracycline. 
Warning— \n  renal  impairment,  usual  doses  may  lead  to  excessive  systemic 
accumulation  and  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
are  indicated  and,  if  therapy  is  prolonged,  serum  level  determinations  may  be 
advisable.  A photodynamic  reaction  to  natural  or  artificial  sunlight  has  been 
observed.  Small  amounts  of  drug  and  short  exposure  may  produce  an  exagger- 
ated sunburn  reaction  which  may  range  from  erythema  to  severe  skin  manifes- 
tations. In  a smaller  proportion,  photoallergic  reactions  have  been  reported. 
Patients  should  avoid  direct  exposure  to  sunlight  and  discontinue  drug  at  the 
first  evidence  of  skin  discomfort. 

Precautions  and  Side  fffecfs  — Overgrowth  of  nonsusceptible  organisms  may 
occur.  Constant  observation  is  essential.  If  new  infections  appear,  appropriate 
measures  should  be  taken.  Use  of  demethylchlortetracycline  during  tooth  devel- 
opment (last  trimester  of  pregnancy,  neonatal  period  and  early  childhood)  may 
cause  discoloration  of  the  teeth  (yellow-grey-brownish).  This  effect  occurs 
mostly  during  long-term  use  but  has  also  been  observed  in  short  treatment 
courses.  In  infants,  increased  intracranial  pressure  with  bulging  fontanels  has 
been  observed.  All  signs  and  symptoms  have  disappeared  rapidly  upon  cessa- 
tion of  treatment.  Side  reactions  include  glossitis,  stomatitis,  proctitis,  nausea, 
diarrhea,  vaginitis  and  dermatitis.  If  adverse  reaction  or  idiosyncrasy  occurs, 
discontinue  medication  and  institute  appropriate  therapy.  Anaphylactoid  reac- 
tions have  been  reported. 

Average  Aduit  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Should  be  given  1 
hour  before  or  2 hours  after  meals,  since  absorption  is  impaired  by  the  con- 
comitant administration  of  high  calcium  content  drugs,  foods  and  some  dairy 
products. 

Capsules:  150  mg;  Tablets:  film  coated,  300  mg,  150  mg,  and  75  mg  of  de- 
methylchlortetracycline HCI. 
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PRESIDENT-ELECT 


Robert  E.  Pennington,  M.D. 
London,  Ky. 


Doctor  Pennington,  a vice-president  of  the  Ken- 
tucky Medical  Association  from  the  Eastern  district 
in  1961-1962,  has  also  served  as  Chairman  of  the 
KMA  Board  of  Trustees  in  1964-65.  He  has  been 
a member  of  the  Board  since  1963. 

A native  of  London,  Doctor  Pennington  received 
his  B.A.  degree  from  the  University  of  Kentucky 
in  1931,  and  his  M.A.  degree  from  the  University 
in  1932.  He  entered  the  University  of  Pennsylvania 
and  received  his  medical  degree  in  1936.  His  intern- 
ship was  served  at  the  Philadelphia  General  Hos- 
pital, Philadelphia  from  1936  to  1938.  From  Pennsyl- 
vania, Doctor  Pennington  went  to  Ohio  for  two 
years,  where  he  was  an  assistant  in  Pathology  at 
the  Institute  of  Pathology,  Western  Reserve  Univer- 
sity in  Cleveland. 

From  January  1939  to  July,  1941,  Doctor  Penning- 
ton was  a Fellow  in  surgery  at  the  Mayo  Founda- 
tion, Rochester,  Minn.;  he  was  also  a resident  in 
surgery  at  the  Mayo  Clinic  until  April,  1942. 

Doctor  Pennington  entered  military  service  in  1942 
as  Captain  in  the  U.S.  Army.  He  was  stationed  at 
Ft.  Warren,  Wyo.,  Ft.  Leavenworth,  Kans.,  Ft.  Leon- 
ard Wood,  Mo.,  before  serving  at  the  China  Theatre 
for  two  years  as  commanding  officer  of  the  47th 
Portable  Surgical  Hospital.  He  was  awarded  the 


Bronze  Star  Metal  in  1945,  for  meritorious  service, 
and  was  discharged  from  service  in  1946  as  a 
Lieutenant  Colonel. 

Since  that  time.  Doctor  Pennington  has  been  in 
private  practice  of  surgery  in  London,  where  he 
served  as  Secretary  of  the  Laurel  County  Medical 
Society.  A member  of  the  American  Medical  As- 
sociation, other  memberships  include:  Southern  Medi- 
cal Association,  American  College  of  Surgeons,  and 
Southeastern  Surgical  Congress. 

Doctor  Pennington  is  active  as  a member  of  the 
Health  Facilities  Advisory  Committee  of  the  Com- 
monwealth of  Kentucky,  and  as  a member  of  the 
Health  Advisory  Council  to  the  Appalachian  Regional 
Commission.  He  was  named  to  the  Kentucky  Cham- 
ber of  Commerce,  London-Laurel  County,  and  to 
the  Board  of  Trustees,  Sue  Bennett  College,  London. 

The  KMA  president-elect  is  an  active  participant 
in  the  affairs  of  his  church  and  community.  In  addi- 
tion to  his  work  in  the  Methodist  Church,  Doctor 
Pennington  is  a member  of  the  Klwanls  Club. 

Doctor  Pennington  has  an  outstanding  record  of 
service  in  his  work  in  medicine  and  in  his  com- 
munity. This,  coupled  with  his  personal  qualities  of 
leadership,  dedication,  and  integrity  has  made  him 
the  natural  choice  as  president-elect. 


VICE  PRESIDENT,  CENTRAL 
George  W.  Pedigo,  M.D.,  Louisville 


The  first  physician  ever  appointed  to  serve  on  the 
Board  of  Directors  of  the  Kentucky  Chamber  of 
Commerce  (1959),  Doctor  Pedigo  is  a former  associ- 
ate editor  of  the  Journal  of  KMA  (1958-62)  and  a 
past  vice  speaker  of  the  KMA  House  of  Delegates 
( 1956-59).  He  graduated  from  the  University  of  Louis- 
ville School  of  Medicine  in  1938.  In  1960  he 


served  as  president  of  the  Jefferson  County  Medical 
Society  and  also  had  served  the  society  as  secretary 
and  treasurer.  An  internist,  he  is  a member  of  the 
American  College  of  Physicians,  a diplomate  of  the 
American  Board  of  Internal  Medicine,  and  associate 
clinical  professor  of  medicine  at  U of  L School  of 
Medicine. 


VICE  PRESIDENT,  EASTERN 
Donald  K.  Dudderar,  M.D.,  Newport 


A graduate  of  the  University  of  Louisville  School 
of  Medicine  in  1947,  Doctor  Dudderar  is  a past 
president  and  past  secretary  of  the  Campbell-Kenton 
County  Medical  Society.  He  has  been  in  private 
practice  as  a urologist  in  Newport  since  December 
1954.  Following  residency  training  at  Orangeburg  Re- 
gional Hospital,  Orangeburg,  So.  Carolina,  he  served 


with  the  U.  S.  Army  as  chief  of  urology  at  Camp 
Roberts  and  Camp  Stoneman  in  California.  A native 
of  Stanford,  he  is  currently  a member  of  the  Ft. 
Thomas  Lion’s  Club.  Doctor  Dudderar  is  a member 
of  the  Southeastern  section  of  the  American  Urologi- 
cal Association. 


VICE  PRESIDENT,  WESTERN 
C.  C.  Lowry,  M.D.,  Murray 


Doctor  Lowry,  a former  president  of  the  Callo- 
way County  Medical  Society,  graduated  from  the 
University  of  Kentucky  in  1940  and  from  Vander- 
bilt University  School  of  Medicine  in  1943.  Follow- 
ing his  internship  and  some  residency  training  at 
Vanderbilt,  he  served  in  the  U.  S.  Army  Medical 
Corps.  In  July  1947  he  returned  to  complete  his 
residency  in  surgery  at  Kennedy  Veteran’s  Admini- 


stration Hospital  in  Memphis.  Since  1952  he  has 
maintained  a practice  limited  to  general  surgery  at 
Murray.  He  is  a member  of  the  American  College 
of  Surgeons  and  the  Kentucky  Surgical  Society.  Doc- 
tor Lowry  is  a past  president  of  the  Murray  Lions 
Club,  a member  of  the  Murray  Board  of  Education 
and  a member  and  steward  of  the  First  Methodist 
Church  in  Murray. 
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KMA  Secretary  and  Treasurer 


SECRETARY 

Henry  B.  Asman,  M.O.,  Louisville 

Doctor  Asman,  serving  as  Secretary  of  the  KMA 
since  1963,  was  formerly  vice-president  (1961-63) 
of  the  Association.  He  is  also  a 
past  president  of  the  Kentucky 
Division  of  the  American  Cancer 
Society.  Doctor  Asman,  a 1936 
graduate  of  the  University  of 
Louisville  School  of  Medicine,  is 
a Fellow  of  the  American  College 
of  Surgeons,  and  the  Southeast- 
ern Surgical  Congress.  He  re- 
turned to  private  practice  in  colo- 
proctology  after  his  discharge  from  the  U.S.  Army 
Medical  Corps  in  1946.  Doctor  Asman  has  been  ap- 
pointed to  the  staff  of  several  local  hospitals. 


TREASURER 

Keith  P.  Smith,  M.D.,  Corbin 

Treasurer  of  the  Kentucky  Medical  Association 
since  1963,  Doctor  Smith  has  been  active  in  KMA 
affairs  for  many  years.  He  served 
as  KMA  trustee  (then  councilor) 
from  1957  until  elected  to  his 
current  post,  and  in  1962-63  was 
chairman  of  the  Board  of  Trus- 
tees. Doctor  Smith  is  a 1936 
graduate  of  the  University  of 
Louisville  School  of  Medicine. 
He  has  served  as  a KMA  vice- 
president  and  is  a former  presi- 
dent and  vice-president  of  the  Kentucky  Chapter  of 
the  American  Academy  of  General  Practice.  Dr. 
Smith  is  active  in  local  County  Medical  Society  and 
Civic  activities. 


KMA  Journal  Editors 


EDITOR 

Sam.  A.  Overstreet,  M.D.,  Louisville 

President  of  KMA  during  its  Centennial  in  1950-51 
and  a former  speaker  of  the  KMA  House  of  Dele- 
gates, Doctor  Overstieet  has 
served  as  editor  of  The  Jour- 
nal for  eight  years.  A past 
governor  of  the  Kentucky 
Chapter,  American  College 
of  Physicians,  he  is  also  a 
past  president  of  the  Jeffer- 
son County  Medical  Society. 
A clinical  professor  of  medi- 
cine at  the  University  of  Lou- 
isville School  of  Medicine,  Doctor  Overstreet  re- 
ceived his  M.D.  degree  there  in  1923.  Before  he  was 
named  editor  of  The  Journal,  he  was  the  medical 
editorial  editor  for  several  years. 


ASSOCIATE  EDITOR 
Walter  S.  Coe,  M.D.,  Louisville 

Doctor  Coe,  a graduate  of  the  University  of  Louis- 
ville School  of  Medicine  in  1943,  was  recently 
re-elected  president  of  the 
Kentucky  Heart  Association. 
He  assumed  his  position  as 
associate  editor  of  The  Journal 
in  1962,  after  many  years  as 
book  review  editor.  An  associ- 
ate clinical  professor  of  medi- 
cine at  the  University  of 
Louisville  School  of  Medicine, 
he  has  served  as  a director  of  the  Kentucky  Heart 
Association  and  is  a past  president  of  the  Louisville 
and  Jefferson  County  Heart  Association  and  the  Ken- 
tucky Society  of  Internal  Medicine. 


AMA  Delegates 


J.  Thomas  Giannini,  M.D.,  Louisville 

Elected  as  delegate  from  KMA  to  AMA  in  1963, 
Doctor  Giannini  previously  served  the  Association 
as  an  alternate  delegate  to  AMA 
and  as  chairman  of  the  Scientific 
Exhibits  Committee.  He  repre- 
sented the  Jefferson  County 
Medical  Society  on  the  KMA 
House  of  Delegates  before  he  was 
named  alternate  delegate  to 
AMA.  After  graduating  from  the 
University  of  Louisville  School  of 
Medicine  in  1938,  he  served  in 
the  U.S.  Navy  Medical  Corps  from  1942-54.  Doctor 
Giannini,  a Eellow  of  the  American  Society  of  Plastic 
and  Reconstructive  Surgeons,  limits  his  practice  to 
plastic  and  reconstructive  surgery. 


John  C.  Quertermous,  M.D.,  Murray 

Serving  as  an  alternate  delegate  to  the  AMA 
delegate  in  1963,  Doctor  Quer- 
termous is  currently  chairman  for 
national  affairs  of  the  KMA 
Council  on  Legislative  Activities. 
He  has  also  served  KMA  as  a 
member  of  its  Committee  on 
Aging,  and  the  Committee  on 
Postgraduate  Medical  Education. 
An  internist,  he  is  a past  presi- 
dent of  the  Calloway  County 
Medical  Society  and  in  1960 
served  on  the  Governor’s  Citizens  Committee  on 
Problems  of  Aging.  Doctor  Quertermous,  who  served 
in  the  Army  Medical  Corps  from  1943  to  1946, 
graduated  in  1942  from  the  University  of  Louisville 
School  of  Medicine. 
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AMA  Delegate 

Charles  C.  Rutledge,  M.D.,  Hazard 

Doctor  Rutledge,  who  graduated  from  the  Univer- 
sity of  Louisville  School  of  Medicine  in  1946,  was 
elected  a delegate  to  the  AMA 
at  the  1965  Annual  Meeting.  He 
was  formerly  an  alternate  dele- 
gate to  KMA,  past  president  of 
the  Pike  and  Perry  Counties 
Medical  Societies,  and  a past 
Councilor  of  the  KMA.  For  four 
years  he  was  district  chairman 
for  KEMPAC  and  was  also  a 
district  keyman  for  KMA.  A 
member  and  past  councilor  of  the  Kentucky  chapter, 
American  College  of  Surgeons,  Doctor  Rutledge  is 
also  a Fellow  of  the  American  College  of  Surgeons 
and  past  associate  councilor  of  the  Southern  Medical 
Association. 

New  Trustees 

Joseph  R.  Miller,  M.D.,  Benton 

Doctor  Miller,  a former  vice-president  (Western) 
of  KMA,  graduated  from  the  University  of  Louis- 
ville School  of  Medicine  in  1942,  and  interned  at 
Baroness  Erlanger  Hospital,  Chattanooga,  Tenn.  He 
has  attended  sessions  at  Cook  County  Graduate 
School  of  Medicine.  Active  in  medical  activities,  he 
was  elected  president  of  the  Marshall  County  Medical 
Society  on  three  different  occasions.  Doctor  Miller 
has  been  a director  of  the  First  District  of  the  Ken- 
tucky Academy  of  General  Practice. 

Henry  S.  Spalding,  M.D.,  Bardstown 

Doctor  Spalding,  a 1957  graduate  of  the  University 
of  Louisville  School  of  Medicine,  has  been  practicing 
in  Nelson  County  since  receiving  his  Kentucky  license 


in  1957.  He  is  a general  practitioner.  Doctor  Spald- 
ing is  an  active  member  of  the  American  Academy 
of  General  Practitioners,  and  of  the  Kentucky 
Academy  of  General  Practitioners. 

Robert  F.  Long,  M.D.,  Somerset 

A graduate  of  the  Tulane  University  School  of 
Medicine,  New  Orleans,  La.  in  the  class  of  1948, 
Doctor  Long  has  been  in  practice  in  Pulaski  County 
for  13  years.  Prior  to  that  time,  he  worked  in 
radiology  at  the  Johns  Hopkins  Hospital,  Baltimore, 
Md.,  and  was  given  a National  Cancer  Research 
Scholarship  in  1952.  Doctor  Long,  a member  of  the 
Southern  Medical  Association,  is  a diplomate  of  the 
American  Board  of  Radiology,  and  of  the  Radiology 
Section  of  Pan-American  Medical  Association.  He  is 
also  a member  of  the  American  College  of  Radiology, 
the  Interamerican,  International,  and  the  North 
American  Colleges  of  Radiology. 

James  W.  Archer,  M.D.,  Paintsville 

(Biographical  information  on  the  late  James  W. 
Archer,  M.D.,  Paintsville,  may  be  found  on  page  962, 
in  the  Organization  Section.) 

Ellsworth  C.  Seeley,  M.D.,  London 

Doctor  Seeley,  a general  practitioner  in  London 
since  1951,  is  a past  president  of  the  KAGP  and 
served  on  the  Board  of  KAGP  from  1959  until  1965. 
A 1947  graduate  of  the  University  of  Louisville 
Medical  School,  Doctor  Seeley  is  active  in  the  Laurel 
County  Medical  Society  and  has  served  the  society  as 
president  and  secretary.  He  is  on  the  Laurel  County 
Board  of  Health  and  has  served  as  president  and 
secretary  of  the  staff  of  Marymount  Hospital.  From 
1943-46  he  served  in  the  U.S.  Army  and  was  com- 
missioned in  the  U.S.  Naval  Reserve  Medical  Corps 
from  1949-51. 


Election  of  Trustees 


The  Ht  use  of  Delegates  will  elect  five  trustees  for  the  regular  three-year  term  and  one  trustee  to 
fill  the  uiiexpired  term  of  the  late  James  W.  Archer,  M.D.,  Paintsville,  at  its  second  session  on 
Wednesday,  September  21.  The  delegates  from  each  trustee  district  serve  as  the  nominating  com- 
mittee for  that  district  and  will  meet  immediately  after  the  first  session  of  the  House  on  Septem- 
ber 19.  At  the  close  of  the  first  scientific  session  on  Tuesday,  September  20,  the  committee  will 
report  its  nominees.  Further  nominations  may  be  made  from  the  floor  at  the  final  meeting  of  the 
House  of  Delegates,  Wednesday  evening,  September  2 1 . All  nominations  are  considered  and  acted 
upon  by  the  delegates  at  this  final  session  of  the  House.  Districts  electing  new  trustees  for  three-year 
terms  are:  Fifth  District  (incumbent,  A.  O.  Miller,  M.D.,  Louisville);  Sixth  District  (incumbent,  Rex 
E.  Hayes,  M.D.,  Glasgow);  Eighth  District  (incumbent,  W.  Donald  Janney,  M.D.,  Coyington); 
Eleventh  District  (incumbent,  Hubert  C.  Jones,  M.D.,  Berea) ; and  Fifteenth  District  (incumbent,  E.  C. 
Seeley,  M.D.,  London).  The  new  trustee  in  the  Fourteenth  District  will  be  elected  to  fill  the  unex- 
pired term  of  the  late  Doctor  Archer  and  will  serve  until  1968.  Doctors  Miller,  Hayes,  and  Janney 
have  served  only  one  full  term  aftd  are  eligible  for  re-election.  Doctor  Seeley  filled  the  unexpired 
term  of  R.  E.  Pennington,  M.D.,  London,  who  in  1965  was  made  President-Elect,  and  he  is  also 
eligible  for  re-election.  . ' ‘ 
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officers  of  the  KMA  House  of  Delegates 


SPEAKER 

George  F.  Brockman,  M.D.,  Greenville 

Elected  as  the  vice-speaker  of  the  KMA  House 
of  Delegates  in  1962,  Doctor  Brockman  has  served 
as  a member  of  several  KMA 
committees,  the  most  recent  ones 
being  committees  on  Public  Edu- 
cation.  Scientific  Assembly  and 
■ Mortality.  Formerly 

chairman  of  the  KMA  Building 
Committee,  and  the  Building 
Study  Committee,  he  was  also 
chairman  of  the  Advisory  Com- 
mittee  to  the  Editor  of  The 
Journal.  In  1961  he  was  appointed  as  delegate  to 
the  AMA,  and  served  until  the  end  of  that  year. 
Doctor  Brockman,  a 1935  graduate  of  the  U.  of  L. 
School  of  Medicine,  is  secretary  of  the  Muhlenberg 
County  Medical  Society. 


VICE-SPEAKER 

Richard  F.  Greathouse,  M.D.,  Louisville 

Doctor  Greathouse,  newly  elected  to  his  office 
in  1965,  has  served  as  a past  delegate  to  KMA  from 
the  Jefferson  County  Medical 
Society  and  was  re-elected  in 
1965.  Presently,  he  is  secretary- 
treasurer  of  KEMPAC,  being 
elected  in  1965.  Doctor  Great- 
house  is  President  of  the  Louis- 
ville Pediatric  Society  and  vice- 
chairman  of  the  Kentucky  Chap- 
ter of  the  American  Academy  of 
Pediatrics.  He  is  Chairman  of 
the  Pediatric  Section  at  Methodist  Hospital  and 
past  president  of  the  staff  at  Children’s  Hospital;  also 
active  on  the  staff  of  St.  Joseph  Infirmary,  Methodist 
Hospital  and  Children’s  Hospital. 


KMA  Delegates 


ADAIR 

J.  C.  Salato,  Columbia 

ALLEN 

F.  J.  Halcomb,  Jr.,  Scottsville 

ANDERSON 

Boyd  Caudill,  Lawrenceburg 
BALLARD 
Glenn  Baird,  Bandana 

BARREN 

E.  L.  Marion,  Glasgow 

BATH 

BELL 

Meredith  Evans,  Middlesboro 

BOONE 

L.  C.  Hess,  Florence 
BOURBON 
James  L.  Ferrell,  Paris 

BOYD 

J.  S.  Wheeler,  Ashland 
J.  E.  Stephenson,  Ashland 
John  Ashworth,  Ashland 

BOYLE 

John  Baird,  Danville 

BRACKEN 

J.  M.  Stevenson,  Brooksville 

BREATHITT 

Robert  E.  Cornett,  Jackson 

BRECKINRIDGE 

James  G.  Sills,  Hardinsburg 

BULLITT 

James  Roney,  Lebanon  Junction 

BUTLER 

D.  G.  Miller,  Morgantown 

CALDWELL 

Frank  P.  Giannini,  Princeton 

CALLOWAY 

Thomas  L.  Parker,  Murray 
CAMPBELL-KENTON 
C.  J.  Brueggemann,  Covington 
Donald  K.  Dudderar,  Newport 
W.  Vinson  Pierce,  Covington 
Thomas  L.  Heavern,  Newport 
P.  H.  Klingenberg,  S.  Ft.  Mitchell 
Robert  Longshore,  Covington 


CARLISLE 

John  T.  O’Neill,  Arlington 
CARROLL 

E.  S.  Weaver,  Carrollton 

CARTER 

CASEY 

Garnett  Sweeney,  Liberty 

CHRISTIAN 

W.  Faxon  Payne,  Hopkinsville 
Norma  T.  Shepherd,  Hopkinsville 

CLARK 

Harold  Moberly,  Winchester 

CLAY 

W.  E.  Becknell,  Manchester 

CLINTON 

Ernest  A.  Barnes,  Albany 

CRITTENDEN 

R.  M.  Brandon,  Marlon 

CUMBERLAND 

R.  B.  Chambliss,  Burkesville 

DAVIESS 

Reginald  J.  Phillips,  Owensboro 
William  W.  Hall,  Owensboro 

EDMONSON 

ELLIOTT 

John  F.  Greene,  Sandy  Hook 

ESTILL 

Virginia  Wallace,  Irvine 

FAYETTE 

Richard  D.  Floyd,  Lexington 
Carl  H.  Fortune,  Lexington 
David  A.  Hull,  Lexington 
Graydon  A.  Long,  Lexington 
Andrew  M.  Moore,  Lexington 
Irving  F.  Kanner,  Lexington 
John  F.  Berry,  Jr.,  Lexington 
W.  L.  Blakey,  Lexington 
N.  L.  Bosworth,  Lexington 
T.  R.  Bryant,  Jr.,  Lexington 
John  E.  Myers,  Lexington 
J.  H.  Saunders,  Lexington 

R.  D.  Shepard,  Lexington 

FLEMING 

S.  W.  Gehring,  Flemingsburg 


FLOYD 

James  D.  Adams,  Prestonsburg 
FRANKLIN 
S.  L.  Weiler,  Frankfort 
Harry  Cowherd,  Frankfort 

FULTON 

R.  W.  Bushart,  Fulton 

GALLATIN 

GARRARD 

Paul  E.  Lett,  Lancaster 

GRANT 

Lenore  Chipman,  Williamstown 

GRAVES 

A.  Reeves  Morgan,  Mayfield 

GRAYSON 

C.  L.  Bland,  Leitchfield 

GREEN 

R.  P.  Simmons,  Greensburg 

GREENUP 

John  O.  Jones,  Flatwoods, 

HARDIN 

F.  C.  Rainey,  Elizabethtown 

HARLAN 

Henry  C.  Evans,  Harlan 
Doane  Fischer,  Harlan 

HARRISON 

Henry  H.  Moody,  Cynthiana 

HART 

HENDERSON 

Charles  Kissinger,  Henderson 

HENRY 

HICKMAN 

C.  J.  Mills,  Clinton 

HOPKINS 

I.oman  Trover,  Madisonville 

JACKSON 

JEFFERSON 

Sam  Black,  Louisville 
W.  C.  Gettelfinger,  Louisville 
David  Kinnaird,  Louisville 
John  Doyle,  Louisville 
Robert  McClendon,  Louisville 
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Henry  Post,  Louisville 
W.  Fielding  Rubel,  Louisville 
W.  T.  Rumage,  Jr.,  Louisville 
William  Stodghill,  Louisville 
John  Wolford,  Louisville 
Eugene  H.  Conner,  Louisville 
Louis  Foltz,  Louisville 
R.  F.  Greathouse,  Louisville 
John  Harter,  Louisville 
John  Harter,  Louisville 
W.  I.  Hume,  Jr.,  Louisville 
Herman  Moore,  Louisville 

K.  P.  Crawford,  Louisville 
Gerald  Peterson,  Louisville 
George  Sehlinger,  Louisville 
Harold  W.  Baker,  Louisville 
William  Durham,  Louisville 
John  Goldsborough,  Louisville 
John  Hemmer,  Louisville 
Herman  Mahaffey.  Louisville 
William  Mitchell,  Louisville 
John  Robbins,  Louisville 
Donn  Smith,  Louisville 
Donald  Varga,  Louisville 
William  VonderHarr,  Louisville 
Lloyd  Yopp,  Louisville 
JESSAMINE 

J.  S.  Williams,  Nicholasville 

JOHNSON 

A.  B.  Carter,  Paintsville 

KNOTT 

G.  T.  Watts,  Hindman 

KNOX 

H,  L.  Bushey,  Barbourville 

LARUE 

Marion  Douglas,  Magnolia 

LAUREL 

Paul  R.  Smith,  London 

LAWRENCE 

William  J.  McNabb,  Louisa 

LEE 

LETCHER 

J.  B.  Tolliver,  Whitesburg 

LESLIE 

LEWIS 

LINCOLN 

E.  C.  Bowling,  Stanford 

LIVINGSTON 


LOGAN 

LYON 

J.  E.  Hamilton,  Eddyville 

McCracken 

Winfield  Stryker,  Paducah 


McCreary 
H.  A.  Perry,  Sterns 

McLEAN 

Samuel  Scott,  Livermore 

MADISON 

William  D.  Epling,  Berea 
Doublas  Jenkins,  Berea 

MAGOFFIN 

MARION 

John  W.  Ratliff,  Lebanon 
MARSHALL 

Wendell  Gordon,  Benton 
MARTIN 
John  W.  Ford,  Inez 

MASON 

H.  N.  Parker,  Maysville 

MEADE 

George  E.  Clark,  Brandenburg 

MENIFEE 

D.  L.  Graves,  Frenchburg 

MERCER 

Bacon  R.  Moore,  III,  Harrodsburg 

METCALFE 

L.  P.  Emberton,  Edmonton 

MONROE 

W.  R.  Breshong,  Tomkinsville 
MONTGOMERY 
R.  J.  Salisbury,  Mt.  Sterling 

MORGAN 

George  Bellamy,  West  Liberty 

MUHLENBERG 

Robert  Robbins,  Greenville 

NELSON 

James  Millen,  Bardstown 

NICHOLAS 

W.  R.  Kingsolver,  Carlisle 

OHIO 

Robert  T.  Johnson,  Beaver  Dam 

OLDHAM 

James  Kurfees,  Crestwood 

OWEN 

OWSLEY 


PENDLETON 

R.  L.  McKenney,  Falmouth 

PERRY 

Mary  Fox,  Hazard 

PIKE 

Harvey  A.  Page,  Pikeville 
POWELL 

Charles  Noss,  Stanton 

PULASKI 

Barton  L.  Ramsey,  Somerset 
William  M.  Wyatt,  Somerset 

ROBERTSON 

ROCKCASTLE 

G.  H.  Griffith,  Mt.  Vernon 


RUSSELL 

C.  E.  Peck,  Russell  Springs 

SCOTT 

J.  C.  Cantrill,  Georgetown 

SHELBY 

Stephen  F.  Collins,  Shelbyville 

SIMPSON 

A,  V,  Wilwayco,  Franklin 

SPENCER 

William  K.  Skaggs,  Taylorsville 

TAYLOR 

M.  M.  Hall,  Campbellsville 

TODD 

J.  C.  Woodall,  Trenton 

TRIGG 

Elias  N.  Rutrell,  Cadiz 
TRIMBLE 
Carl  Cooper,  Bedford 

UNION 

WARREN 

Martin  Wilson,  Bowling  Green 
Paul  J.  Parks,  Bowling  Green 

WASHINGTON 

Harold  B.  Simms,  Springfield 

WAYNE 

Robert  B.  Breeding,  Monticello 

WEBSTER 

Paul  Taylor,  Providence 

WHITLEY 

Harold  B.  Barton,  Corbin 
WOLFE 

Paul  F.  Maddox,  Campton 

WOODFORD 

Ben  F.  Roach,  Midway 


County  School  Health  Chairmen 
To  Meet  September  22 

I Fred  V.  Hein,  Ph.D.,  Chicago,  director  of  the 

AMA  Department  of  Health  Education,  will  be  the 

1 featured  speaker  at  a meeting  for  all  County  School 

Health  Chairmen,  Thursday,  September  22,  at  the 
KMA  Annual  Meeting,  according  to  O.  B.  Murphy, 
M.D.,  Lexington,  chairman  of  the  KMA  School 
Health  Committee. 

“School  Health  in  Action”  will  be  the  title  of 
Doctor  Hein’s  presentation,  which  will  be  given  at 
2:00  p.m.  in  room  208  of  the  Convention  Center. 
A movie  on  the  same  subject  of  school  health  ac- 
tivities will  be  shown  following  Doctor  Hein.  The 
responsibility  of  medical  society  School  Health  Chair- 
men will  also  be  discussed. 

All  KMA  members  interested  in  school  health 
programs  are  encouraged  to  attend. 
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Legislative  Workshop  Featured 
At  Woman’s  Auxiliary  Meeting 

A legislative  workshop  will  be  held  September 
19,  as  a part  of  the  annual  meeting  of  the  Woman’s 
Auxiliary  to  the  KMA,  which  will  open  the  following 
day  at  the  Kentucky  Hotel. 

The  workshop,  sponsored  by  KEMPAC,  will  be 
conducted  by  Mrs.  Harry  Fry  and  Mrs.  George  Grif- 
fin, both  of  Cincinnati.  The  session  will  begin  at 
2:00  p.m.  Monday  afternoon. 

Designed  for  County  presidents  and  legislative 
chairman,  the  workshop  is  for  the  benefit  of  local 
auxiliaries  throughout  Kentucky,  and  all  interested 
WA-KMA  members  are  cordially  invited  to  attend. 

As  this  is  an  election  year  in  Kentucky,  this 
workshop  should  prove  to  be  most  interesting  and 
beneficial  to  all  Kentuckians. 
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Reference  Committee  Activity 

All  officers’  and  commitfees’  reports  and  resolutions  will  be  referred  to  one  of  seven  reference 
committees  by  Speaker  George  F.  Brockman,  M.D.,  Greenville,  at  the  first  meeting  of  the  KMA 
House  of  Delegates  on  Monday,  September  1 9,  at  9 a.m.  Members  of  the  reference  committees  will 
meet  for  briefing  sessions  on  Monday  at  12:30  p.m.  in  Parlor  B,  Kentucky  Hotel.  Any  KMA  member 
wishing  to  testify  on  any  resolution  or  report  is  urged  to  be  present  at  2 p.m.  on  Monday,  September 
19,  when  reference  committees  will  meet  on  the  mezzanine  floor  of  the  Kentucky.  These  open  ses- 
sions will  last  at  least  an  hour  in  order  to  permit  all  who  wish  to  speak  to  be  heard.  The  commit- 
tees will  go  into  executive  sessions  following  the  open  hearings  to  study  the  reports,  review  the 
testimony  and  write  its  report  to  the  House. 

At  the  final  session  of  the  House  on  Wednesday  night,  September  21  in  the  Terrace  Room  of 
the  Kentucky,  the  committees’  recommendations  will  be  made.  Reference  committees  appointed  by 
Doctor  Brockman  to  serve  during  the  1966  session  follow. 


1966  Reference  Committee  Appointments 


REFERENCE  COMMITTEE  NO.  1 

Officers  and  Board  of  Trustees 


REFERENCE  COMMITTEE  NO.  5 

Medical  Service 


Mary  Pauline  Fox,  M.D.,  Hazard,  chairman 
Melvin  Bernhard,  M.D.,  Louisville 
Reginald  J.  Phillips,  Jr.,  M.D.,  Owensboro 
Thomson  R.  Bryant,  M.D.,  Lexington 
Thomas  L.  Heavern,  Jr.,  M.D.,  Newport 


Walter  I.  Hume,  Jr.,  M.D.,  Louisville,  chairman 

James  Ferrell,  M.D.,  Paris 

Robert  Johnson,  M.D.,  Beaver  Dam 

J.  E.  Stephenson,  M.D.,  Ashland 

Thomas  G.  Parker,  M.D.,  Murray 


REFERENCE  COMMITTEE  NO.  2 

Scientific  Assembly  and  Medical  Education 

Paul  J.  Parks,  M.D.,  Bowling  Green,  chairman 
Eugene  H.  Conner,  M.D.,  Louisville 
James  Harris,  M.D.,  Paducah 
J.  Sankey  Williams,  M.D.,  Nicholasville 
Robert  J.  Salisbury,  M.D.,  Mt.  Sterling 

REFERENCE  COMMITTEE  NO.  3 

Legislative  Activities 

Carl  Cooper,  M.D.,  Bedford,  chairman 
David  A.  Hull,  M.D.,  Lexington 
W.  Faxon  Payne,  M.D.,  Hopkinsville 
Barton  L.  Ramsey,  Jr.,  M.D.,  Somerset 
J.  C.  Salato,  M.D.,  Columbia 


REFERENCE  COMMITTEE  NO.  4 

Public  Service  and  Allied  Professions 

Fred  C.  Rainey,  M.D.,  Elizabethtown,  chairman 
W.  E.  Becknell,  M.D.,  Manchester 
James  B.  Tolliver,  M.D.,  Whitesburg 


REFERENCE  COMMITTEE  NO.  6 

Constitution  and  Bylaws;  Special  Committees 

W.  Vinson  Pierce,  M.D.,  Covington,  chairman 

John  M.  Baird,  M.D.,  Danville 

E.  L.  Marion,  M.D.,  Glasgow 

Henry  W.  Post,  M.D.,  Louisville 

J.  M.  Stevenson,  M.D.,  Brooksville 

REFERENCE  COMMITTEE  NO.  7 

Miscellaneous  Business 

Irving  F.  Kanner,  M.D.,  Lexington,  chairman 
W.  Fielding  Rubel,  M.D.,  Louisville 
Robert  P.  Simmons,  M.D.,  Greensburg 
Charles  L.  Bland,  M.D.,  Leitchfield 
Harvey  Page,  M.D.,  Pikeville 


CREDENTIALS  COMMITTEE 

Donn  L.  Smith,  M.D.,  Louisville,  chairman 
Graydon  A.  Long,  M.D.,  Lexington 
C.  J.  Brueggemann,  M.D.,  Covington 


Nominating  Committee  Meeting  Set  for  Monday,  Sept.  19 


The  KMA  Nominating  Committee  will  hold  an 
open  meeting  following  the  close  of  the  first  session 
of  the  House  of  Delegates  on  Monday  morning, 
September  19. 

At  that  time  members  wishing  to  confer  with 
the  committee  may  do  so.  Location  of  the  open 
meeting  wll  be  announced  later. 

At  the  end  of  the  first  scientific  session  on  Tues- 
day morning,  September  20,  the  Committee’s  final 
recommendations  will  be  reported.  Other  nomina- 


tions may  be  made  from  the  floor  at  the  House  of 
Delegates  meeting  on  Wednesday  evening,  Septem- 
ber 21.  The  House  will  vote  on  the  nominees  at 
the  close  of  the  second  session  on  Wednesday. 

W.  Vinson  Pierce,  M.D.,  Covington,  is  chairman 
of  the  Nominating  Committee.  Other  members  are: 
Harold  B.  Barton,  M.D.,  Corbin;  Ballard  M.  Cassady, 
M.D.,  Pikeville;  Irving  L.  Kanner,  M.D.,  Lexing- 
ington;  and  William  T.  Rumage,  Jr.,  M.D.,  Louis- 
ville. 
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The  Kentucky  Hotel 
KMA  Annual  Meeting  Headquarters 


SCIENTIFIC  SESSIONS  featuring  prominent  guest  speakers  and  closed  circuit  color  television  seminars  are  sched- 
uled on  September  20,  21,  and  22  at  the  Convention  Center  in  Louisville.  The  television  panels  will  consider 
a variety  of  subjects,  including,  “Erythroblastosis  Fetalis”,  “Management  of  Infections”,  “Drugs”  and  “Pelvic 
Laparotomy”. 

SEVENTY-FIVE  TECHNICAL  EXHIBITS  will  display  new  developments  in  pharmaceuticals,  equipment,  instruments, 
and  medical  literature.  You  will  have  an  opportunity  to  view  products  which  should  be  of  vital  interest  to 
today’s  busy  practitioners  at  30-minute  intermissions  which  have  been  scheduled  during  each  general  and  spe- 
cialty group  session. 

THE  HOUSE  OF  DELEGATES — KMA’s  policy-making  body — will  meet  twice  during  the  1966  Annual  Meeting- 
on  Monday  morning,  September  19  at  9 a.m.  and  on  Wednesday  evening,  September  21  at  7 p.m.  Officers 
for  1966-67  will  be  elected  at  the  final  session.  Both  sessions  will  be  held  in  the  Terrace  Room  of  the  Ken- 
tucky Hotel. 

SIXTEEN  SPECIALTY  GROUPS  will  hold  their  meetings  in  conjunction  with  the  KMA  meeting.  Eight  specialty 
groups  will  meet  Tuesday  afternoon,  September  20  and  eight  on  Thursday,  September  22.  Guest  lecturers  as 
well  as  some  local  physicians  are  scheduled  to  address  the  groups.  No  general  session  is  scheduled  for  either 
Tuesday  or  Thursday  afternoon.  All  KMA  members  are  invited  to  attend  these  meetings. 

THE  PRESIDENT’S  LUNCHEON  will  have  Walter  H.  Judd,  M.D.,  well  known  former  Congressman,  medical  mis- 
sionary, and  lecturer,  who  will  speak  on  “Can  the  Best  be  Better?”  Doctor  Judd  will  be  remembered  by  many 
as  the  keynote  speaker  at  the  1960  Republican  Convention.  KMA's  three  top  awards  will  also  be  presented  at 
the  luncheon. 

ALUMNI  REUNIONS,  long  a tradition  at  KMA  Annual  Meetings,  will  be  held  by  five-year  classes  of  the  Univer- 
sity of  Louisville  School  of  Medicine.  A special  feature  of  this  year's  reunions  will  be  special  hospitality  tours 
of  the  U of  L medical  school  on  Tuesday,  September  20  from  4 to  6 p.m.  Other  reunion  plans  were  incom- 
plete at  press  time. 
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OFFICIAL  CALL 
KMA  Annual  Meeting 

To  the  officers  and  members  of  the  component 
county  medical  societies  of  the  Kentucky  State  Medi- 
cal Association. 

Meeting  Place 

The  Annual  Meeting  of  the  KMA  will  convene 
at  the  Convention  Center,  Louisville,  on  Tuesday, 
Wednesday,  and  Thursday,  September  20,  21,  and  22. 
The  first  general  session  will  be  called  to  order  at 
8:50  a.m.  Tuesday. 

The  House  of  Delegates 

The  first  regular  session  of  the  House  of  Dele- 
gates will  convene  at  9 a.m.,  Monday,  September  19. 
The  second  regular  business  session  will  begin  at 
7 p.m.  Wednesday,  September  21.  Both  sessions  will 
be  held  in  the  Terrace  Room  of  the  Kentucky  Hotel. 

Registration 

The  registration  desk  will  open  at  the  Terrace 
Room  of  the  Kentucky  Hotel  at  8 a.m.  on  Mon- 
day, September  19  and  at  5:30  p.m.,  Wednesday, 
September  21.  It  will  be  open  in  the  technical  ex- 
hibit hall  of  the  Convention  Center  from  8 to  5 
p.m.  on  Tuesday,  September  20;  Wednesday,  Sep- 
tember 21;  and  Thursday,  September  22. 


Annual  Meeting 
Woman’s  Auxiliary  to  the  KMA 

Registration 

Lobby,  Kentucky  Hotel 
Monday  12  Noon — 5:00  PM 
Tuesday  7:30  AM — 5:00  PM 
Wednesday  9:00  AM — 11:00  AM 

(all  times  are  Eastern  Standard) 

Pre-Convention  Legislative  Workshop 
Room  1510 

Monday,  September  19,  2 PM-4  PM 

Mrs.  Harry  Fry  and  Mrs.  George  Griffin,  Cincin- 
nati, conductors  assisted  by  Mrs.  A.  S.  Holmes, 
Legislative  Chairman  and  sponsored  by  KEMPAC. 

Tuesday,  September  20 

Continental  Breakfast,  Room  312  from  8 AM- 
10AM. 

Pre-convention  Board  Breakfast  (subscription):  8 

AM,  Parlor  B,  Kentucky  Hotel.  All  general  officers, 
chairmen  of  standing  an.i  special  committees,  three 
immediate  past  presidents,  councilors,  co-ordinator 
for  Members-at-Large  and  county  auxiliary  presidents 
are  urged  to  attend. 

Formal  Opening  of  Convention:  10  AM,  Mirror 
Room,  Kentucky  Hotel 

Luncheon  (subscription)  honoring  past  presidents. 


Dr.  Walter  Judd  to  Speak  Sept.  21 
At  President’s  Luncheon 

Walter  H.  Judd,  M.D.,  a nationally  recognized 
authority  on  U.S.  foreign  policy  who  served  ten 
terms  in  the  U.S.  Con- 
gress, will  be  the  keynote 
speaker  at  the  1966  KMA 
President’s  Luncheon  at 
the  Kentucky  Hotel,  Wed- 
nesday, September  21. 

“We  are  most  fortu- 
nate to  have  a speaker  of 
Doctor  Judd’s  calibre  for 
this  year’s  luncheon,”  said 
Everett  H.  Baker,  M.D., 
KMA  President,  when  he 
announced  Doctor  Judd’s 
acceptance,  “and  we  know  Kentucky  physicians  will 

be  interested  in  hearing  such  an  outstanding  speak- 
er”. 

His  topic  will  be,  “Can  the  Best  be  Better?” 

Doctor  Judd  was  a member  of  the  Foreign  Affairs 
Committee  for  16  years,  a delegate  to  the  General 
Assembly  of  the  U.N.  in  1957,  and  to  the  World 
Health  Organization  Assembly  in  1950  and  1958. 

During  his  20  years  in  Congress  he  authored  or 
sponsored  innumerable  laws. 

Doctor  Judd  lived  10  years  in  China  as  a medical 
missionary.  During  his  lifetime  he  has  received  nu- 
merous honors  including  the  AMA  Distinguished 
Service  Award,  CARE-MEDICO  World  Humani- 
tarian Award,  and  the  U.S.  Chamber  of  Commerce 
Great  Living  American  Award. 

Doctor  Judd  speaks  to  interested  groups  all  over 
the  country  and  has  appeared  on  many  nationwide 
radio  and  TV  programs.  He  was  keynote  address 
at  the  Republican  National  Convention  in  1960. 

He  will  speak  following  the  luncheon  which  is 
scheduled  for  11:50  a.m.  in  the  Terrace  Room  of 
the  Kentucky  Hotel. 


members-at-large  and  distinguished  guests,  12:30  PM 
Terrace  Room. 

Formal  Convention  Session:  2 PM. 

Wednesday,  September  21 

Continental  Breakfast,  Hospitality  Room,  312,  8 
AM-9: 15  AM. 

Formal  Convention  Session:  9:15  AM,  Mirror 
Room,  Kentucky  Hotel. 

Luncheon-Fashion  Show  (subscription)  honoring 
Mrs.  Karl  Ritter,  President-Elect,  Woman’s  Auxiliary 
to  the  AMA:  12:30  PM,  Flag  Room. 

Gavel  Club  Dinner  for  Past  State  Presidents:  7 
PM. 

Thursday,  September  22 

Post-convention  Board  Breakfast  (subscription): 
8:45  AM,  Parlor  A. 

VISIT  THE  HOSPITALITY  ROOM  AND  HOBBY  SHOW  IN 
ROOM  312  KENTUCKY  HOTEL. 
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1966  Annual  Meeting  Program  Summary 

The  Kentucky  Medical  Association 
September  18,  19,  20,  21,  and  22 

Louisville 


SUNDAY,  SEPTEMBER  18 

Parlor  A,  Kentucky  Hotel 
Ship  Room,  Kentucky  Hotel 


12:30  p.m.  Luncheon  Meeting,  KMA  Board  of  Trustees  

6:30  p.m.  Dinner  Meeting,  Board  of  Directors,  Ky.  Physicians  Mutual 


MONDAY,  SEPTEMBER  19 


8:30  a.m. 
9:00  a.m. 
12:30  p.m. 
2:00  p.m. 
6:00  p.m. 


Orienlation  Program,  New  KMA  Members  Mirror  Room,  Kentucky  Hotel 

First  Meeting,  KMA  House  of  Delegates Terrace  Room,  Kentucky  Hotel 

Luncheon  for  Reference  Committee  Chairmen  Room  317,  Kentucky  Hotel 

Reference  Committee  Meetings  Parlors  A,  B,  C,  D — Rooms  203,  4 & 5,  Kentucky  Hotel 

KEMPAC  Reception,  Banquet  and  Seminar  Flag  Room,  Kentucky  Hotel 


TUESDAY,  SEPTEMBER  20 


8:00  a.m. 
8:50  a.m. 
9:00  a.m. 
2:00  p.m. 


Registration Technical  Exhibit  Hall,  Convention  Center 

Opening  Ceremonies  Scientific  Assembly  Hall,  Convention  Center 

First  Scientific  Session  and  Color  TV  Scientific  Assembly  Hall,  Convention  Center 

Specialty  Group  Sessions,  Convention  Center  (Eight  Specialty  Group  Sessions  will  be  held  simultane- 
ously at  this  time.  Any  KMA  member  may  attend  any  of  these  meetings.  There  will  be  no  General 
Session  at  this  time.  See  pages  678  & 679  in  program.) 


WEDNESDAY,  SEPTEMBER  21 


9:00  a.m. 
11:50  a.m. 
.2:00  p.m. 
5:00  p.m. 
6:00  p.m. 


Second  Scientific  Session  and  Color  TV  Scientific  Assembly  Hall,  Convention  Center 

President's  Luncheon  Terrance  Room,  Kentucky  Hotel 

Third  Scientific  Session  and  Color  TV Scientific  Assembly  Hall,  Convention  Center 

Meeting,  Board  of  Trustees  Parlor  B — Dinner  at  6:00,  Parlor  A,  Kentucky  Hotel 

Subscription  Dinner  and  Meeting,  House  of  Delegates  Terrace  Room,  Kentucky  Hotel 


THURSDAY,  SEPTEMBER  22 

9:00  a.m.  Fourth  Scientific  Session  and  Color  TV  Scientific  Assembly  Hall,  Convention  Center 

12:00  noon  Board  of  Trustees  Luncheon  and  Afternoon  Meeting  Parlor  A,  Kentucky  Hotel 

2:00  p.m.  Specialty  Group  Sessions,  Convention  Center  (Eight  Specialty  Group  Sessions  will  be  held  simultane- 
ously at  this  time.  Any  KMA  member  may  attend  any  of  these  meetings.  There  will  be  no  General 
Session.  See  pages  682  cfe  683  in  program.) 

2:00  p.m.  Meeting  of  County  School  Health  Chairmen  Room  208,  Convention  Center 

A 30-minute  intermission  has  been  scheduled  during  each  morning  and  afternoon 
Scientific  Session  for  visiting  Scientific  and  Technical  Exhibits. 

(Full  Scientific  Program  Starts  on  page  678.) 
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The  Kentucky  Medical  Association 
SCIENTIFIC  PROGRAM 
Joseph  Potts  Thomas  Memorial  Meeting 
Convention  Center,  Louisville 


TUESDAY,  SEPTEMBER  20 

MORNING  SESSION 

General  Session 

Everett  H.  Baker,  M.D.,  Louisville,  KMA  President, 
Presiding 

Theme — “Recent  Advances  in  Fetal  and 
Neonatal  Problems” 

8:50  Opening  Ceremonies 

Welcome — Hoyt  D.  Gardner,  M.D.,  Louis- 
ville 

Invocation — To  be  announced 

9:00  “Neonatal  Kidney  Function” 

Chester  C.  Winter,  M.D.,  Columbus,  Ohio 
9:20  “Premature  Rupture  of  the  Membranes  and  Ef- 
fect on  the  Fetus” 

Willis  E.  Brown,  M.D.,  Little  Rock,  Ark. 
9:40  “The  Undergrown  Infant  and  Neonatal  Flypo- 
glycemia” 

Thomas  K.  Oliver,  Jr.,  M.D.,  Seattle,  Wash. 
10:00  Visit  Exhibits 
10:30  President's  Address 

Everett  H.  Baker.  M.D. 

10:50  Color  TV  Clinic:  “Modern  Concepts  in  Patho- 

genesis, Prevention,  and  Treatment  of  Erythro- 
blastosis Fetalis" 

B.  F.  Andrews,  M.D.,  Louisville,  Moderator 
John  L.  Duhring,  M.D.,  Lexington 
John  G.  Gorman,  M.D.,  New  York,  N.Y. 
Thomas  K.  Oliver,  Jr.,  M.D.,  Seattle,  Wash. 


TUESDAY,  SEPTEMBER  20 

AFTERNOON  SESSION 

Specialty  Group  Meetings 

(There  will  be  no  General  Scientific  Session  on  Tues- 
day Afternoon.  Eight  Specialty  Groups  will  meet  at 
that  time.  All  KMA  members  are  cordially  invited  to 
attend  any  of  these  meetings.) 

Kentucky  Chapter,  American  College  of  Chest 
Physicians 

(Meeting  jointly  with  the  Kentucky  Thoracic  Society) 

Room  104  — Convention  Center 

Fireside  Conferences 

2:00  “Clinical  Cardiology” 

John  Thomas  Reeves,  M.D.,  Lexington,  and 
Armond  Tevia  Gordon,  M.D.,  Louisville, 
Moderators 


CHESTER  C.  WINTER,  M.D. 
Columbus,  O. 


Professor  of  surgery/urology, 
Ohio  State  University  and  di- 
rector of  urology  at  University 
Hospital  and  Children's  Hospit- 
al, Columbus.  Former  assistant 
professor  of  surgery  and  urolo- 
gy, Un'versity  of  California  at 
Los  Angeles,  and  actirsg  head, 
division  of  urology,  UCLA. 
M.D.,  State  University  of  Iowa, 
1946.  Prize  essayist,  American 
Urological  Association,  1956 
and  1957;  first  prize  for  urolo- 
gical exhibits,  AUA,  three 
years;  Winsbury-White  lecturer, 
Royal  Society  of  Medicine,  Lon- 
don, 1965.  Abstractor  for  Urol- 
ogical Survey  publication;  in- 
ternational editor  for  Nuclear 
Medicine  in  Excerpta  Medico, 
1964. 


WILLIS  E.  BROWN,  M.D. 

Little  Rock,  Ark. 

Professor  and  head,  depart- 
ment of  obstetrics  and  gynecol- 
ogy, University  of  Arkansas 
Medical  Center.  Former  teach- 
ing appointments  at  the  Uni- 
versities of  Michigan,  Nebraska 
and  Iowa.  M.D.,  1934,  and 

M.S.,  1939,  University  of  Michi- 
gan. Former  member  of  execu- 
tive board  of  American  College 
of  Obstetricians  and  Gynecolo- 
gists, 1951-64  and  first  vice- 
president,  1963-64;  section 
chairman,  AMA,  1962-63;  sec- 
tion chairman,  SMA,  1952-53; 
director  of  postgraduate  medi- 
cine, University  of  Arkansas, 
1949-56;  currently  on  editorial 
boards  of  Southern  Medical 
Journal  and  Fertility  and  Steril- 
ity. 


THOMAS  K.  OLIVER,  M.D. 
Seattle,  Wash. 

Professor  of  pediatrics  and 
head  of  the  division  of  neona- 
tal biology.  University  of  Wash- 
ington College  of  Medicine. 

Former  instructor  in  pediatrics, 

Cornell  University,  and  medical 
director  of  The  Premature  In- 
stitute, New  York  Hospital-Cor- 
neil  Medical  Center;  former  di- 
rector, regional  respirator  cen- 
ter, Children's  Hospital,  Colum- 
bus, O.,  and  director  of  pul- 
monary laboratory,  department 
of  pediatrics,  Children's  Hos- 
pital and  Ohio  State.  Director 
of  newborn  service,  Ohio  State 
University  Hospital.  M.D.,  Har- 
vard, 1949  Fellow,  American 
Academy  of  Pediatrics;  mem- 
ber Society  for  Pediatric  Re- 
search, and  others. 
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2:30  "Tuberculosis  and  Fungus  Diseases” 

Michael  L.  Furcolow,  M.D.,  Lexington,  and 
I.  Zapolsky,  M.D.,  Louisville,  Moderators 
3:00  Visit  Exhibits 

3:30  "Electrocardiography  and  Vectorcardiography" 

Borys  Siirawicz,  M.D.,  Lexington,  and  Leon- 
ard Leight,  M.D.,  Louisville,  Moderators 
4:00  "X-Ray  Diagnostic  Problems" 

Arthur  Lieber,  M.D.,  Lexington,  and  Thomas 
R.  Marshall,  M.D.,  Louisville,  Moderator 
4:30  “Obstructive  Airway  Disease” 

Richard  P.  O’Neill,  M.D.,  Lexington,  and 
William  Anderson,  M.D.,  Louisville,  Mod- 
erators 


Kentucky  Chapter,  American  College  of 
Physicians 

Room  203  — Convention  Center 

2:00  “Intermittant  Claudication  of  the  Arms”  (A  report 
of  six  cases) 

John  L.  Wolford,  M.D.,  Louisville 

2:20  “Abdominal  Pain  Due  to  Filariasis” 

Henry  C.  Evans,  Jr.,  M.D.,  Harlan 

2:40  “Some  Aspects  of  Diabetic  Visceropathy” 

Paul  Mandelstam,  M.D.,  Lexington,  with 
Arthur  Lieber,  M.D.,  Lexington 
3:00  Visit  Exhibits 

♦3:30  “A  Practical  Approach  to  the  Systemic  Fungus 

Infections” 

Samuel  Saslaw,  M.D.,  Columbus,  Ohio 

4:00  “Hypoprothrombinemic  Hemopericardium  in  the 

Absence  of  Organic  Heart  Disease” 

Stuart  Graves,  M.D.,  Louisville 

Kentucky  Industrial  Medical  Association 

Room  205  — Convention  Center 

2:00  “Life  on  the  Ocean  Bottom” 

George  F.  Bond,  M.D.,  Washington,  D.C. 

3:00  Visit  Exhibits 

3:30  “Medical  Mission  to  Afghanistan” 

Charles  C.  Kissinger,  M.D.,  Henderson 

Kentucky  Orthopaedic  Society 

Room  204  — Convention  Center 

2:00  “Anterior  Lumbar  Fusion” 

Wayne  Kotcamp,  M.D.,  Louisville 

2:30  "New  Approach  to  Surgery  of  the  Spine” 

John  S.  Collis,  M.D.,  Cleveland,  Ohio 

3:00  Visit  Exhibits 

3:30  “Manifestations  of  Skeletal  Diseases  in  the  Head 
and  Neck” 

Howard  H.  Steel,  M.D.,  Philadelphia,  Pa. 

4:00  “A  Study  in  the  Dynamics  of  Knee  Menisci” 
Richard  Pitner,  \T.D.,  Lexington 
O.  B.  Murphy,  M.D.,  Lexington 
David  Stevens,  M.D.,  Lexington 
4:30  Business  Meeting 


*Sponsored  in  part  by  the  education  program  of 
Warner-Chilcott  Laboratories. 


JOHN  C.  GORMAN,  M D. 

New  York,  N.Y. 

Director  of  Blood  Bonk,  Pres- 
byterian Hospital,  New  York; 
associate  in  pathology,  Colum- 
bia University.  Medical  degree, 
University  of  Melbourne,  Aus- 
tralia, 1953;  interne,  St.  Vin- 
cent’s Hospital,  Melbourne; 
residency  training  in  pediatrics, 
St.  Francis  Hospital,  Bronx, 
1955-56;  residency  in  pathology 
at  St.  Francis  and  Francis  Oela- 
field  Hospital,  New  York  City. 
Former  adjunct  pathologist,  Le- 
nox Hill  Hospital,  New  York 
City,  1963-64.  Member  New 
York  Academy  of  Science,  Amer- 
ican Association  of  Blood 
Banks,  American  Association  for 


SAMUEL  SASLAW,  M.D. 
Columbus,  O. 

Chief,  division  of  infectious 
diseases,  Ohio  State  University. 

Project  supervisor,  Ohio  State 
University  Research  Foundation. 

Ph.D.,  1942,  M.D.,  1946,  Ohio 
State  University.  Certified, 

American  Board  of  Internal 
Medicine,  1957.  Diplomate, 

American  Board  of  Microbiolo- 
gy, 1964.  Fellow,  ^mericsn 
College  of  Physicians.  Chair- 
man, N.!.H.  Allergy  end  In- 
fectious Diseases  Progrom — pro- 
ject committee,  1961-65.  Mem- 
ber Ohio  State  Medical  Associ- 
ation Committee  on  Scientific 
Research.  Received  Alumni 
Award  for  Distinguished  Teach- 
ing, Ohio  State  University, 

1963. 


GEORGE  F.  BOND,  M.D. 
Washington,  D.C. 

Captain,  U.S.  Navy  Medical 
Corps,  Washington,  D.C.,  active 
duty  since  1953.  Qualified  Diving 
and  Submarine  Medical  Officer, 
Squadron  Medical  Officer,  1954- 
56;  Officer-in-Charge,  Medical  Re- 
rearch  Laboratory,  1958-64.  Pres- 
ent duty  assignment:  Special  Proj- 
ects Office,  Bureau  of  Naval 
Weapons,  Man-in-the-Sea  Pro- 
gram. Rural  general  practice  in 
Bat  Cave,  N.C.,  founder  and 
director  of  Valley  Clinic  and 
Hospital.  University  of  Florida, 
1939,  A.B.  and  M.A  ; McGill 
University  School  of  Medicine, 
Montreal,  1945,  M.D.  and  C.M. 
Member  of  AMA  Council  on  Rural 
Health,  1947-57;  President’s  Corn- 
miss  on  of  the  Nation's  Health, 
1948;  President,  N.C.  Rural  Health 
Committee,  1947-53;  President, 
10th.  District,  N.C.  Medical  So- 
ciety, 1952. 
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Kentucky  Obstetrical  and  Gynecological  Society 
Assembly  Hall  — Convention  Center 


2:00  Color  TV  Program:  “Pelvic  Laparotomy” 

Edwin  P.  Solomon,  M.D.,  Louisville,  Mod- 
erator 

Douglas  M.  Haynes,  M.D.,  Louisville,  sur- 
geon 

Harold  W.  Baker,  M.D.,  Louisville 
Willis  E.  Brown,  M.D.,  Little  Rock,  Ark. 
Walter  M.  Wolfe,  M.  D.,  Louisville 
3:00  Visit  Exhibits 

3:30  “Clinical  Experience  with  Vesicovaginal  Fistula” 
(with  movie) 

Willis  E.  Brown,  M.D.,  Little  Rock,  Ark. 

4:10  “Stress  Incontinence” 

Arthur  E.  Butterfield,  M.D.,  Lexington 
Donald  E.  Edger,  M.D.,  Lexington 


Kentucky  Society  of  Pathologists 
Room  206  — Convention  Center 

2:00  “Lipoma  with  Bizarre  Cellular  Change” 

Y.  K.  Im,  M.D.,  Covington 

2:20  “The  Single  Unit  Blood  Transfusion" 

E.  J.  Fadell,  M.D.,  Louisville 

2:40  “Cytologic  Differentation  of  In  Situ  and  Invasive 
Carcinoma  of  the  Cervix  in  the  Aged” 

Paul  Card,  M.D.,  Lexington 
Eula  Jean  Noble,  C.T.  (ASCP),  Lexington 
Duane  Tweeddale,  M.D.,  Lexington 
3:00  Visit  Exhibits 

3:30  “Recent  Progress  in  Prevention  and  Sensitization 
to  the  RH  Factor” 

John  G.  Gorman,  M.D.,  New  York,  N.Y. 


Kentucky  Chapter,  American  Academy  of 
Pediatrics 

Room  101  — Convention  Center 

2:00  “Temperature  Regulation  in  the  Newborn” 

Thomas  K.  Oliver,  Jr.,  M.D.,  Seattle,  Wash. 

3:00  Visit  Exhibits 

3:30  “Temperature  Regulation  in  the  Newborn” 

Thomas  K.  Oliver.  Jr.,  M.D. 

Discussion  and  Questions 

4:00  Business  Meeting 


HOWARD  H.  STEEL,  M.D. 
Philadelphia,  Pa. 


Professor  of  orthopedic  surg- 
ery, Temple  University  School 
of  Medicine;  associate  professor 
of  orthopedic  surgery.  Graduate 
School  of  Medicine,  University 
of  Pennsylvania;  chief  surgeon, 
Shriner’s  Hospital  for  Crippled 
Children;  staff  surgeon,  Temple 
University  Medical  Center  ond 
St.  Christopher’s  Hospital  for 
children  (all  in  Philadelphia). 
Former  clinical  professor  of  or- 
thopedic surgery.  University  of 
Washington  Medical  School,  Se- 
attle. Medical  degree,  Temple, 
1945;  M.S.,  Temple,  1951. 

Member,  American  Academy  of 
Orthopedic  Surgeons,  Interna- 
tional College  of  Surgeons,  and 
many  others. 


Doctor  Steel 


JOHN  RANKIN,  M.D. 

Madison,  Wise. 

Director,  pulmonary  research 
and  training  program.  University 
of  Wisconsin  School  of  Medicine. 
Attended  University  of  Glasgow 
Medical  School,  Scotland;  received 
M.D.  degree  University  of  Wis- 
consin Medical  School,  1945. 
Member,  National  Committee  on 
Membership,  American  College  of 
Chest  Physicians.  Fellow,  Ameri- 
can College  of  Chest  Physicians. 
Member,  Committee  on  Chest 
Disease,  Second  National  Confer- 
ence on  Cardiovascular  Disease, 
Washington,  1964;  National  Heart 
institute  Training  Committee, 
U S P.H.S.  Honorary  Fellow,  Royal 
College  of  Physicians. 


EUGENE  C.  KLATTE,  M.D. 
Nashville,  Tenn. 

Professor  and  chairman,  de- 
partment of  radiology,  Vander- 
bilt University  School  of  Medi- 
cine. Former  associate  professor 
of  radiology,  Indiana  Univer- 
sity School  of  Medicine.  M.D., 

Indiana,  1952,  (with  high  hon- 
ors) . Member,  Association  of 
University  Radiologists,  Ameri- 
can Colleige  of  Radiology,  Ra- 
diological Society  of  North 
America,  Society  for  Pediatric 
Radiology,  Southern  Radiologi- 
cal Conference,  Middle  Tennes- 
see Radiological  Society,  South- 
ern and  American  Medical  As- 
sociations. Phi  Beta  Kappa,  Al- 
pha Omega  Alpha. 


Kentucky  Urological  Society 
Room  208  — Convention  Center 

2:00  “Anti-ureteral  Reflux  Surgery” 

Chester  C.  Winter,  M.D.,  Columbus,  Ohio 

2:30  Movie:  “Anti-ureteral  Reflux  Surgery” 

Chester  C.  Winter.  M.D. 

3:00  Visit  Exhibits 
3 :30  “Pyelogram  Presentations” 

Members  and  Residents 

4:25  Business  Meeting 


NORMAN  ALEXANDER  CAMERON,  M.D. 
New  Haven,  Conn. 

Professor  of  psychiatry,  Yale 
University.  Formerly  professor  of 
psychiatry.  University  of  Wis- 
consin, 1947-53;  associate  pro- 
fessor of  psychiatry,  Grace-New 
Haven  Hospital,  New  Haven, 
No  Picture  Conn.  Received  M.D.  from  Johns 

Hopkins  University;  Ph.D.  (psy- 
Availoble  chology)  from  University  of  Michi- 

gan. Interned  at  Johns  Hopkins 
Hospital,  Baltimore,  Md.;  was 
resident  at  Johns  Hopkins  Hos- 
pital, in  psychiatry.  Member  of 
American  Psychol  Association; 
G.A.P.;  A.P.s.A.n.A. 
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WEDNESDAY,  SEPTEMBER  21 

MORNING  SESSION 

General  Session 

George  W.  Pedigo,  M.D.,  Louisville,  Vice-President 
(Central^,  Presiding 

Theme — “Treatment  of  Infections” 

9:00  “Life  on  the  Ocean  Bottom” 

George  F.  Bond,  M.D.,  Washington,  D.C. 

9:20  “Hospital  AccpjirecJ  Infections” 

Howard  H.  Steel,  M.D.,  Philadelphia,  Pa. 
*9:40  “A  Practical  Approach  to  Problems  in  Infectious 
Diseases” 

Samuel  Saslaw,  M.D.,  Columbus,  Ohio 

10:00  Visit  Exhibits 

10:30  Color  TV  Clinic:  “Management  of  Infections” 

Mohammad  Atik,  M.D.,  Louisville,  Moder- 
ator 

Harold  Boyer,  D.D.S.,  Louisville 
John  Rankin,  M.D.,  Madison,  Wise. 

Charles  Fishel,  Ph.D.,  Louisville 
Norton  Waterman,  M.D.,  Louisville 
1 1 :30  Presentation  of  Scientific  Exhibit  Award 


PRESIDENrS  LUNCHEON 

Termce  Room,  Kentucky  Hotel 

11:50 

Everett  B-  Baker ^ M,D.,  Lo^aisvUle,  KM  A Presi- 
dentf  Presiding 

InvocatiOfl 

Rev.  Mr.  F.  Beimett  Hulse„  Jr. 

Beechmont  Methodist  Church.,  Louisville 
Kecognitlon 

Everett  H,  Baker,  M.D. 

Jiewards  Presentation 

William  H.  Bizot.  Louisville,  Chair- 

man, KMA  Awards  Committee 
“Con  the  Best  be  Better” 

WaJter  H.  Judd,  M.D„  Washinjgton,  D.C. 


JOSEPH  E.  TETHER,  M.D. 
Indianapolis,  Ind. 

Assistant  professor  of  neuroU 
ogy,  Indiana  University  Medi- 
cal Center,  1952  to  present. 
Former  director  of  clinics,  as- 
sistant medical  director,  chief  of 
diagnostic  clinic,  and  ossociote 
professor  of  medicine,  Indiana 
University  Medical  Center. 
M.D.,  Johns  Hopkins,  1938.  Cer- 
tified, American  Board  of  'n- 
ternal  Medicine,  1948.  Associ- 
ate, American  Academy  of  Neu- 
rology, 1958.  Fellow,  American 
College  of  Physicians,  1959. 
Member,  medical  advisory 
board,  Myasthenia  Gravis 
Foundation,  1952  to  present. 
Co-author  of  high  school  text- 
books: Modern  Health  and  Hu- 
man Physiology. 


LEON  GOLDMAN,  M.  D. 
Cincinnati,  O. 

Professor  and  chairman.  De- 
partment of  Dermatology,  Col- 
lege of  Medicine,  University  of 
Cincinnati.  Director  of  Laser 
Laboratories,  Medical  Center, 

University  of  Cincinnati  and  the 
Children’s  Hospital  Research 
Foundation.  M.D.,  College  of 
Medicine,  University  of  Cincin- 
nati, 1929.  Director,  dermatolo- 
gy, Cincinnati  Children’s  Hos- 
pital and  Cincinnati  General 
Hospital.  Markle  Research  Fel- 
low Tropical  Dermatology,  1944. 

Member,  American  Dermatologi- 
cal Association;  Society  for  In- 
vestigative Dermatology,  and 
American  Academy  of  Derma- 
tology. 


WEDNESDAY,  SEPTEMBER  21 

AFTERNOON  SESSION 

General  Session 

Donald  K.  Dudderar,  M.P>.,  Newport,  Vice-President 
(Eastern^,  Presiding 

Theme — “New  Dimensions  in  Therapeutics” 

2:00  Color  TV  Clinic:  “Drug  Information  and  the 

Clinician" 

Edmund  D.  Pellegrino,  M.D.,  Lexington, 
Moderator 

David  Burkholder,  Pharm.  D.,  Lexington 
Harris  Isbell,  M.D.,  Lexington 
Paul  Parker,  B.S.,  M.S.,  Lexington 


* Sponsored  in  part  by  the  education  program  of 
Warner-C hilcott  Laboratoi  ies 

deky  Medical  Association  • August  1966 


ROBERT  W.  WEBER,  M.D. 
Salina,  Kans. 


Assistant  clinical  professor  of 
medicine,  University  of  Kansas; 
in  private  practice  of  internal 
medicine  at  Salina  since  1961. 
Former  assistant  professor  of 
medicine  and  microbiology,  Un- 
iversity of  Kansas,  1957-61. 
B.S.,  1947;  M.D.,  1949,  Univer- 
sity of  Kansas;  intern.  Univer- 
sity of  Wisconsin;  research  as- 
sistant, Navy  Medical  research 
unit  1950-52;  resident  in 

internal  medicine,  University  of 
Kansas,  1952-55.  Moderator, 
Infectious  Disease  Symposium, 
Americon  Academy  of  General 
Practice,  Kansas,  1956-65.  Al- 
pha Omega  Alpha;  fellow, 
American  College  of  Physicians. 
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3:00  Visit  Exhibits 

3:30  Subject  to  be  announcect 

Norman  Cameron.  M.D.,  New  Haven,  Conn. 
3:50  “Newer  Techniques  in  Diagnostic  Radiology" 
Eugene  C.  Klatte.  M.D.,  Nashville,  Tenn. 

4:10  “Therapy  in  Myasthenia  Gravis” 

Joseph  Edward  Tether,  M.D.,  Indianapolis, 
Ind. 


THURSDAY,  SEPTEMBER  22 

MORNING  SESSION 

General  Session 

C.  C.  Lowry.  M.D.,  Murray,  Vice-President 
(Western),  Presiding 

9:00  “Some  Uncommon  Drug  Reactions" 

Leon  Goldman,  M.D.,  Cincinnati,  Ohio 

9:20  “Antibiotic  Complications” 

Robert  W.  Weber,  M.D.,  Salina,  Kans. 

9:40  “Anticancer  Agents” 

George  E.  Moore,  M.D.,  Buffalo,  N.Y. 

10:00  Visit  Exhibits 

10:30  Color  TV  Clinic:  “Drugs,  Their  Actions  and  Re- 
actions” 

Randolph  Scheen,  M.D.,  I.ouisville,  Mod- 
erator 

Douglas  Eastwood,  M.D.,  Charlottesville.  Va. 
Robert  J.  McCabe,  M.D.,  Cincinnati,  Ohio 
John  L.  Wolford.  M.D.,  Louisville 

Specialty  Group  Meeting 

Kentucky  Eye,  Ear,  Nose  and  Throat  Society 

Room  205  — Convention  Center 

9:00  “Current  Concepts  in  the  Differential  Diagnosis 
and  Treatment  of  Posterior  Uveitis” 

Robert  J.  Kaiser,  M.D.,  Louisville 

9:45  “Surgical  Approaches  to  the  Orbit” 

Joseph  A.  C.  Wadsworth,  M.D.,  Durham, 
N.C. 

10:45  Business  Meeting — Election  of  Officers 
11:15  “Eye,  Ear,  Nose,  and  Throat  Aspects  of  Myas- 
thenia Gravis” 

Joseph  E.  Tether,  M.D.,  Indianapolis,  Ind 

12:30  President’s  Luncheon 

THURSDAY,  SEPTEMBER  22 

AFTERNOON  SESSION 

Specialty  Group  Sessions 

(There  will  be  no  General  Scientific  Session  on  Thurs- 
day afternoon.  Eight  Specialty  Groups  will  meet  at 
that  time.  All  KM  A members  are  cordially  invited 
to  attend  any  of  these  meetings) 

Kentucky  Society  of  Anesthesiologists 

Room  101  — Convention  Center 

2:00  Business  Meeting 
3:00  Visit  Exhibits 

3:30  “Postoperative  Respiratory  Management” 

Douglas  Eastwood,  M.D.,  Charlottesville,  Va. 


GEORGE  E.  MOORE,  M.D. 

Buffalo,  N.  Y. 

Research  professor  of  biology 
and  director  of  Roswell  Park 
Division,  Graduate  School, 

State  University  of  N.Y.  at 
Buffalo;  Clinical  professor  of 
surgery,  State  University  of 
N.Y.  at  Buffalo,  Director  and 
chief  of  surgery,  Roswell  Pork 
Memorial  Institute.  M.D.,  Uni- 
versity of  Minnesota,  1947; 

Ph.D.,  University  of  Minnesota, 

1950  (surgery).  Certified, 

American  Board  of  Surgery, 

1952;  Diplomate,  American 

Board  of  Surgery.  Member,  So- 
ciety of  Experimental  Biology 
and  Medicine,  the  American  As- 
sociation of  Cancer  Research, 

American  Surgical  Association. 

DOUGLAS  W.  EASTWOOD,  M.D. 
Charlottesville,  Va. 

Professor  and  choirman,  de- 
partment of  anesthesiology,  Uni- 
versity of  Virginia  School  of 
Medicine.  M.D.,  1943,  M.S., 

1949,  both  from  University  of 
Iowa.  Formerly  on  faculty  of 
schools  of  Medicine  at  Wayne 
State  University,  University  of 
Iowa,  and  Washington  Univer- 
sity, Diplomate,  American  Board 
of  Anesthesiology,  1951.  Secre- 
tary, Virginia  Society  of  Anes- 
thesiologists, 1961-64.  Member, 
American  Association  of  Uni- 
versity Profesors;  American  Col- 
lege of  Anesthesiologists,  Amer- 
ican Society  of  Anesthesiol- 
ogists, Inc.,  and  chorter  mem- 
ber, Association  of  University 
Anesthetists. 

VIRGINIA  APGAR,  M.D.,  M.P.H. 

New  York,  N.Y. 

Director,  Division  of  Congenital 
Malformations  Research,  The  Na- 
tional Foundation-March  of  Dimes. 

Specialist  in  problems  of  newborn 
infants,  creator  of  “Apgar  Score.” 

Formerly  professor  of  anesthesi- 
ology of  Columbia  University  Col- 
lege of  Physicians  and  Surgeons; 
attending  anesthesiologist  at  the 
Presbyterian  Hospital,  N.Y.,  N.Y.; 
consultant  anesthesiologist  at  Val- 
ley Hospital  in  Ridgewood,  N.J.; 
and  Goldwater  Memorial  and 
Triborough  Hospitals,  N.Y.,  N.Y. 

Author  and  lecturer,  she  was  ap- 
pointed Lecturer  in  Pediatrics, 

(Teratology),  Cornell  University 
Medical  College.  Member  of 
numerous  medical  societies.  Fel- 
low of  N.Y.  Academy  of  Medicine 
and  N.Y.  Academy  of  Sciences. 

M.D.  from  Columbia  University, 

M.P.H.  from  The  Johns  Hopkins 
University. 
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Kentucky  Dermatological  Society 
Louisville  General  Hospital 

2:00  Dermatology  Clinic  at  General  Hospital 

3:00  Visit  Exhibits 

3:30  “Discussion  of  Clinic  Cases” 

Leon  Goldman,  M.D.,  Cincinnati,  Ohio 


Kentucky  Eye,  Ear,  Nose,  and  Throat  Society 
Room  205  — Convention  Center 

1 :45  “Sudden  Hearing  Loss,  A Medical  Emergency" 
Francis  J.  Peisel,  M.D.,  Louisville 

2:15  “Microsurgical  Technique  for  the  Cataract  Incision” 
Herbert  P.  Hargett,  M.D.,  Jeffersonville,  Ind. 
3:00  Visit  Exhibits 

3:30  “The  Practical  Treatment  of  Glaucoma” 

Joseph  A.  C.  Wadsworth,  M.D.,  Durham, 
N.C. 

4:30  “Rhinoplasty” 

Gerald  D.  Landau,  M.D.,  Louisville 


Kentucky  Cho,pter,  American  Academy  of 
General  Practice 

Assembly  Hall  — Convention  Center 

2:00  “The  Medical  Management  of  the  Surgical  Patient” 
Robert  W.  Weber,  M.D.,  Salina,  Kans. 

2:20  “The  Role  of  the  Family  Physician  in  the  Con- 
trol of  Chronic  Bronchitis  and  Emphysema” 

William  Anderson,  M.D.,  Louisville 

2:40  “Common  Neurosurgical  Problems  in  Infancy  and 
Childhood” 

Charles  Wilson,  M.D.,  Lexington 


Kentucky  Radiological  Society 
Room  203  — Convention  Center 

2:00  “Peripheral  Venography  and  Diagnosis  of  Ab- 
normalities of  the  Peripheral  Venous  System” 
Eugene  C.  Klatte,  M.D.,  Nashville,  Tenn. 

2:30  “Distinguishing  Physical  Features  in  Rheumatic 
Disorders” 

David  Neustadt,  M.D.,  Louisville 

2:45  “Reconstruction  of  Deformed  Rheumatoid  Hands” 
Harold  Kleinert,  M.D.,  Louisville 

3:00  Visit  Exhibits 

3:30  “Phenacetin  Nephritis" 

Orson  Smith,  M.D.,  Louisville 

3:45  “Thoracic  Arteriography” 

T.  R.  Marshall,  M.D.,  Louisville 

4:00  “Medical  Usage  of  Computers" 

Ronald  C,  Kelsey,  Louisville 


Kentucky  Psychiatric  Association 
Room  204  — Convention  Center 

To  be  announced 


Kentucky  Association  of  Public  Health  Physicians 
Room  206  — Convention  Center 

1 :30  “Early  Diagnosis  of  Birth  Defects” 

Virginia  Apgar,  M.D.,  New  York,  N.Y. 

Kentucky  Chapter,  American  College  of 
Surgeons 

Room  104  — Convention  Center 

2:00  “Cell  Culture  of  Malignant  Cells” 

George  E,  Moore,  M.  D.,  Buffalo,  N.Y. 

2:30  “Radical  Procedures  for  Malignancy”  (Movie) 
George  E.  Moore,  M.D.,  Buffalo,  N.’Y. 

3:00  Visit  Exhibits 

3:30  Cancer  Clinical  Conference 

Allan  M.  Lansing,  M.D.,  Louisville 


WA-AMA  Pres. -Elect  to  Speak 

Mrs.  Karl  Ritter,  Lima,  Ohio,  president-elect  of  the 
Woman’s  Auxiliary  to  the  American  Medical  Associa- 
tion, will  address  the  Woman’s  Auxiliary  to  KMA  at 
its  annual  meeting  in  Louisville,  September  20-22. 

Mrs.  Ritter  who  was  chosen  as  president-elect  at  the 
AMA  auxiliary’s  recent  meeting  in  Chicago,  will  speak 
on  Wednesday,  September  21. 


Woman’s  Aux.  Luncheon  Sept.  20 
To  Feature  Dr.  Kissinger 

“Busman’s  Holiday  in  Afghanistan”  is  the  subject 
of  an  illustrated  presentation  to  be  made  by  Charles 
C.  Kissinger,  M.D.,  Henderson,  at  the  Annual  Lunch- 
eon of  the  Woman’s  Auxiliary  to  KMA  in  the  Terrace 
Room  of  the  Kentucky  Hotel,  Tuesday,  September  20. 

“KMA  members  will  have  an  opportunity  to  be 
guests  of  their  wives  at  the  luncheon  session,”  accord- 
ing to  Mrs.  Robert  J.  Salisbury,  Mt.  Sterling,  presi- 
dent of  the  Woman’s  Auxiliary.  Mrs.  Salisbury  urges 
all  KMA  members  to  be  present. 

Doctor  Kissinger  will  speak  on  the  trip  he  made  to 
Afghanistan  for  Medico.  The  luncheon  which  will 
honor  past  presidents,  members  at  large,  and  dis- 
tinguished guests  is  scheduled  for  12:30  p.m. 


REGISTRATION 

Please  register  at  the  Registration  Booth  in 
the  north  end  of  the  Convention  Hall  ffn  the 
Technical  Exhibit  Half)  as  soon  as  you  are  able. 
Hours  are  from  8:00  a.m.  Tuesday,  Wednes- 
day, and  Thursday,  September  20,  21,  and 
22. 

You  are  requested  to  vvear  your  badges  at 
all  times  while  attending  the  meeting. 
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Sept.  19  Orientation  Course  Set 
For  New  KMA  Members 

Over  120  new  KMA  members  will  have  an  op- 
portunity to  take  the  third  KMA  Orientation  Course, 
which  will  be  held  at  the  Kentucky  Hotel,  Monday, 
September  19,  during  the  1966  Annual  Meeting. 

Many  hours  of  preparation  by  the  Orientation 
Committee  have  produced  an  outstanding  program, 
designed  to  better  equip  the  new  KMA  member  in 
meeting  present-day  responsibilities  as  a citizen  and 
as  a physician.  The  fast-moving  session  will  begin 
promptly  at  8:30  a.m.  and  will  adjourn  following 
the  luncheon  program. 

Letters  of  invitation  have  been  sent  to  those 
members  who  have  joined  the  association  since  the 
beginning  of  the  1965  associational  year  and  who 
have  not  yet  attended  an  Orientation  Course.  Fol- 
lowing is  the  program  to  be  presented  at  the  third 
Orientation  Course  on  Monday,  September  19. 


1 1 :05  a.m. 


1 1 :20  a.m. 


1 1 :35  a.m. 


1 1 :45  a.m. 


12:15  a.m. 


“Medico-Press  Relations" 

William  Gladden,  Louisville,  Director  of 
Public  Relations,  WAVE,  Inc. 

“The  National  Scene  for  Medical  Legisla- 
tion” 

John  C.  Quertermous,  M.D.,  Murray, 
Chairman  for  National  Affairs,  KMA 
Council  on  Legislative  Activities 

“State  Legislation  and  the  KMA  Key  Man 
System” 

J.  C.  Cantrill,  M.D.  Georgetown,  Chair- 
man for  State  Affairs,  KMA  Council 
on  Legislative  Activities 

“The  Physicians  Role  in  Legislation  and 
Politics” 

Hoyt  D.  Gardner,  M.D.,  Louisville, 
President  Jefferson  County  Medical  So- 
ciety 

Luncheon  (with  wives! 

“The  Wife’s  Role  in  Organized  Medi- 
cine” 

Mrs.  Robert  J.  Salisbury,  Mt.  Sterling, 
President,  Woman’s  Auxiliary  to  KMA 


KMA  Orientation  Course 

Kentucky  Hotel 

September  19,  1966 

Moderator 

N.  Lewis  Bosworth,  M.D.,  Lexington,  Chairman 


8:00  a.m.  Registration 


8:30  a.m.  Welcome  and  Introduction 

Everett  H.  Baker,  M.D.,  Louisville 
KMA  President 

8:35  a.m.  Structure-Function-Policies  of  Organized 
Medicine 

Andrew  M.  Moore,  M.D.,  Lexington, 
Past  President 

Fayette  County  Medical  Society 
Kentucky  Medical  Association 
Henry  B.  Asman,  M.D.,  Louisville, 

KMA  Secretary 
American  Medical  Association 
Robert  C.  Long,  M.D.,  Louisville,  Mem- 
ber AMA  Board  of  Trustees 


9:20  a.m. 


9:40  a.m. 


9:55  a.m. 


10:10  a.m. 
10:25  a.m. 


“Community  Relations” 

Charles  Rutledge,  M.D.,  Hazard,  Alter- 
nate Delegate  to  AMA 

“Health  Insurance” 

(Blue  Cross-Blue  Shield) 

J.  Ed  McConnell,  Louisville,  Vice-Presi- 
dent, Blue  Cross-Blue  Shield 

“Health  Insurance” 

(Commercial ) 

George  M.  Paterson,  Louisville,  District 
Group  Claims  Manager,  New  York  Life 
Insurance  Company 
Coffee  Break 
“Medical  Ethics” 

Clyde  C.  Sparks,  M.D.,  Ashland,  KMA 
Past  President 


10:45  a.m.  “Medico-Legal  Aspects” 

E.  Gaines  Davis,  Jr.,  Frankfort,  KMA 
Legal  Counsel 


Plan  Special  Med.  School  Tours 
for  U of  L Alumni 

Special  “hospitality”  tours  of  the  University  of 
Louisville  Medical  School  will  be  a new  addition  to 
the  traditional  medical  school  alumni  reunions  held 
during  the  1966  KMA  Annual  Meeting. 

The  special  tours  are  scheduled  for  Tuesday,  Sep- 
tember 20  from  4 to  6 p.m.  Other  reunion  plans  were 
incomplete  at  press  time. 

Eleven  five-year  classes  will  hold  reunions  this  year. 
The  class  of  1916  is  celebrating  its  50th  anniversary 
and  the  class  of  1941  its  25th. 

For  additional  information  on  individual  reunion 
parties  scheduled  for  your  class,  contact  your  chairman 
listed  below.  If  no  chairman  is  listed  for  your  class, 
contact  Les  Shively,  U of  L director  of  alumni  re- 
lations. 

1911 — Oscar  O.  Miller,  M.D.,  Louisville 
1916 — To  be  announced 
1921 — To  be  announced 
1926 — K.  Armand  Fischer,  M.D.,  Louisville 
1931 — William  K.  Keller,  M.D.,  Louisville 
1936 — George  F.  McAuliffe,  M.D.,  Louisville 
1941 — Frederick  Ehrman,  M.D.,  Louisville 
1946 — March — to  be  announced 

July — Alan  Willner,  M.D.,  Clarksville,  Ind. 
1951 — Lyle  Havens,  M.D.,  Jeffersonville,  Ind. 

1956 — David  C.  Shipp,  M.D.,  Louisville 
1961 — To  be  announced 

5 Reserve  Your  Hotel  Space  Now 

If  you  hove  not  made  y^ur  hof^t  reservat!on$  for  the 
KMA  Annuol  Meeting  on  September  20r72,  you  ore  urged 
to  do  so  os  soon  os  possible  by  KMA  President  Cverett  H. 
Baker,  M.D.,  Louisville. 

Hotels  and  motets  in  downtown  Louisville  or  within  easy 
access  of  the  convention  facilities  offer  excellent  accom- 
modations. in  order  to  be  sure  of  rooms,  it  Is  suggested 
that  you  make  your  reservations  now. 
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Color  TV  Clinics  to  Highlight 
1966  Scientific  Program 

Five  closed  circuit  color  TV  clinics  will  highlight 
the  general  sessions  at  the  KMA  Annual  Meeting  in 
Louisville’s  Convention  Center  on  September  20-22, 
according  to  Roderick  Macdonald,  M.D.,  Louisville, 
chairman  of  the  program  committee. 

Closed  circuit  TV  will  also  be  used  in  the  spe- 
cialty group  meeting  of  the  Kentucky  Obstetrical 
and  Gynecological  Society  on  Tuesday  afternoon. 

Television  panel  participants  will  incude  both  na- 
tional and  local  speakers.  The  television  programs 
will  originate  at  the  University  of  Louisville  Medical 
Center  through  the  auspices  of  Smith  Kline  & French 
Laboratories. 

First  color  television  seminar  will  be  on  “Modern 
Concepts  in  Pathogenesis,  Presentation,  and  Treat- 
ment of  Erythroblastosis  Fetalis”  at  10:50  on  Tues- 
day morning,  September  20.  The  Ob-Gyn  group  will 
have  a TV  program  on  “Pelvic  Laparotomy”  at  2 
on  Tuesday  afternoon. 

“Management  of  Infections”  will  be  the  subject 
of  a color  TV  clinic  on  Wednesday  morning  at 
10:30.  That  afternoon  at  2 p.m.,  the  TV  subject  will 
be  “Drug  Information  and  the  Clinician”. 

The  final  general  session  Thursday  morning  at 
10:30  will  feature  a TV  panel  on  “Drugs,  Their  Ac- 
tions and  Reactions”. 


Number  to  Call  is  584-2201 
In  Case  of  Emergency 

If  you  wish  to  be  contacted  while  attenaing  the 
KMA  Annual  Meeting  in  Louisville,  you  should 
leave  the  number  584-2201  (Area  Code  502)  with 
your  home,  office  or  hospital. 

The  Message  Center,  located  in  the  middle  of  the 
Technical  Exhibit  Hall  at  the  Convention  Center,  is 
an  efficient  and  convenient  center  for  the  transfer 
of  messages. 

Individual  physicians  will  not  be  paged.  This  is 
due  to  the  arrangement  of  facilities  for  the  meetings. 

Only  emergency  calls  will  be  posted  on  the  blackboards 
in  the  entrance  lobby  of  the  Convention  Center  and 
the  Scientific  Assembly  Hall.  All  messages  will  be 
on  file  and  may  be  picked  up  at  the  message  center. 
You  are  asked  to  check  there  frequently  for  your 
calls. 

If  you  wish  to  locate  other  physicians  yOU  may  do  SO 
through  the  message  center.  Just  call  584-2201  and 
ask  that  your  message  be  delivered. 

Phone  number  at  the  Kentucky  Hotel  is  587-1181. 
If  you  are  attending  the  meetings  of  the  House 
of  Delegates  on  Monday,  September  19  (beginning 
at  9 a.m.)  or  Wednesday  evening,  September  21 
(starting  at  6:30)  your  calls  should  be  directed  to 
the  Terrace  Room. 

“In  order  to  receive  all  calls  and  messages  quickly, 
all  physicians  are  urged  to  make  use  of  the  mes- 
sage center,”  said  Everett  H.  Baker,  M.D.,  Louis- 
ville, KMA  president.  Trained  employees  of  Southern 
Bell  will  staff  the  center. 


Senator  Fannin  Senator  Inouye 


Sen.  Fannin,  Inouye  to  Speak 
at  Annual  KEMPAC  Seminar 

Senators  Paul  J.  Fannin  (R. — Ariz. ) and  Daniel 
K.  Inouye  (D. — Hawaii)  will  be  featured  speakers 
at  the  fourth  annual  seminar  of  the  Kentucky  Edu- 
cational Medical  Political  Action  Committee 
(KEMPAC)  on  Monday  evening,  September  19,  at 
the  Kentucky  Hotel. 

“Future  Legislative  National  Programs  Relating  to 
Medicine”  is  the  topic  of  this  year’s  seminar.  A recep- 
tion in  the  Flag  Room  at  6 p.m.  will  precede  a din- 
ner at  7 p.m.,  according  to  an  announcement  from 
Richard  F.  Greathouse,  M.D.,  Louisville,  secretary  of 
the  KEMPAC  Board  of  Directors.  The  seminar  will 
follow  the  dinner. 

George  J.  Lawrence,  Jr.,  M.D.,  Flushing,  N.Y., 
will  represent  AMPAC  at  the  seminar.  He  is  former 
secretary-treasurer  of  AMPAC  and  a member  of  its 
Board  of  Directors. 

Republican  Senator  Fannin,  a member  of  the  Senate 
Interior  and  Insular  Affairs  Committee  and  the  Sen- 
ate Labor  and  Public  Welfare  Committee,  was  elected 
to  the  U.S.  Senate  in  1964.  A native  of  Ashland,  Ky., 
he  graduated  from  Stanford  University  in  1930.  A 
former  Governor  of  Arizona,  he  served  three  terms 
on  the  executive  committee  of  the  National  Gover- 
nors’ Conference.  He  was  a member  of  the  Presi- 
dent’s Civil  Defense  Advisory  Council  in  1963-4.  In 
1963,  he  was  chairman  of  the  Western  Governors’ 
Conference. 

Democratic  Senator  Inouye,  who  was  the  first 
American  of  Japanese  ancestry  in  Congress,  was 
elected  to  the  Senate  in  1962  at  the  age  of  38  after 
serving  two  terms  as  Hawaii’s  first  Representative. 
Born  in  Honolulu,  Inouye  served  in  Italy  and  France 
during  World  War  II  and  lost  his  right  arm  in  battle. 
He  started  as  a private  and  ended  up  as  a captain, 
winning  the  Distinguished  Service  Cross  and  the 
Bronze  Star.  A law  school  graduate  of  George  Wash- 
ington University,  he  is  chairman  of  the  speakers 
bureau  of  the  Democratic  Senatorial  Campaign  Com- 
mittee and  is  on  the  Armed  Services  and  the  Public 
Works  committees. 
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KMA  Annual  Meeting  to  Honor 
1886  President,  J.P.  Thomas 

The  1966  Kentucky  Medical  Association  An- 
nual Meeting  will  be  officially  titled  the  Joseph 
Potts  Thomas  Memorial 
Meeting  in  remem- 
brance of  the  1886 
president  of  the  As- 
sociation. 

The  tradition  of  hon- 
oring a past  president 
of  KMA  or  some  dis- 
tinguished physician 
each  year  at  the  An- 
nual Meeting  was 
started  in  1935. 

KMA  Historian,  Eu- 
gene H.  Conner,  M.D.,  Louisville,  has  written  an 
interesting  biography  of  Doctor  Thomas  for  the 
program  booklet,  which  will  be  distributed  at 
the  Annual  Meeting  in  Louisville,  September  20, 
21,  and  22. 

KMA  Official  Historian 

Eugene  H.  Connor,  M.D.,  Louisville 

Named  KMA  historian  in  April,  1964,  to  replace 
the  late  Emmet  Field  Horine,  M.D.,  Brooks,  Doctor 
Connor  is  also  Book  Re- 
view Editor  of  The  Jour- 
nal. A graduate  of  the 
University  of  Maryland 
School  of  Medicine  in 
1945,  he  is  professor  of 
anesthesiology  and  head 
of  the  anesthesiology  de- 
partment at  the  University 
of  Louisville  School  of 
Medicine.  Doctor  Connor 
was  special  editor  of  the 
60th  anniversary  historical  edition  of  The  Journal 
published  in  November,  1963.  He  is  currently  editor 
of  the  Bulletin  of  the  Jefferson  County  Medical  So- 
ciety. Before  coming  to  Louisville  he  was  director 
of  anesthesiology  at  Philadelphia  General  Hospital 
and  assistant  professor  of  anesthesiology  at  the  Uni- 
versity of  Pennsylvania. 

KMA  to  Give  Three  Top  Awards 
at  President’s  Luncheon 

Presentation  of  KMA’s  three  top  awards  will  be 
a feature  of  the  1966  President’s  Luncheon  on  Wed- 
nesday noon,  September  21,  in  the  Kentucky  Hotel’s 
Terrace  Room,  according  to  William  H.  Bizot,  M.D., 
Louisville,  Awards  Committee  chairman. 

The  three  annual  awards  are  the  Distinguished 
Service  Medal,  the  Outstanding  General  Practitioner 
Award,  and  the  R.  Haynes  Barr  Award.  In  1965, 
J.  Duffy  Hancock,  M.D.,  Louisville,  received  the 
Distinguished  Service  Award  and  W.  Gerald  Edds, 
M.D.,  Calhoun,  was  given  the  Outstanding  GP 


Award.  Mrs.  James  S.  Frankel,  Lexington,  was 
awarded  the  R.  Haynes  Barr  Award  for  outstanding 
service  by  a layman  in  the  field  of  public  health. 

The  Awards  Committee  will  present  its  nomina- 
tions for  the  first  two  awards  to  the  House  of  Dele- 
gates at  its  first  session  on  Monday,  September  19. 
Other  nominations  may  be  made  from  the  floor. 
The  recipient  of  the  Barr  award  is  made  by  the 
Awards  Committee. 

Those  serving  with  Doctor  Bizot  on  the  Awards 
Committee  are:  Richard  Grlse,  M.D.,  Bowling 

Green;  James  M.  Keeton,  M.D.,  Ashland;  Joseph 
Keith,  Jr.,  M.D.,  Lexington;  and  Max  D.  Klein, 
M.D.,  Shelbyville. 

1 966-67  Officers  to  be  Elected 
At  Final  House  Session 

Officers  of  KMA  for  1966-67  will  be  elected  at  the 
final  session  of  the  House  of  Delegates  on  Wedns- 
day  evening,  September  21.  Officers  to  be  chosen 
at  that  time  are; 

President-Elect  (Western)  One  Year 

Vice-Presidents  (Central)  One  Year 

(Eastern)  One  Year 

(Western)  One  Year 

♦Secretary:  tliree  years,  (incumbent,  Henry  B.  Asman,  M.D., 
Louisville) 

♦Treasurer:  tliree  years,  (incumbent,  Keitli  P.  Smitli,  M.D., 
Corbin) 

♦AMA  Delegates:  for  term-Jan.  1,  1967  to  Dec.  31,  1968 
(incumbent  J.  Tliomas  Giannini,  M.D.,  Louisville) 

♦AMA  Alternate  Delegate:  for  term — Jan.  1,  1967  to  Dec. 
31,  1968  (incumbent,  Charles  G.  Bryant,  M.D.,  Louisville) 
Five  new  trustees  will  be  elected  for  regular  three- 
year  terms  and  one  will  be  elected  to  fill  the  un- 
expired term  of  the  late  James  W.  Archer,  M.D., 
Paintsville,  in  the  Fourteenth  District.  A list  of 
districts  which  will  elect  trustees  follows. 

♦Fifth  District  (incumbent,  A.  O.  Miller,  M.D.,  Louisville) 
♦Sixth  District  (incumbent,  Rex  E.  Hayes,  M.D.,  Glasgow) 
♦Eighth  District  (incumbent,  W.  Donald  Janney,  M.D., 
Covington) 

Eleventh  District  (incumbent,  Hubert  C.  Jones,  M.D., 
Berea) 

Fourteenth  District  (to  fill  unexpired  term  ending  1968) 
♦Fifteenth  District  (incumbent,  E.  C.  Seeley,  M.D.,  London) 
Doctor  Jones  has  served  two  full  terms  and  there- 
fore may  not  succeed  himself.  Doctor  Seeley  com- 
pleted the  unexpired  term  of  R.  E.  Pennington, 
M.D.,  who  was  made  president-elect  in  1965  and 
he  is  eligible  for  re-election. 

II  are  eligible  for  re-election 
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Opportunity  to  Keep  Up  ivith  Research  Advances 
Offered  by  1966  Technical  Exhibits 


The  75  technical  exhibits  at  your  Annual  Meeting 
offer  you  an  unparalleled  opportunity  to  keep  up 
with  expanding  research  in  pharmaceuticals  and  the 
newest  developments  in  medical  instruments,  equip- 
ment, literature,  and  services.  Their  graphic  presen- 
tations condense  an  encyclopedia  of  ideas  and  give 
you  a chance  to  weigh  the  merits  of  services  and 
products  bearing  a close  and  ethical  relationship  to 
your  practice. 

In  the  care  and  treatment  of  your  patient,  you 
and  the  ethical  drug  manufacturers  share  a mutual 
responsibility  in  which  the  exchange  of  information 
is  essential.  Both  you  and  your  patients  should  bene- 
fit from  the  increased  knowledge  you  will  gain  from 
a visit  to  the  technical  exhibits. 

A 30-minute  intermission  has  been  planned  for 
each  morning  and  afternoon  general  scientific  session 
and  during  the  specialty  group  meetings  so  that 
every  physician  will  have  time  to  visit  the  exhibits. 


TECHNICAL  EXHIBITORS 


Abbott  Laboratories  (20) 

Ames  Company  (60) 

Arnar-Stone  Laboratories,  Inc.  (51  ) 
Ayerst  Laboratories  (12) 

Blaine  Company  (73) 

Blue  Cross-Blue  Shield  (25) 

Borcherdt  Company  (21) 

Borden  Company,  Pharmaceutical  Division 
(39) 

Bristol  Laboratories  (34) 

Burroughs  Wellcome  & Co.  (U.S.A.),  Inc. 
(43) 

Burton,  Parsons  & Company,  Inc.  (75) 

Carnation  Company  (36) 

Central  Dairy  Council  (66) 

Ciba  Pharmaceutical  Company  (22) 
Coca-Cola  Company,  The  (69) 
Crocker-Fels  Company,  The  (70) 

Dictaphone  Corporation  (31) 

Dome  Chemicals  (64) 

Dorsey  Laboratories  (62) 

Eaton  Laboratories  (50) 

Encyclopaedia  Britannica,  Inc.  (61  ) 

Flint  Laboratories  (5) 

Geigy  Pharmaceuticals  (58) 

Gerber  Products  Company  (74) 

Guild  of  Prescription  Opticians  of  Ken- 
tucky (8) 

Hancock,  John  (68) 


Hewlett-Parkard/Crossley  Sales  Division 
(4) 

Kay  Surgical,  Inc.  (33) 

Kentucky  Pepsi-Cola  Bottlers  Association 
(54) 

Lederle  Laboratories  (14) 

Lee,  A.  P.  Agency  (72) 

Lilly,  Eli  and  Company  (19) 

Lippincott,  J.  B.  Company  (11) 

Majors,  J.  A.  Company  (17) 

Malkin  Instrument  Company  (67) 

McNeil  Laboratories,  Inc.  (10) 

Mead  Johnson  Laboratories  (26) 

Medco  and  Siemens  (2) 

Medical  Protective  Company,  The  (63) 
Merck  Sharp  & Dohme  (7) 

Merrill  Lynch,  Pierce,  Fenner  & Smith,  Inc. 
(52) 

Meyer  Laboratories  (65) 

Mosby,  C.  V.  Company,  The  (27) 
Mutual  Benefit  Life  Insurance  of  Newark, 
New  Jersey  (35) 

Ortho  Pharmaceutical  Corporation  (32) 

Parke,  Davis  & Company  (15) 

Pfizer  Laboratories  (44) 

Poythress,  William  P.  & Co.,  Inc.  (55) 

Ransdell  Surgical,  The  (56) 

Reynolds,  R.  J.  Tobacco  Company  (29) 


Richards  Manufacturing  Company  (53) 
Robins,  A.  H.  Company,  Inc.  (57) 

Roche  Laboratories  (13) 

Roerig,  J.  B.  & Company  (1) 

Ross  Laboratories  (49) 

Sandoz  Pharmaceuticals  (9) 

Schering  Corporation  (23) 

Searle,  G.  D.  & Co.  (16) 

Sherman  Laboratories  (30) 

Smith  Kline  & French  Laboratories  (6) 
Smith,  Miller  & Patch,  Inc.  (59) 

Snell’s  Artificial  Limb  & Brace  Company 
(41  ) 

Squibb,  E.  R.  & Sons  (45) 

Stuart  Company,  The  (Division  of  Atlas 
Chemical  Industries,  Inc.)  (28) 

Syntex  Laboratories,  Inc.  (71  ) 

Tafel  Surgical  Supply  Co.,  Inc.  (37) 

3M  Business  Products  Sales,  Inc.  (48) 

United  States  Tobacco  Company  (3) 

U.S.  Vitamin  & Pharmaceutical  Corp.  (42) 
Upjohn  Company  (47) 

Wallace  Laboratories  (38) 

Warren-Teed  Pharmaceuticals  (46) 
Westwood  Pharmaceuticals  (40) 

Winthrop  Laboratories  (18) 

Wocher,  Max  4 Son  Company,  The  (24) 
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LOUISVILLE  COUNTRY  CLUB’S  beautiful  18-hole  golf  course  on  Upper  River  Road  in  Louisville  will  be  the  location  of  this 
year's  KMGA  golf  tournament,  to  be  held  Monday,  September  19.  The  tournament  is  held  annually  in  conjunction  with 
the  KMA  Annual  Meeting. 


Louisville  Country  Club  to  Host  1966  KMA  Golf  Tournament  Sept.  19 


Arrangements  have  been  made  to  hold  the  1966 
Kentucky  Medical  Association  Golf  Tournament  at 
the  Louisville  Country  Club  on  Upper  River  Road 
on  September  19.  The  extensive  rebuilding  of 
the  fairways  at  this  beautiful  club,  which  necessitated 
the  cancellation  of  plans  for  last  year,  has  been 
very  satisfactory,  and  the  course  should  be  in  fine 
condition. 

The  tournament,  an  annual  event,  is  being  held 
again  this  year  in  conjunction  with  the  KMA  An- 
nual Meeting  in  Louisville.  The  country  club  will 
be  open  that  day  to  KMA  members  entering  the 
tournament,  according  to  James  Douglas,  M.D., 
Louisville,  chairman  of  the  KMA  Golf  Committee. 


All  participants  will  tee  off  between  10:00  a.m. 
and  2:00  p.m.  KMA  members  desiring  to  play  in 
this  year’s  tournament  must  submit  their  dues  and 
application  forms  prior  to  the  registration  deadline  of 
Thursday,  September  1.  (See  applicatioti  form  be- 
low.) 

Locker  room  attendants,  pro-shop  attendants,  and 
caddies  will  be  made  available  by  the  club.  A limited 
number  of  golf  carts  will  be  available. 

Permanent  trophies  will  be  given  to  low  net  and 
low  gross  winners  in  the  championship  and  senior 
divisions.  Other  prizes  will  be  presented.  The  Callo- 
way handicap  scoring  system  will  be  used.  Partici- 
pants need  not  submit  handicaps. 


APPLICATION  FOR  MEMBERSHIP 
KMA  Golf  Association 

Please  complete  and  return  immediately  to:  KMA  Golf  Committee 

Kentucky  Medical  Association 

3532  Janet  Avenue,  Louisville,  Kentucky  40205 

Name  

Address  (Town)  

Amount  enclosed: $7  (Regular  playing  member)  $4  (non-playing  member) 

. . . . $4  (I  am  a member  of  Louisville  Country  Club)  Ottiers  I would  like  to  play  with  are: 

I would  like  to  tee  off  at  the  following  time  

TOURNAMENT  WILL  BE  HELD  MONDAY,  SEPTEMBER  19. 
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PROGRAM 

FORTY-FOURTH  ANNUAL  CONVENTION 
Of  The 

WOMAN’S  AUXILIARY 
To  The 

KENTUCKY  MEDICAL  ASSOCIATION 

SEPTEMBER  20-21-22 
1966 

KENTUCKY  HOTEL  LOUISVILLE,  KENTUCKY 


REGISTRATION 

Lobby,  Kentucky  Hotel 

Monday  12  Noon  - 5:00  PM 
Tuesday  7:30  AM  - 5 PM 
Wednesday  9:00  AM  - 1 1 :00  AM 

(all  limes  are  Eastern  Standard) 

PRE-CONVENTION 
LEGISLATIVE  WORKSHOP 


MONDAY,  SEPTEMBER  19th-2PM-4PM 


Mrs.  Harry  Fry  and  Mrs.  George  Griffin,  Cin- 
cinnati, conductors,  assisted  by  Mrs.  A.  S.  Holmes, 
Legislative  Chairman.  This  workshop  is  sponsored 
by  KEMPAC  and  will  be  held  in  Room  1510. 


TUESDAY,  SEPTEMBER  20 

8:00  AM 

Pre-convention  Board  Breakfast  (subscription):  Parlor 
B,  Kentucky  Hotel.  All  general  officers,  chairmen 
of  standing  and  special  committees,  three  past  presi- 
dents, councilors,  co-ordinator  for  members-at-large, 
and  the  county  presidents  are  urged  to  attend. 
Continental  Breakfast: 

Room  312,  8 AM-10  AM 


10:00  AM 
MIRROR  ROOM 

Formal  opening  of  the  44th  Annual  Convention  of 
the  Woman’s  Auxiliary  to  the  Kentucky  Medical 
Association. 


Mrs.  Robert  J.  Salisbury,  President,  presiding 

Invocation Mrs.  Paul  E.  Lett,  Lancaster, 

Chaplain 

Pledge  of  Allegiance  to  the  Flag 

Mrs.  Mark  Judge,  Central  City 

Pledge  of  Loyalty Mrs.  J.  Murray  Kinsman, 

Louisville,  National  Director, 
Auxiliary  to  the  AMA 


Address  of  Welcome  Mrs.  S.  Randolph  Scheen, 

President,  Jefferson  County 
Presentation  of  Distinguished  Guests 

Mrs.  Robert  J.  Salisbury,  Mt.  Sterling 

In  Memoriam Mrs.  Paul  E.  Lett,  Lancaster, 

Chaplain 

Adoption  of  Convention  Rules 

Mrs.  Earl  W.  Roles,  Louisville, 
Parliamentarian 

Announcements  Mrs.  Hugh  P.  Adkins, 

Convention  Chairman 
Roll  Call  of  Delegates  . Mrs.  James  A.  Harris,  Paducah, 

Recording  Secretary 
Minutes  of  the  43rd  Annual  Meeting 

Mrs.  James  A.  Harris 
Report  of  the  1 966  National  Convention 

Mrs.  Guy  Morford,  Owensboro, 
Past  President 

Report  of  the  Councilor  of  the 
Woman’s  Auxiliary  to  the  Southern  Medical  Association 
Mrs.  Harold  B.  Barton,  Corbin 

Greetings Mrs.  Shelley  Bennet, 

President  WA-SAMA, 
University  of  Kentucky 

Greetings Mrs.  Theodore  Buckner,  President, 

WA-SAMA,  University  of  Louisville 

President’s  Report  Mrs.  Robert  J.  Salisbury 

Reports  of  Officers 

President-Elect  and  Membership  Chairman 

Mrs.  Raymond  E.  Jones,  Louisville 
Vice  Presidents  . Mrs.  Ballard  W.  Cassady,  Pikeville 
Mrs.  Charles  C.  Kissinger,  Henderson 
Mrs.  O.  L.  May,  Danville 
Treasurer  ....  Mrs.  William  C.  Durham,  Louisville 
Corresponding  Secretary  ....  Mrs.  Joseph  Keith,  Jr., 

Lexington 

Reports  of  Councilors 
Reports  of  Chairman 
Unfinished  Business 
New  Business 

Resolution  from  the  Board  of  Directors 
Report  of  the  Nominating  Committee 

Mrs.  J.  Jack  Martin,  Tompkinsville, 
Chairman 

Presentation  of  the  1 966-67  Budget 

Mrs.  J.  Murray  Kinsman,  Louisville, 
Finance  Chairman 

Election  of  the  1966-67  Nominating  Committee 
Presentation  of  Legislation  Appreciation  Award 

Mrs.  A.  S.  Holmes,  Corbin, 
Legislation  Chairman 
Presentation  of  “Helping  Hands’’  Award 

Mrs.  Everett  O.  Blair,  Morehead, 
Rural  Health  Chairman 
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Report  of  Registration Mrs.  Morgan  R.  Colbert, 

Louisville 


LUNCHEON 
12:30  PM 
TERRACE  ROOM 
Honoring 

Past  Presidents,  Member-at-Large,  and 
Distinguished  Guests 

Invocation  Mrs.  Wendell  R.  Kingsolver,  Carlisle 

Presentation  of  Membership  Awards 

Mrs.  Raymond  E.  Jones,  Louisville 
“Busman's  Holiday  in  Afganistan" 

Dr.  and  Mrs.  Charles  C.  Kissinger,  Henderson 
Introduction  by  Mrs.  Daryl  P.  Harvey,  Glasgow, 
Chairman,  Program  Committee 

2:00  PM 
MIRROR  ROOM 

Reports  of  County  Auxiliary  Presidents 
Vice  Presidents  presiding: 

Mrs.  Ballard  W.  Cassady 
Mrs.  Charles  C.  Kissinger 
Mrs.  O.  L.  May 

Barren-Metcalf,  Bell,  Boyd-Carter-Greenup,  Boyle, 
Bourbon,  Calloway,  Christian,  Daviess,  Fayette, 
Franklin,  Fulton,  Hardin-Larue,  Harlan,  Henderson, 
Hopkins,  Jefferson,  Johnson-Floyd-Magoffin,  Laura! 
Madison,  Marion-Washington,  Mason,  McCracken, 
Montgomery-Bath-Menifee,  Muhlenburg,  Perry-Knott, 
Pike,  Pulaski,  Rowan,  Taylor-Green,  Warren,  Whitley 


WEDNESDAY,  SEPTEMBER  21 

9:15  AM 
MIRROR  ROOM 

Invocation Mrs.  J.  O.  Stein,  Somerset 

Roll  Call  Mrs.  James  A.  Harris 

Reading  of  the  Minutes  Mrs.  James  A.  Harris 

Presentation  of  Distinguished  Guests 

Announcements Mrs.  Hugh  P.  Adkins 

Presentation  of  Community  Service  Award 

Mrs.  Robert  J.  Salisbury 

Address Mrs.  Karl  Ritter,  Lima,  Ohio, 

President-Elect  Woman’s  Auxiliary 
to  the  AMA 

Election  of  Officers 

Installation  of  Officers  Mrs.  Karl  Ritter 

Presentation  of  Gavel  and  Pin  .Mrs.  Robert  J.  Salisbury 

Inaugural  Address 

Mrs.  Raymond  E.  Jones 
Announcement  of  Committee  Chairmen 

Mrs.  Raymond  E.  Jones 
Presentation  of  Past  President's  Pin  . Mrs.  Earl  W.  Roles 

Address  Everett  H.  Baker,  M.D., 

President  of  KMA 
Final  report  of  Registration  . . Mrs.  Morgan  R.  Colbert 
Courtesy  Resolutions  . . Mrs.  David  M.  Cox,  Louisville 

LUNCHEON  AND  STYLE-SHOW 
12:30  PM 
FLAG  ROOM 
Honoring 

Mrs.  Karl  Ritter,  President-Elect 
Woman's  Auxiliary  to  the  American  Medical  Association 

Invocation Mrs.  James  L.  Ferrell,  Paris 

Presentation  of  Distinguished  Guests 
Presentations  of  Officers 
Fashion  Show 
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THURSDAY,  SEPTEMBER  22 

8:45  AM 
PARLOR  A 

Post-Convention  Board  Breakfast 


Presiding  Mrs.  Raymond  E.  Jones 

Invocation Mrs.  Morgan  R.  Colbert 


Meeting  of  Membership  Committee 


RULES  OF  THE  CONVENTION 

1.  Badges  must  be  worn  by  the  voting  body  during 
all  general  sessions. 

2.  Delegates’  privileges  are  transferable  only  with 
the  knowledge  and  approval  of  the  Credentials 
Committee. 

3.  Officers  and  delegates  are  requested  to  sit  in 
the  sections  assigned  to  them.  All  persons  ap- 
pearing on  the  program  are  requested  to  sit 
near  the  front. 

4.  When  addressing  the  Chair,  a speaker  shall  an- 
nounce her  name  and  the  name  of  her  county 
auxiliary. 

5.  Each  speaker  from  the  floor  shall  be  limited  to 
two  minutes.  No  one  shall  speak  more  than 
twice  on  the  same  question. 

6.  Officers  giving  reports  shall  be  limited  to  three 
minutes. 

7.  County  presidents  giving  reports  shall  be  limited 
to  two  minutes  unless  more  time  is  specified  by 
the  president. 

8.  A time  keeper  shall  notify  each  speaker  when  the 
allotted  time  has  expired. 

9.  Only  a voting  member  shall  offer  motions  and 
vote.  Motions  must  be  in  writing,  signed  by  the 
mover,  and  presented  to  the  recording  secretary, 
when  so  requested  by  the  Chair. 

10.  No  announcements  shall  be  made  from  the  floor. 
All  announcements  of  a vital  nature  shall  be 
made  from  the  platform  with  the  consent  of  the 
president  after  they  have  been  submitted  in  writ- 
ing to  her. 

1 1 . The  right  to  the  floor  may  be  granted  to  non- 
delegate members  by  consent  of  the  Chair  or  by 
majority  vote  of  the  delegates. 

12.  Visitors  are  welcome  to  all  general  sessions.  All 
visitors  and  auxiliary  members  are  requested  to 
register. 

Pledge  of  Loyalty 

I pledge  my  loyalty  and  devotion  to  the  Woman’s 
Auxiliary  to  the  American  Medical  Association.  I 
will  support  its  activities,  protect  its  reputation  and 
ever  sustain  its  high  ideals. 

1966  STATE  CONVENTION  COMMITTEES 


General  Chairman  . . . Mrs.  Hugh  P.  Adkins,  Louisville 

Co-Chairman  Mrs.  Edgar  B.  Morgan,  Louisville 

Registration  Mrs.  Morgan  R.  Colbert,  Louisville 

Decorations  Mrs.  Charles  G.  Bryant,  Louisville 

Finance  Mrs.  William  C.  Durham,  Louisville 

Tuesday  Luncheon  Mrs.  George  W.  Schafer,  Louisville 


Wednesday  Luncheon 

Mrs.  Edgar  B.  Morgan,  Louisville 
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Tickets Mrs.  Samuel  M.  Smith,  Jr.,  Louisville 

Mrs.  William  R.  Moore,  Louisville 

Foshion  Show Mrs.  Rudy  J.  Ellis,  Louisville 

Publicity  Mrs.  Carroll  L.  Witten,  Louisville 

Hobby  Show Mrs.  Robert  B.  Nolan,  Louisville 

Mrs.  Max  P.  Jones,  Pikeville 
Gift  Drawing  ....  Mrs.  H.  Bernard  Asman,  Louisville 

Exhibits Mrs.  Gordon  L.  Smiley,  Louisville 

Tellers Mrs.  C.  Nicholas  Kavanaugh,  Lexington 

Mrs.  Lundy  Adams,  Blackey 
Mrs.  William  Hornaday,  Owensboro 

Pages Mrs.  Don  C.  McFadden,  Mt.  Sterling 

Mrs.  James  B.  Cox,  Hopkinsville 
Mrs.  Joseph  R.  Miller,  Benton 

Timekeepers  Mrs.  Phillip  VanDeventer, 

Hopkinsville 
Mrs.  Graydon  A.  Long,  L.exington 


STATE  OFFICERS 

President  Mrs.  Robert  J.  Salisbury,  Mt.  Sterling 

President-Elect  . . . Mrs.  Raymond  E.  Jones,  Louisville 
First  Vice-President  Mrs.  Ballard  W.  Cassady,  Pikeville 

Second  Vice-President Mrs.  Charles  C.  Kissinger, 

Henderson 

Third  Vice-President  Mrs.  O.  L.  May,  Danville 

Fourth  Vice-President  Mrs.  Robert  A.  Stewart. 

Ashland 

Recording  Secretary  . . . .Mrs.  James  A.  Harris,  Paducah 

Treasurer Mrs.  William  C.  Durham,  Louisville 

Corresponding  Secretary Mrs.  Joseph  Keith,  Jr., 

Lexington 

Parliamentarian  Mrs.  Earl  W.  Roles,  Louisville 

ADVISORY  COMMITTEE 

J.  Andrew  Bowen,  M.D.,  Louisville 
Jesse  T.  Funk,  M.D.,  Bowling  Green 
Coleman  C.  Johnston,  M.D.,  Lexington 

IMMEDIATE  PAST  PRESIDENTS 

Mrs.  James  Sears  Rich,  Lexington 
Mrs.  J.  Murray  Kinsman,  Louisville 
Mrs.  J.  Jack  Martin,  Tompkinsville 

DISTRICT  COUNCILORS 

1st — Mrs.  Joseph  R.  Miller,  Benton 
2nd — Mrs.  John  A.  Logan,  III,  Sebree 
3rd — Mrs.  Jere  C.  Robertson,  Hopkinsville 
4th — Mrs.  Forest  F.  Shely,  Campbellsville 
5th — Mrs.  Carlisle,  Morse,  Louisville 
6th — Mrs.  Oris  Aaron,  Columbia 
7th — Mrs.  Hugh  C.  Williams,  Carrollton 
8th — Mrs.  John  R.  Stevie,  Covington 
9th — Mrs.  J.  E.  McKenney,  Maysville 
10th — Mrs.  J.  S.  Williams,  Nicholasville 
11th — Mrs.  Harold  S.  Moberly,  Jr.,  Winchester 
12th — Mrs.  Charles  E.  Peck,  Russell  Springs 
13th — Mrs.  A.  B.  Richards,  Louisa 
14th — Mrs.  Lloyd  M.  Hall,  Salyersville 
15th — Mrs.  T.  R.  Davies,  Bourbourville 
Co-Ordinator  for  Members-at-Large,  Mrs.  Hugh  C. 
Smith,  Georgetown 

COMMITTEE  CHAIRMEN 

American  Medical  A$sociation-Educafion  & Research 
Foundation  Mrs.  Robert  C.  Long,  Louisville 
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Benevolence Mrs.  John  M.  Baird,  Danville 

Blue  Grass  News,  Editor 

Mrs.  U.  Ray  Ulferts,  Louisville 

Co-Editor  Mrs.  Victor  P.  Dalo,  Louisville 

By-Laws Mrs.  Earl  W.  Roles,  Louisville 

Chaplain  Mrs.  Paul  E.  Lett,  Lancaster 

Community  Service Mrs.  William  H.  McBeath, 

Lexington 

Convention  Mrs.  Hugh  P.  Adkins,  Louisville 

Co-Chairman  . . . Mrs.  Edgar  B.  Morgan,  Louisville 
Disaster  Preparedness  . . . Mrs.  Richard  J.  Wever,  Paris 

Doctor’s  Shop  Mrs.  Bacon  R.  Moore,  III, 

Harrodsburg 

Finance  Mrs.  J.  Murray  Kinsman,  Louisville 

Health  Careers Mrs.  H.  D.  Gardner,  Louisville 

Co-Chairman  Mrs.  Harold  B.  Barton,  Corbin 

Historian  Mrs.  David  M.  Cox,  Louisville 

International  Health  Activities  . . . Mrs.  James  S.  Rich, 

Lexington 

Legislation  Mrs.  A.  S.  Holmes,  Corbin 

Co-Chairman  Mrs.  K.  B.  Daniel,  Danville 

McDowell  House  ....  Mrs.  H.  Walker  Owens,  Danville 

Membership Mrs.  Raymond  E.  Jones,  Louisville 

Mental  Health  ....  Mrs.  R.  Haynes  Barr,  Owensboro 

Nominations Mrs.  J.  Jack  Martin,  Tompkinsville 

Past  Presidents  . . . Mrs.  J.  Jack  Martin.  Tompkinsville 

Program  Mrs.  Daryl  P.  Harvey,  Glasgow 

Publicity  Mrs.  Carroll  L.  Witten,  Louisville 

Reports  Mrs.  Charles  F.  Blankenship,  Louisville 

Rural  Health Mrs.  Everett  D.  Blair,  Morehead 

Safety  Mrs.  Harry  J.  Cowherd,  Frankfort 

WA-SAMA-WA-KMA  Liaison 

Lexington  Mrs.  Ben  W.  Crawford,  Lexington 

Louisville  Mrs.  S.  Randolph  Scheen,  Louisville 


PAST  PRESIDENTS 

*1923— Mrs.  Graham  Lawrence,  Shelby ville 
*1924— Mrs.  Graham  Lawrence,  Shelbyville 
*1925— Mrs.  Van  Albert  Stilley,  Benton 
*192.6— Mrs.  Van  Albert  Stilley,  Benton 
*1927— Mrs.  William  M.  Martin,  Harlan 
*1928— Mrs.  James  Thomas  Reddick,  Paducah 

1929—  Mrs.  P.  E.  Blackerby,  Louisville 

1930—  Mrs.  E.  B.  Houston,  Murray 
*1931  — Mrs.  George  A.  Hendon,  Louisville 

1932 — Mrs.  Arthur  T.  McCormack,  Louisville 
*1933 — Mrs.  Bartlett  K.  Menefee,  Covington 
*1934 — Mrs.  Joseph  L.  Greenwell,  New  Haven 
1935 — Mrs.  Luther  Bach.  Florence 
*1936 — Mrs.  Ernest  Arthur  Barnes,  Albany 
*1937 — Mrs.  Stephen  C.  McCoy,  Louisville 
*1938 — Mrs.  Harlan  Usher,  Sedalia 

1939 —  Mrs.  Reasor  T.  Layman,  Elizabethtown 

1940 —  Mrs.  John  M.  Blades.  Butler 
*1941  — Mrs.  John  G.  South,  Frankfort 

1942 —  Mrs.  John  B.  Floyd,  Richmond 

1943—  Mrs.  Octavus  Dulane,  Louisville 
*1944 — Mrs.  Eleanor  Hume  Offutt,  Frankfort 

1945 —  Mrs.  Shelby  Carr,  Richmond 

1946 —  Mrs.  Elmer  L.  Henderson,  Louisville 

1947 —  Mrs.  Walker  Owens.  Danville 

1948 —  Mrs.  R.  Haynes  Barr,  Owensboro 

1949 —  Mrs.  Elbert  W.  Jackson,  Paducah 

1950 —  Mrs.  Clark  Bailey,  Harlan 

1951 —  Mrs.  John  S.  Harter,  Louisville 

1952 —  Mrs.  David  Woolfolk  Barrow,  Lexington 

1953 —  Mrs.  Clyde  C.  Sparks,  Ashland 

1954 —  Mrs.  Karl  D.  Winter,  Louisville 

1955 —  Mrs.  R.  Ward  Bushart,  Fulton 

1956 —  Mrs.  Charles  B.  Stacy,  Pineville 

1957 —  Mrs.  J.  Andrew  Bowen,  Louisville 

1958 —  Mrs.  Jesse  T.  Funk,  Bowling  Green 

1959 —  Mrs.  Charles  B.  Johnson,  Russell 

1960 —  Mrs.  Earl  W.  Roles,  Louisville 

1961 —  Mrs.  Guy  Morford,  Owensboro 

1962 —  Mrs.  James  Sears  Rich,  Lexington 

1963 —  Mrs.  J.  Murray  Kinsman,  Louisville 

1964 —  Mrs.  J.  Jack  Martin,  Tompkinsville 
* Deceased 
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14th  Dist.  Trustee  Dr.  Archer 
Passed  Away  June  28 

James  W.  Archer,  M.D.,  Paintsville,  who  was 
elected  a trustee  representing  KMA’s  Fourteenth 
District  at  the  1965  An- 
nual Meeting,  died  sud- 
denly on  June  28  after  be- 
coming ill  while  on  duty  at 
Paintsville  Hospital. 

A graduate  of  the  Uni- 
versity of  Louisville  School 
in  1939,  he  had  been  en- 
gaged in  private  practice  in 
Paintsville  since  1940  when 
he  completed  his  internship 
at  St.  Anthony’s  Hospital, 
Oklahoma  City,  Okla. 
Doctor  Archer  has  served  the  KMA  in  numerous 
capacities  and  has  also  been  active  in  the  KAGP. 
He  had  been  chairman  of  the  KMA  Nominating 
Committee,  a legislative  key  man,  and  for  13  years 
was  a delegate  to  KMA.  A past  president  of  the 
Johnson  County  Medical  Society,  he  served  on  the 
Paintsville  City  School  Board  of  14  years  and  was  a 
past  president  of  the  Painstville  Rotary  Club. 

His  survivors  include  his  wife,  two  children,  and 
a brother  George  P.  Archer,  M.D.,  Prestonsburg,  past 
president  of  KMA. 

KMA  Board  of  Trustees  Reviews 
Ky.  Medical  Assistance  Program 

A special  called  meeting  of  the  KMA  Board  of 
Trustees  was  held  on  July  6 to  review  recommenda- 
tions for  expansion  and  revision  of  benefits  of  the 
Kentucky  Medical  Assistance  Program  as  had  been 
approved  by  the  Governor’s  Advisory  Council  on 
Medical  Assistance. 

The  three  recommendations  approved  by  the  Board 
according  to  Everett  H.  Baker,  M.D.,  KMA  Presi- 
dent, who  requested  the  called  meeting,  were; 

1.  To  endorse  the  concept  of  compensation  of  all 
physicians  on  the  basis  of  their  usual,  customary 
and  reasonable  fee  and  strongly  recommends  that 
this  be  applied  in  the  implementation  of  all  medi- 
cal care  programs  under  PL  89-97. 

2.  To  recommend  that  the  proposal  to  expand  the 
public  assistance  program  and  similar  programs 
be  administered  financially  and  otherwise  through 
the  Department  of  Health. 

3.  To  offer  the  services  of  the  KMA  Insurance 
Review  Board  to  the  Department  of  Health  to 


review  specific  cases  recognizing  there  would  be 
a minimal  number  of  disagreements  between  the 
Department  and  the  individual  physician  in  the 
administering  of  the  expanded  medical  assistance 
program. 

The  above  recommendations  were  presented  to  the 
Governor’s  Advisory  Council  on  Medical  Assistance 
at  a meeting  on  Monday,  July  11,  but  were  not 
adopted  by  the  Council.  It  was  indicated  that  the 
Council  would  make  a further  study  of  these  pro- 
posals. 


Doctor  Rouse  Doctor  Hudson 


Dr.  Rouse  Named  AMA  Pres.-Elect; 
Dr.  Hudson  is  New  President 

Milford  O.  Rouse,  M.D.,  Dallas,  was  elected  by 
the  House  of  Delegates  as  president-elect  of  the 
American  Medical  Association  at  the  annual  meet- 
ing, in  Chicago,  June  26-30.  Doctor  Rouse  formerly 
served  as  Speaker  of  the  AMA’s  House  of  Delegates 
since  1963,  after  having  been  vice-speaker  for  four 
years  previously. 

Charles  L.  Hudson,  M.D.,  internist  from  Cleve- 
land was  installed  June  28  as  the  121st.  President 
of  the  AMA.  Before  his  election  to  the  office.  Doc- 
tor Hudson  had  been  a member  of  the  AMA  Board 
of  Trustees  since  1961.  He  is  a past  president  of 
both  the  Academy  of  Medicine  of  Cleveland  and 
the  Ohio  State  Medical  Association. 

Doctor  Rouse,  a clinical  professor  of  medicine 
(gastroenterology)  at  the  University  of  Texas  South- 
western Medical  School,  is  past-president  of  the 
Southern  Medical  Association,  of  which  he  has  been 
a member  since  1929.  He  is  also  past-president  of 
the  Dallas  Southern  Clinical  Society,  the  Texas  So- 
ciety of  Gastroenterologists  and  Proctologists,  and 
the  Texas  Medical  Association. 

A diplomate  of  the  American  Board  of  Internal 
Medicine  and  of  the  subspecialty  Board  of  Gastro- 
enterology, Doctor  Rouse  is  a fellow  of  the  Ameri- 
can College  of  Physicians.  Doctor  Rouse  is  active 
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in  church  and  civic  affairs  and  is  a membei  of  sev- 
eral such  organizations. 

The  new  president,  who  is  a past  president  and 
former  chairman  of  the  Board  of  Trustees  of  the 
Cleveland  Medical  Library  Association,  is  a trustee 
of  the  Cleveland  Welfare  Federation,  and  a mem- 
ber of  several  committees  of  the  Federation.  Doctor 
Hudson  is  a diplomate  of  the  American  Board  of 
Internal  Medicine.  In  addition  to  his  practice  as  a 
member  of  the  department  of  internal  medicine  of 
the  Cleveland  Clinic,  he  is  an  associate  clinical  pro- 
fessor in  medicine  at  Western  Reserve  University. 

Governor  Appoints  Dr.  Payne 
To  State  Health  Board 

Gabe  A.  Payne,  Jr.,  M.D.,  Hopkinsville,  was  ap- 
pointed to  serve  on  the  State  Board  of  Health  by 
Governor  Edward  Breathitt  on  July  8.  He  succeeds 
O.  Leon  Higdon,  M.D.,  Paducah,  whose  term  ex- 
pired. 

A KMA  trustee  from  the  third  district.  Doctor 
Payne  has  also  been  a delegate  to  KMA  and  is  a 
past  president  of  the  Christian  County  Medical  Socie- 
ty. A member  of  the  Governor’s  Health  Advisory 
Council,  he  has  long  been  active  in  local  civic  and 
church  affairs.  In  1958  he  was  a member  of  a medi- 
cal mission  team  which  made  a round-the-world 
tour. 

Doctor  Higdon  represented  the  first  district  on  the 
Board  of  Trustees,  was  KMA  vice  president  m 1956, 
and  an  alternate  delegate  to  the  AMA  in  1954-5. 
He  has  been  president  of  the  State  Board  of  Health. 
While  a KMA  delegate,  he  was  especially  active  in 
insurance  and  legislative  fields. 

“Dry-Run  Accreditation  Teams 
Visit  12  Hospitals 

The  Kentucky  Medical  Association  has  participated 
in  twelve  “dry-tun”  hospital  accreditation  visits  dur- 
ing the  past  year,  setting  a new  record  for  the  num- 
ber of  annual  visits  made,  according  to  James  Hollo- 
way, M.D.,  Lexington,  chairman  of  the  KMA  Hos- 
pital Committee,  under  whose  guidance  the  “dry- 
run”  teams  function. 

The  purpose  of  the  teams  is  to  visit  on  request 
hospitals  desiring  to  become  accredited  by  the  Joint 
Commission  on  Accreditation  of  Hospitals  and  to  as- 
sist them  in  attempting  to  raise  the  standard  of 
care  in  the  hospitals  throughout  the  Commonwealth 
of  Kentucky. 

The  “dry-run”  accreditation  visit  program,  initiated 
in  1962,  by  KMA,  is  a cooperative  effort  of  the 
Kentucky  Medical  Association,  Kentucky  Hospital 
Association,  and  Kentucky  Association  of  Medical 
Record  Librarians.  Each  of  the  above  organizations 
are  represented  on  the  “dry-run”  teams  which  are 
currently  being  expanded  from  three  to  six  teams  of 
four  members  each  due  to  the  increasing  number 
of  requests  for  “dry-run”  accreditation  visits. 


During  the  Inaugural  Ceremony  at  the  AMA  Convention, 
June  28,  Chicago,  James  Z.  Appel,  M.D.,  Lancaster,  Pa., 
(right)  was  presented  the  Past  President's  Medal.  Con- 
gratulating him  for  his  year's  presidency  were  Wesley  W. 
Hall,  M.D.,  Reno,  Nev.,  (left),  vice-chairman  of  the  AMA 
Board  of  Trustees,  acting  for  Percy  E.  Hopkins,  M.D., 
Chicago,  chairman  of  the  Board  of  Trustees,  and  Charles 
L.  Hudson,  M.D.,  Cleveland,  (center)  newly  installed  AMA 
president.  Doctor  Hall  has  since  been  elected  chairman  of 
the  Board  of  Trustees. 


Each  team  spends  approximately  five  hours  inspect- 
ing the  requesting  hospital  and  consulting  with  and 
advising  the  hospital  staff.  At  the  close  of  the  day’s 
activities,  suggestions  and  recommendations  as  might 
be  indicated  are  made  by  the  team  members  for 
improvement  of  the  hospital’s  operation.  This  valua- 
ble service  is  provided  without  cost  to  the  hospital, 
and  guidelines  outlining  the  hospital’s  responsibilities 
in  requesting  such  a visit  have  been  published  and  dis- 
tributed by  the  cooperating  organizations. 

Legislative  Council  Urges  You 
To  Check  Voting  Status 

September  10  and  November  8 mark  two  important 
days  in  1966  for  physicians  and  all  citizens.  The 
general  elections  will  be  held  on  Tuesday,  November 
8;  and  Saturday,  September  10  at  1:00  p.m.  is  the 
registration  deadline  for  the  general  elections,  ac- 
cording to  the  KMA  Council  on  Legislative  Activi- 
ties. 

The  importance  of  the  elections  this  fall  has  been 
stressed  over  and  over  by  all  interested  groups  and 
individuals.  Medicine  has  a prime  interest  in  the 
outcome  of  the  elections  this  year  and  every  KMA 
member  is  urged  to  make  sure  that  he,  his  family, 
office  staff  and  friends  are  at  least  properly  registered 
and  then  go  to  the  polls  and  vote. 

Your  Council  urges  you  to  check  with  your  county 
clerk  to  verify  your  voting  status,  especially  if  you 
have  moved  within  the  past  year.  Don’t  forget  that 
you  must  be  properly  registered  by  September  10 
if  you  are  going  to  be  eligible  to  vote  on  November  8. 

Kentucky  Well  Represented 
At  AMA  Annual  Meeting 

J.  Thomas  Giannini,  M.D.,  senior  delegate  from 
Louisville,  led  the  Kentucky  delegation,  including 
delegates,  John  C.  Quertermous,  M.D.,  Murray,  and 
Charles  C.  Rutledge,  M.D.,  Hazard,  at  the  115th.  An- 
nual Meeting  of  the  American  Medical  Association  in 
June  in  Chicago. 

(Continued  on  following  page) 
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Everett  H.  Baker,  M.D.,  Louisville,  KMA  presi- 
dent; Robert  E.  Pennington,  M.D.,  London,  president- 
elect; and  Mrs.  Robert  J.  Salisbury,  Mt.  Sterling, 
president  of  the  Woman’s  Auxiliary  to  the  KMA,  at- 
tended their  respective  meetings  at  the  convention. 

Kentucky’s  three  alternate  delegates,  along  with  a 
number  of  other  KMA  members,  attended  the  sessions 
of  the  House  of  Delegates.  Alternates  are:  Charles  G. 
Bryant,  M.D.,  Louisville,  William  W.  Hall,  M.D., 
Owensboro,  and  David  B.  Stevens,  M.D.,  Lexington. 
Each  member  of  the  Kentucky  delegation  was  as- 
signed specific  reference  committees  to  attend  and 
reported  their  findings  to  the  Kentucky  delegation  dur- 
ing caucus  sessions. 

Carroll  L.  Witten,  M.D.,  Louisville,  delegate  of  the 
AMA  section  on  general  practice  served  on  the  Refer- 
ence Committee  on  miscellaneous  business.  Gratitude 
for  the  cooperation  and  participation  of  all  Kentucky 
physicians  attending  the  various  meetings  assigned  to 
them  was  expressed  by  Doctor  Giannini,  the  senior 
delegate. 

Sam  R.  Ewing  Joins  KMA  Staff 
As  Executive  Assistant 

Sam  R.  Ewing,  a native  Kentuckian,  has  been  ap- 
pointed to  the  KMA  staff  as  executive  assistant,  ef- 
fective July  1,  according  to 
J.  P.  Sanford,  KMA  e.xecu- 
tive  secretary.  He  replaces 
Thomas  M.  Temple  who 
resigned  to  accept  another 
position. 

Before  joining  KMA,  he 
was  associated  with  South- 
ern States  Cooperative  for 
10  years  as  assistant  man- 
ager of  the  Louisville 
wholesale  branch. 

A graduate  of  the  Uni- 
versity of  Kentucky  in  1941,  Mr.  Ewing  is  a Lt.  Col. 
in  the  Air  Force  Reserve.  He  served  with  the  Air 
Force  during  World  War  II  in  the  European  Theater 
and  in  the  Korean  conflict  he  was  stationed  in  Japan 
and  also  served  IVz  years  in  England. 

Mr.  Ewing  is  married  and  lives  with  his  wife 
Katherine  on  Westport  Road  in  Jefferson  County. 

Mrs.  Kinsman  Honored  by  WA-AMA 

Mrs.  J.  Murray  Kinsman,  Louisville,  was  elected 
June  29,  to  the  Board  of  Directors  of  the  Woman’s 
Auxiliary  to  the  American  Medical  Association,  dur- 
ing the  organization’s  annual  meeting  in  Chicago. 
Having  just  completed  a term  as  the  Auxiliary’s 
Southern  regional  community  service  chairman,  Mrs. 
Kinsman  is  a past  president  of  the  Woman’s  Auxiliary 
to  the  Kentucky  Medical  Association. 

Mrs.  Kinsman  suffered  a severe  accident  during  the 
convention  when  she  tripped  on  a chair  and  fell, 
breaking  her  hip.  She  has  recently  returned  to  Louis- 
ville from  Chicago,  where  she  was  confined  to  a 
hospital  for  several  weeks.  She  is  among  ten  elected 
to  serve  the  two-year  term  on  the  Board  of  Directors. 


Officers  of  fhe  Woman's  Auxiliary  to  the  KMA  took  time 
out  during  the  AMA  Annual  Meeting  to  pose  for  a group 
picture.  Standing  are:  Mrs.  Charles  C.  Kissinger,  Hender- 
son, 2nd  Vice-President;  Mrs.  Raymond  E.  Jones,  Louis- 
ville, President-Elect;  Mrs.  Robert  J.  Salisbury,  WA-KMA 
President.  Seated  are;  Mrs.  J.  Murray  Kinsman,  Louisville, 
Past  President  and  now  National  Director,  WA-AMA; 
Mrs.  Earl  W.  Roles,  Louisville,  National  By-Laws  Chair- 
man; Mrs.  James  J.  Rich,  Lexington,  Staff  of  M.D.’s  wives. 

Metropolitan  Sponsors  Seminar 
On  Part  B Medicare  Program 

More  than  120  people  attended  the  Orientation 
Seminar  for  the  Medical  Insurance  Program  of  Medi- 
care, (Part  B),  June  15,  at  the  Executive  Inn,  Louis- 
ville, sponsored  by  the  Metropolitan  Life  Insurance 
Company. 

Top  officials  of  the  Company,  which  is  the  car- 
rier for  Part  B in  Kentucky  gave  the  program  fol- 
lowing a luncheon. 

KMA  officials  and  representatives  from  each 
County  Medical  Society  in  the  state  were  invited 
along  with  officials  of  the  State  Department  of 
Health  and  allied  groups. 

George  Wheatley,  M.D.,  New  York,  senior  medi- 
cal examiner  for  the  Metropolitan  Company,  who 
moderated  the  program,  said  he  and  other  company 
officials  present  were  well  pleased  with  the  attend- 
ance and  the  quality  and  large  volume  of  questions 
asked. 

Dr.  Long  Elected  to  AMA  Comm. 

Robert  C.  Long,  M.D.,  Louisville,  a member  of  the 
AMA  Board  of  Trustees,  was  elected  to  the  Execu- 
tive Committee  of  the  AMA  Board  at  its  re-organiza- 
tional meeting  June  30  immediately  following  the 
close  of  the  1966  Annual  Meeting  of  the  AMA  House 
of  Delegates.  In  addition.  Doctor  Long  was  re-elected 
as  a member  of  the  American  Medical  Association — 
Education  and  Research  Foundation  Board. 

KMA  Exec.  Secretary  Honored 

Mr.  Joseph  P.  Sanford,  Executive  Secretary  of  the 
Kentucky  Medical  Association,  was  installed  as  Presi- 
dent of  the  Medical  Society  Executives’  Association 
(MSEA)  at  the  Association’s  annual  meeting  in  Chi- 
cago on  June  25. 

MSEA  is  the  national  organization  of  all  county, 
state,  and  national  medical  executives  with  a mem- 
bership of  over  400,  Mr,  Sanford  will  serve  as 
President  of  MSEA  until  June,  1967, 
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Doctor  Coe  Re-Elected 

Walter  S.  Coe.  M.D..  Louisville  was  re-elected 
president  of  the  Kentucky  Heart  Association,  June 
9,  at  the  KHA  annual  meeting  in  Louisville.  Doctor 
Coe  is  associate  editor  of  The  Journal  of  the  Ken- 
tucky Medical  Association  and  associate  clinical  pro- 
fessor of  medicine  at  the  University  of  Louisville 
School  of  Medicine. 

A 1943  graduate  of  the  University  of  Louisville 
Medical  School,  he  is  also  president  of  the  Ken- 
tucky Society  of  Internal  Medicine  and  former  presi- 
dent of  the  Louisville  and  Jefferson  County  Heart 
Association.  Doctor  Coe  is  a former  director  of  the 
Kentucky  Heart  Association. 

Dr.  James  Given  Appointment 

Effective  July  1,  Grace  M.  James,  M.D.,  Louis- 
ville pediatrician,  was  appointed  to  head  the  diag- 
nostic and  evaluation  division  of  the  Frankfort  State 
Hospital  and  School,  according  to  Dale  H.  Farabee, 
M.D.,  State  Mental  Health  Commission.  Doctor 
James’  division  is  responsible  for  determining  ad- 
mission of  mentally  retarded  persons  to  one  of  the 
State’s  two  hospitals  for  the  mentally  retarded. 

Doctor  James,  a 1950  graduate  of  Meharry  Medi- 
cal College,  Nashville,  has  received  postgraduate 
training  in  child  psychiatry  at  Creedmoor  State  Hos- 
pital, and  Albert  Einstein  College  of  Medicine,  both 
of  New  York  City.  She  has  held  appointments  as 
instructor  in  child  health  and  assistant  clinical  pro- 
fessor of  pediatrics  at  the  University  of  Louisville 
School  of  Medicine. 

Dr.  Moore  Given  Cancer  Grant 

A $170,000  grant  from  the  cancer  control  section 
of  the  U.S.  Public  Health  Service  was  presented  in 
July  to  Condict  Moore,  M.D.,  associate  professor  of 
surgery,  U.  of  L.  Medical  School.  Doctor  Moore 
will  use  the  grant  to  teach  physicians  and  dentist', 
the  diagnosis  of  mouth  and  throat  cancer  in  their 
patients. 

The  grant,  extended  over  a five  year  period,  will 
also  enable  Doctor  Moore  to  set  up  a clinic  in 
Louisville  General  Hospital.  The  clinic  and  general 
educational  program  will  be  available  to  doctors  in 
all  fields  of  practice,  according  to  Doctor  Moore  who 
has  been  associated  with  cancer  research  in  Louis- 
ville for  15  years. 

Ky.  M.D.  to  Serve  on  S.S.  Hope 

Leonard  J.  Singerman,  M.D.,  Pleasure  Ridge  Park, 
will  soon  begin  a two-month  voluntary  tour  of  duty 
on  the  S.S.  Hope,  a hospital  ship  now  on  a medical 
teaching-treatment  mission  to  Nicaragua.  Doctor 
Singerman  will  be  one  of  a 24-member  rotating  team 
to  continue  the  medical  instruction  and  treatment  on 
board  the  ship  and  in  shore-based  clinics. 

Doctor  Singerman  is  a 1950  graduate  of  the 
Chicago  Medical  School,  and  specializes  in  internal 


medicine.  Formerly  in  private  practice,  his  new  duty 
will  include  immunizing  children  against  disease,  treat- 
ing patients  and  teaching  modern  medical  techniques 
to  the  doctors,  dentists,  nurses  and  technicians  of 
Nicaragua. 

Kidney  Research  Grants  Made 

Three  grants  totaling  $102,000  were  awarded  in 
June  to  the  University  of  Louisville  School  of  Medi- 
cine for  use  in  kidney  research.  Grant  pledges  were 
made  by  the  National  Institute  of  Health,  $85,000; 
the  American  Heart  Association,  $12,000;  and  the 
Kentucky  Heart  Association,  $5,000. 

Receiving  the  grants  were  Leonard  B.  Berman, 
M.D.,  and  R.  P.  Misra,  M.D.,  both  of  the  Uni- 
versity’s kidney  laboratory.  The  grants  will  enable 
research  work  on  the  membrane  through  which  the 
kidney  filters  wastes,  according  to  Doctor  Berman. 

U.  of  L.  Asst.  Deans  Named 

John  W.  Brown,  Ph.D.,  Louisville,  associate  pro- 
fessor of  biochemistry  was  named  assistant  dean  of 
the  graduate  school,  and  Miss  Patsy  Ruth  Allison, 
assistant  dean  of  women  at  Eastern  Kentucky  Uni- 
versity, Richmond,  was  appointed  to  a similar  posi- 
tion by  the  University  of  Louisville  Board  of  Trustees 
July  20.  Doctor  Brown,  former  associate  dean  of  the 
U.  of  L.  medical  school,  will  act  as  liaison  between 
the  medical  school  complex  and  the  graduate  dean’s 
office,  according  to  John  A.  Dillon,  M.D.,  U.  of  L. 
graduate  dean.  Miss  Allison  will  replace  Miss  Barbara 
Burns. 

Dr.  Klicka  Resigns  as  ARHI  Pres. 

Karl  S.  Klicka,  M.D.,  resigned  recently  as  presi- 
dent of  the  Appalachian  Regional  Hospital  to  accept 
a position  in  Michigan. 

Doctor  Klicka  has  been  president  of  the  ARHI,  a 
non-profit  system  of  nine  community  hospitals,  since 
it  began  operation  in  October,  1963.  He  will  leave 
office  on  September  9 to  head  up  a multi-hospital 
system  in  Michigan.  The  Board  of  Trustees  of  ARHI 
has  appointed  a committee  to  find  a new  president 
and  a medical  director  for  the  hospitals. 

AMA  Meeting  News  on  FM  Radio 

Highlights  from  the  American  Medical  Association 
Annual  Convention,  held  June  26-30,  Chicago,  were 
broadcast  for  the  first  time  over  FM  radio  stations 
in  three  major  areas  of  the  U.S.  The  programs  were 
presented  twice  daily  as  a service  to  physicians  un- 
able to  attend  the  AMA  meeting. 

The  programs  were  sponsored  by  the  CIBA  Phar- 
maceutical Company  of  Summit,  N.J.,  according  to 
Leonard  Lewis,  M.D.,  supervisor  of  convention  cov- 
erage. The  series  was  broadcasted  by  the  National 
Service  Network. 
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in  diarrhea 


Tablets 


Each  tablet  and  each  5 cc.  of  liquid  contains: 
diphenoxylate  hydrochloride  . . . . 

(Warning;  May  be  habit  forming) 
atropine  sulfate 


0.025  mg, 
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Effectiveness:  Lomotil  possesses  a unique  degree  of 
effectiveness  in  both  acute  and  chronic  diarrhea. 


Convenience:  Lomotil  is  supplied  as  small,  easily  car- 
ried, easily  swallowed  tablets  and  as  a pleasant,  fruit- 
flavored  liquid. 

Versatility:  The  therapeutic  efficiency,  safety  and  con- 
venience of  Lomotil  may  be  used  to  advantage  alone 
or  as  adjunctive  therapy  in  diarrhea  associated  with: 


• Ulcerative  colitis 

• Acute  infections 

• Irritable  bowel 

• Regional  enteritis 

• Drug  therapy 


• Food  Poisoning 

• Functional  hypermotility 

• Malabsorption  syndrome 

• Ileostomy 

• Gastroenteritis  and  colitis 


Dosage:  For  full  therapeutic  effect  — Rx  full  therapeutic  dosage. 
The  recommended  initial  daily  dosages,  given  in  divided  doses,  until 
diarrhea  is  controlled,  are: 

Children:  3 to  6 months  — 3 mg.  {Vz  tsp.*  t.i.d.) 

6 to  12  months—  4 mg.  {Vz  tsp.  q.i.d.) 

1 to  2 years  — 5 mg.  {Vz  tsp.  5 times  daily) 

2 to  5 years  — 6 mg.  (1  tsp.  t.i.d.) 

5 to  8 years  — 8 mg.  (1  tsp.  q.i.d.) 

8 to  12  years  —10  mg.  (1  tsp.  5 times  daily) 

Adults:  20  mg.  (2  tsp.  5 times  daily  or  2 tablets  4 times  daily) 
*Based  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low  as  one-fourth  the  therapeutic 
dose. 

Precautions:  Lomotil,  brand  of  diphenoxylate  hydrochloride  with 
atropine  sulfate,  is  a Federally  exempt  narcotic  preparation  of  very 
low  addictive  potential.  Recommended  dosages  should  not  be 
exceeded.  Lomotil  should  be  used  with  caution  in  patients  with 
impaired  liver  function  and  in  patients  taking  addicting  drugs  or 
barbiturates.  The  subtherapeutic  amount  of  atropine  is  added  to 
discourage  deliberate  overdosage. 

Side  Effects:  Side  effects  are  relatively  uncommon  but  among  those 
reported  are  gastrointestinal  irritation,  sedation,  dizziness,  cutane- 
ous manifestations,  restlessness,  insomnia,  numbness  of  extremities, 
headache,  blurring  of  vision,  swelling  of  the  gums,  euphoria,  depres- 
sion and  general  malaise. 
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Indications:  Urinary  tract  infections  caused  by  grann-negafive  and  some  gram- 
positive  organisms. 

Side  effects:  Mainly  mild,  transient  gastrointestinal  disturbances:  in 
occasional  instances,  drowsiness,  fatigue,  pruritus,  rash,  urticaria,  mild 
eosinophilia,  reversible  subjective  visual  disturbances  (overbrightness  of 
lights,  change  in  visual  color  perception,  difficulty  In  focusing,  decrease  in 
visual  acuity  and  double  vision),  and  reversible  photosensitivity  reactions. 
Marked  overdosage,  coupled  with  certain  predisposing  factors,  has  produced 
brief  convulsions  in  a few  patients. 

Precautions:  As  with  all  new  drugs,  blood  and  liver  function  tests  are  advis- 
able during  prolonged  treatment.  Pending  further  experience,  like  most 
chemotherapeutic  agents,  this  drug  should  not  be  given  In  the  first  trimester 
of  pregnancy.  It  must  be  used  cautiously  in  patients  with  liver  disease  or 
severe  Impairment  of  kidney  function.  Because  photosensitivity  reactions  have 
occurred  in  a small  number  of  cases,  patients  should  be  cautioned  to  avoid 
unnecessary  exposure  to  direct  sunlight  while  receiving  NegGram,  and  if  a 
reaction  occurs,  therapy  should  be  discontinued.  The  dosage  recommended 
for  adults  and  children  should  not  arbitrarily  be  doubled  unless  under  the 
careful  supervision  of  a physician.  Bacterial  resistance  may  develop. 

When  testing  the  urine  for  glucose  in  patients  receiving  NegGram,  Clinistix® 
Reagent  Strips  or  Tes-Tape®  should  be  used  since  other  reagents  give  a 
false-positive  reaction. 

Dosage:  Adults:  Four  Gm.  dally  by  mouth  (2  Caplets®  of  500  mg.  four  times 
daily)  for  one  to  two  weeks.  Thereafter,  If  prolonged  treatment  Is  Indicated, 
the  dosage  may  be  reduced  to  two  Gm.  dally.  Children  may  be  given 
approximately  25  mg.  per  pound  of  body  weight  per  day,  administered  in 
divided  doses.  The  dosage  recommended  above  for  adults  and  children 
should  not  arbitrarily  be  doubled  unless  under  the  careful  supervision  of  a 
physician.  Until  further  experience  is  gained,  Infants  under  1 month 
should  not  be  treated  with  the  drug. 

How  supplied:  Buff-colored,  scored  Caplets®  of  500  mg,  for  adults,  conve- 
niently available  in  bottles  of  56  (sufficient  for  one  full  week  of  therapy)  and  in 
bottles  of  1000.  250  mg.  for  children,  available  in  bottles  of  56  and  1000. 

References:  (1)  Based  on  23  clinical  papers,  1512  cases.  Bibliography  on 
request.  (2)  Bush,  I.  M.,  Orkin,  L.  A,,  and  Winter,  J.  W.,  in  Sylvester,  J.  C.: 
Antimicrobial  Agents  and  Chemotherapy — 1964,  Ann  Arbor,  American 
Society  for  Microbiology,  1965,  p.  722. 
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Diagnosis: 

cystitis? 

pyelonephritis? 

pyelitis? 

urethritis? 

prostatitis? 

in  any  case, 
usually  gram-negative* 


Therapy: 

two  500  mg.  Caplets®  q.i.d. 

(initial  adult  dose) 

NegGram 

Brand  of 

nalidixic  acid 

a specific  anti-gram-negative 

eradicates  most  urinary 
tract  infections... 


• Low  incidence  of  untoward  effects;  no  fungal 
overgrowth,  crystalluria,  ototoxic  or  nephrotoxic 
effects  have  been  observed. 

• “Excellent”  or  "good”  response  reported  in 
more  than  2 out  of  3 patients  with  either  chronic 
or  acute  gram-negative  infections.^ 


*As  many  as  9 out  of  10  urinary  tract  infections  are  now  caused 
by  gram-negative  organisms:  E.  coli,  Klebsiella,  Aerobacter, 
Proteus,  Paracolon  or  Pseudomonas^. . . However,  infections  of  the 
urethra  and  prostate  caused  by  non-gonococcal  gram-negative 
organisms  are  believed  to  be  less  prevalent. 


Kentucky  Registrants  for  AMA  Annual 

One  hundred  and  thirty-four  Kentucky  physicians 
registered  at  the  American  Medical  Association’s  1966 
annual  meeting,  held  in  Chicago,  June  26-30.  This 
record  was  surpassed  only  by  the  Kentucky  registra- 
tion at  the  1965  AMA  meeting,  in  New  York  City, 
which  numbered  136. 

According  to  Lloyd  W.  Prang,  director  of  the 


Convention  Chicago,  June  26-30 

Physician  Membership  Records  section  of  the  AMA, 
87  Kentuckians  registered  at  the  San  Francisco  meet- 
ing in  1964,  and  94  attended  the  Atlantic  City  meet- 
ing in  1963. 

Following  is  a complete  list  of  Kentucky  physicians 
who  registered  at  the  Chicago  meeting  this  year: 


Misak  Abdukian,  M.D.,  Lexington 
William  H.  Anderson,  M.D.,  Louisville 
Marion  E.  Arnold,  M.D.,  Madisonvilte 
Everett  H.  Baker,  M.D.,  Louisville 
M.  L.  Barnes,  M.D.,  Louisville 
John  T.  Bate,  M.D.,  Louisville 
Charles  B.  Billington,  M.D.,  Paducah 
R.  Glen  Boles,  M.D.,  Louisville 
George  F.  Brockman,  M.D.,  Greenville 
David  L.  Brown,  M.D.,  Lexington 
Charles  G.  Bryant,  M.D.,  Louisville 
Lester  R.  Bryant,  M.D.,  Lexington 
William  H.  Bryant,  M.D.,  Glasgow 
W.  M.  Buttermore,  M.D.,  Corbin 
Frank  R.  Camp,  Jr.,  M.D.,  Fort  Knox 
James  C.  Cantrill,  M.D.,  Georgetown 
M.  A.  Carnes,  M.D.,  Lexington 
Henry  B.  Caudill,  M.D.,  Lawrenceburg 
W.  Air  Clements,  M.D.,  Ludlow 
Norman  G.  Collier,  M.D.,  Louisville 
Emmanuel  R.  Coronel,  M.D.,  Louisville 
Norman  K.  Cohen,  M.D.,  Louisville 
Henry  S.  Collier,  M.D.,  Louisville 
Jack  C.  Collings,  M.D.,  Owensboro 
B.  F.  Combs,  M.D.,  Lexington 
Gordon  K.  Danielson,  M.D.,  Lexington 
Royce  E.  Dawson,  M.D.,  Owensboro 
Stephen  G.  Edelstein,  M.D.,  Lexington 
Carl  F.  Essig,  Jr.,  M.D.,  Lexington 
Sattar  Farzan,  M.D.,  Madisonville 
Harold  F.  Funke,  M.D.,  Crestwood 
William  C.  Gardner,  M.D.,  Madisonville 
Dorothy  G.  Gates,  M.D.,  Berea 
J.  Thomas  Giannini,  M.D.,  Louisville 
Albert  G.  Goldin,  M.D.,  Louisville 
Armond  T.  Gordon,  M.D.,  Louisville 
G.  Y.  Graves,  M.D.,  Bowling  Green 
John  W.  Greene,  M.D.,  Lexington 
George  M.  Gumbert,  Jr.,  M.D.,  Lexington 
De  Lou  P.  Hall,  M.D.,  Louisville 
Michael  M.  Hall,  M.D.,  Campbellsville 
William  W.  Hall,  M.D.,  Owensboro 
Joseph  Hamburg,  M.D.,  Lexington 
James  D.  Hancock,  M.D.,  Louisville 
John  S.  Harter,  M.D.,  Louisville 


Kenneth  P.  Haywood,  M.D.,  Madisonville 
Wallace  E.  Herrell,  M.D.,  Lexington 
Raymond  Heitz,  M.D.,  Louisville 
J.  R.  Hill,  M.D.,  Louisville 
Paul  E.  Holbrook,  M.D.,  Ashland 
Anne  H.  Hopwood,  M.D.,  Owensboro 
Charles  E.  Hornaday,  M.D.,  Owensboro 
Darran  N.  Huggins,  M.D.,  Henderson 
Donald  G.  Hughes,  M.D.,  Murray 
V.  A.  Jackson,  M.D.,  Lexington 
Vernon  L.  James,  M.D.,  Lexington 
Charles  B.  Johnson,  M.D.,  Russell 
Coleman  C.  Johnston,  M.D.,  Lexington 
Michio  Kaku,  M.D.,  Fort  Campbell 

A.  C.  Kennedy,  M.D.,  Henderson 
David  Y.  Keith,  Jr.,  M.D.,  Paducah 
Toy  E.  Kingma,  M.D.,  Fort  Knox 

Paul  H.  Klingenberg,  M.D.,  Fort  Mitchell 
Raul  C.  G.  Lago,  M.D.,  Louisville 

V.  B.  Lakhani,  M.D.,  Harlan 
Lloyd  O.  Larsen,  M.D.,  Lexington 
Robert  Lich,  Jr.,  M.D.,  Louisville 
Robert  C.  Long,  M.D.,  Louisville 
Robert  T.  Longshore,  M.D.,  Covington 
Marvin  A.  Morris,  M.D.,  Louisville 
Ralph  D.  Lynn,  M.D.,  Elkton 
Dorothy  Y.  Ma,  M.D.,  Louisville 
Merle  M.  Mahr,  M.D.,  Madisonville 

W.  C.  Malette,  M.D.,  Lexington 
Eugene  L.  Marion,  M.D.,  Glasgow 
T.  R.  Marshall,  M.D.,  Louisville 

F.  A.  Martin,  Jr.,  M.D.,  Paris 
L.  D.  Mayer,  M.D.,  Lexington 
Guy  Morford,  M.D.,  Owensboro 
Harold  C.  Morris,  M.D.,  Louisville 
O.  B.  Murphy,  M.D.,  Lexington 
Arthur  J.  Nash,  M.D.,  Jenkins 
Maurice  Nataro,  M.D.,  Louisville 
Earl  P.  Oliver,  M.D.,  Scottsville 
Rudolf  F.  Noer,  M.D.,  Louisville 
Walter  L.  O'Nan,  M.D.,  Henderson 

B.  L.  Pederson,  M.D.,  Lexington 
Edmund  D.  Pellegrino,  M.D..  Lexington 
Robert  E.  Pennington,  M.D.,  London 
Irving  B.  Perlstein,  M.D.,  Louisville 


F.  M.  Picklesimer,  M.D.,  Paintsville 
Nicholas  J.  Pisacano,  M.D.,  Lexington 
John  C.  Quertermous,  M.D.,  Murray 
Frank  Radmacher,  M.D.,  Louisville 
Howard  L.  Ravenscraft,  M.D.,  Hebron 
Edward  H.  Ray,  Jr.,  M.D.,  Lexington 
Ben  R.  Reid,  M.D.,  Louisville 
Samuel  E.  Reynolds,  M.D.,  Morehead 
James  S.  Rich,  M.D.,  Lexington 
John  A.  Ritter,  M.D.,  Harlan 
Saul  Rubin,  M.D.,  Lexington 
Russell  R.  Rudd,  M.D.,  Fulton 
Benjamin  F.  Rush,  Jr.,  M.D.,  Lexington 
Edward  I.  Rustin,  M.D.,  Pikeville 
Charles  C.  Rutledge,  M.D.,  Hazard 
N.  A.  Saliba,  M.D.,  Louisville 
Otto  H.  Salisbery,  M.D.,  Covington 

R.  John  Sanders,  M.D.,  Owensboro 

S.  R.  Scheen,  M.D.,  Louisville 
Carl  H.  Scott,  M.D.,  Lexington 
Robert  D.  Shepard,  M.D.,  Lexington 
Charles  E.  Shields,  M.D.,  Fort  Knox 
George  Shpilberg,  M.D.,  Valley  Station 
Donn  L.  Smith,  M.D.,  Louisville 

Dixie  E.  Snider,  M.D.,  Springfield 
William  W.  Spalding,  M.D.,  Louisville 
Marion  C.  Spradlin,  M.D.,  Somerset 
Sheonath  P.  Srivastava,  M.D.,  Harlan 
David  B.  Stevens,  M.D.,  Lexington 
Borys  Surawicz,  M.D.,  Lexington 
Janak  R.  Talwar,  M.D.,  Lexington 
W.  Turton  Thompson,  M.D.,  Louisville 
Fernando  Pedro  Tornaris,  M.D.,  Glasgow 
Jose  Torres,  M.D.,  Louisville 
L.  H.  Wagers,  M.D.,  Hazard 
Claude  C.  Waldrop,  M.D.,  Williamstown 
Will  W.  Ward,  M.D.,  Louisville 
C.  A.  Wathen,  M.D.,  London 
Robert  G.  Wheeler,  M.D.,  Georgetown 
William  Willard,  M.D.,  Lexington 
John  D.  Winebrenner,  M.D.,  Louis /ille 
Carroll  L.  Witten,  M.D.,  Louisville 
Frank  L.  Yarbrough,  M.D.,  Owensboro 


Pediatric  Societies  Merge 

At  the  7th  joint  meeting  of  the  Kentucky  Society 
of  Pediatrics  and  the  Kentucky  Chapter,  American 
Academy  of  Pediatrics,  held  in  May  in  Owensboro, 
a merger  was  formed  between  the  KSP  and  the  KCAP. 
The  organization  will  be  known  as  the  Kentucky 
Chapter  of  the  American  Academy  of  Pediatrics,  ac- 
cording to  Richard  F.  Greathouse,  M.D.,  Louisville, 
vice-chairman. 

A presentation  was  given  by  James  Hughes,  M.D., 
guest  speaker  from  the  University  of  Tennessee  School 
of  Medicine.  The  present  officers  of  the  KCAP  will 
continue  to  serve  as  officers  of  the  combined  group. 
They  are:  Robert  N.  McLeod,  Jr.,  M.D.,  Somerset, 


chairman;  Doctor  Greathouse,  vice-chairman;  and 
Noble  T.  Macfarlane,  Jr.,  M.D.,  Lexington,  secretary- 
treasurer.  Among  those  continuing  to  serve  on  the 
executive  committee  are:  Guy  C.  Cunningham, 

M.D.,  Ashland;  John  E.  Bickel,  M.D.,  Owensboro. 

Correction 

The  Journal  regrets  an  unfortunate  error  in  the  Scientific 
Article,  “Tetanus  Neonatorium”,  on  page  573,  in  the  July 
issue.  The  author,  Walton  M.  Edwards,  M.D.,  was  er- 
ronously  titled.  The  corrected  footnote  should  read,  Walton 
M.  Edwards,  M.D.,  associate  professor  of  pediatrics.  Uni- 
versity of  Louisville  School  of  Medicine. 
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Now 

b.i.d.  convenience 

plus 

even  greater  patient  savings 
over  q.i.d.  tetracycline  therapy 

/ plus  all  the  advantages  of  \ 

^tetracycline  phosphate  complexy 


newTetrex  bidO\PS* 

(tetracycline  phosphate  complex) 


laximum  patient  savings.  New 

dCAPS  now  enable  you  to  pre- 
:ribe  tetracycline  in  an  even 
ore  economical,  more  conve- 
ent  form.  Your  patient’s  prescrip- 
Dn  dollar  gets  maximum  value:  a 
ailybidCAPS  dose  is  priced  lower 
an  any  other  leading  brand  of 
tracycline— b.i.d.  or  q.i.d. 

'ell  tolerated.  Tetrex  (tetracy- 
ne  phosphate  complex)  Is  well 
lerated.  Side  effects  are  few 
id,  to  date,  no  photodynamic 
actions  have  been  reported. 


More  of  the  active  antibiotic  in 
the  blood.  The  basic  tetracycline 
in  Tetrex  (tetracycline  phosphate 
complex)  is  less  bound  to  serum 
protein  than  is  demethylchlortet- 
racycline.’  Result:  Tetrex  (tetracy- 
cline phosphate  complex)  pro- 
vides a higher  percentage  of 
actiye  antibiotic  in  the  blood. 

Available  in  bottles  of  16  and  50. 


BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Compony 
Syracuse,  New  York 


BRISTOL  THERAPEUTIC  SUMMARY:  For  complete  infor- 
mation consult  Official  Package  Circular.  Indications; 
Infections  of  respiratory,  gastrointestinal  ond  genito- 
urinary tracts  and  skin  and  soft  tissues  due  to  tetra- 
cycline-sensitive organisms.  Contro/ndicafions;  The  drug 
is  contraindicated  In  individuals  hypersensitive  to  tetra- 
cycline. Wornings;  Photodynamic  reactions  have  been 
produced  by  tetracyclines.  Natural  and  artificial  sun- 
light should  be  avoided  during  therapy.  Stop  treatment 
If  skin  discomfort  occurs.  No  cases  of  photosensitivity 
have  been  reported  with  tetracycline  phosphate  com- 
plex. With  renal  impairment,  systemic  accumulation  and 
hepatotoxidfy  may  occur.  In  this  situation,  lower  doses 
should  be  used.  Tooth  staining  and  enamel  hypoplasia 
may  be  Induced  during  tooth  development  (lost  trimes- 
ter of  pregnancy,  neonatal  period  and  childhood).  Pre- 
cautions; Mycotic  or  bacterial  superinfection  may  occur. 
Infants  may  develop  increased  intracranial  pressure 
witfi  bulging  fontanels.  In  gonorrheal  therapy,  serologic 
tests  for  syphilis  should  be  conducted  initially  and 
monthly  for  3 months.  Adverse  Reactions)  Glossitis, 
stomatitis,  nausea,  diarrhea,  flatulence,  proctitis, 
vaginitis,  dermatitis  and  allergic  reactions  may  occur. 
Usual  Adult  Dose:  500  mg.  b.i.d.  Continue  therapy  for 
10  days  In  beta-hemolytic  streptococcal  infections.  Ad- 
minister one  hour  before  or  two  hours  after  meals. 

f?eferences:  I.  Roberts,  C.  E.,  Jr.;  Perry,  D.  M.;  Kuharic, 
H.  A.,  ond  Kirby,  W.  M.  M.;  A.  M.  A.  Arch.  Int.  Med. 
107:204  (Feb.)  1961. 


ich  bidCAP  contains  Tetrex  (tetracycline  phosphate  complex  equivalent  to  500  mg.  tetracycline  HCI  activity^. 


COUNTY  SOCIETY  REPORTS 


McCracken 

A special  meeting  of  the  McCracken  County 
Medical  Society  was  held  at  the  Paducah  Country 
Club  on  June  22.  The  meeting  was  called  for  the 
purpose  of  discussing  billing  procedures  for  doctors 
under  the  new  Medicare  Law,  now  in  effect. 

During  the  previous  week,  six  members  of  the 
McCracken  County  Medical  Society  had  gone  to 
Louisville  to  meet  with  executives  of  Metropolitan 
Life  Insurance  Company,  the  designated  carrier  in 
Kentucky  for  the  Part  B portion  Title  XVIII  of  the 
Medicare  Law.  All  members  who  attended  felt  that 
it  was  necessary  for  them  to  bring  to  the  mem- 
bers of  the  Society  that  information  that  they  had 
gleaned  at  the  meeting.  It  was  for  this  reason  that 
the  meeting  was  called  by  the  president. 

A panel  type  discussion  was  held  with  those  mem- 
brs  who  had  attended  the  meeting  in  Louisville 
as  panelists.  These  included  the  President,  Walter  R. 
Johnson,  Jr.,  M.D.,  Frank  B.  Crawford,  Jr.,  M.D., 
secretary,  and  other  members:  James  A.  Harris,  M.D., 
Ted  Rosenberg,  M.D.,  James  C.  Embry,  Jr.,  M.D., 
and  J.  Vernon  Pace,  M.D.,  all  of  Paducah. 

No  old  business,  new  business,  correspondence,  or 
other  matters  were  discussed  at  the  special  meeting. 
There  being  no  other  business  to  come  before  the 
group,  the  meeting  was  adjourned. 

Following  is  a list  of  recently  reported  county  medical 
society  officers.  Others  will  be  listed  in  September. 

Mason 

President.  John  T.  Teegen,  M.D.;  secretary- 
treasurer,  Claude  E.  Cummins,  M.D.;  delegate,  H.  N. 
Parker,  M.D.;  alternate,  Robert  M.  Blake,  M.D.  All 
are  from  Maysville. 

Owsley 

Secretary-treasurer,  M.  B.  Gabbard,  M.D.,  Boone- 
ville;  delegate.  Doctor  Gabbard. 

IPMA  Meeting  Set  for  October 

The  51st  annual  scientific  assembly  of  the  Interstate 
Postgraduate  Medical  Association  will  be  held  at  the 
Sheraton  Park  Hotel  in  Washington,  D.C.,  October 
17-20.  According  to  Edwin  S.  Hamilton,  M.D.,  chair- 
man, Board  of  Trustees,  the  Association  is  not  a 
membership  organization;  it  is  open  to  any  M.D. 
in  the  U.S.  or  Canada.  Full  details  may  be  secured 
by  writing  Alton  Ochsner,  M.D.,  program  chair- 
man, Box  1109,  Madison.  Wise.,  53701. 

KMA  Adds  New  Member 

A physician  from  Martin,  Ky.  was  added  to  the 
KMA  membership  roster  in  June,  according  to  the 
membership  department.  Frank  G.  Garbin,  M.D., 
from  Floyd  County,  is  the  new  member. 


Society  for  Cryo-opthalmology 

The  Society  for  Cryo-opthalmology,  newly  formed, 
is  now  accepting  applications  for  membership.  The 
Society  will  promote  investigative  and  clinical  ap- 
plications of  low-temperature  technics  to  the  eye. 
Inquiries  and  applications  should  be  addressed  to 
John  G.  Bellows,  M.D.,  30  North  Michigan  Blvd., 
Chicago  60620. 

Nuclear  Medicine  Meeting  Set 

The  annual  meeting  of  the  Southeastern  Chapter 
of  the  Society  of  Nuclear  Medicine  will  be  held  in 
Durham,  N.C.,  November  3-5,  according  to  C.  Doug- 
las Maynard,  M.D.,  chairman  of  the  scientific  pro- 
gram. For  further  information,  contact  Doctor  May- 
nard at  Wake  Forest  College,  The  Bowman  Gray 
School  of  Medicine,  Winston-Salem,  N.C.,  27103. 

Asst.  Ed.  Retires  from  Journal 

Ann  M.  Huntsman,  former  Assistant  Managing 
Editor  for  The  Journal  of  KMA,  retired  in  June 
from  her  editorial  duties.  Mrs.  Huntsman  has  moved 
with  her  husband,  a 1966  graduate  of  the  University 
of  Louisville  School  of  Medicine,  to  Midland,  Mich., 
where  he  has  accepted  a residency  with  the  Midland 
Hospital  Association.  Mrs.  Huntsman  came  to  work 
for  the  KMA  Journal  in  April,  1963. 


Advertisement 

General  practice,  Veterans  Ad- 
ministration Nursing  Home,  Fort 
Thomas,  Kentucky.  Newly  re- 
modeled, well  staffed,  with  all 
ancillary  services  available.  40 
hour  week,  one  month  vacation 
each  year,  and  excellent  fringe 
benefits.  Salary  depending  on 
qualifications.  Attractive  four 
bedroom  house  at  modest  rental 
available  on  grounds.  Fort 
Thomas  is  a pleasant  residential 
community  across  the  river  from 
Cincinnati.  Excellent  public  and 
parochial  schools.  For  additional 
information,  call  or  write  direct  to 
Dr.  Eugene  Sterne,  Chief  of  Staff, 
Veterans  Administration  Hospital, 
3200  Vine  Street,  Cincinnati, 
Ohio,  phone:  513-221-2325. 
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The  human  spine  is  not  engineered  forj 
prolonged  sitting  at  desks,  pianos,  type- 
writers and  drafting  boards.  The  stresses  j 
set  up  by  the  heavy,  forward-tilted  head ' 
and  trunk,  balanced  precariously  on  an  i 
insufficient  base,  result  in  strain  of  the^ 
dorsal  musculature,  particularly  at  thei 
low  lumbar  level.  1 

The  unusual  muscle-relaxant  and  anal- 
gesic properties  of  ‘Soma’  make  it  espe- 1 
cially  useful  in  the  treatment  of  low  back  ■ 
sprains  and  strains,  ‘Soma’  is  widely!! 
prescribed  □ to  relieve  pain  □ to  relax 
muscles  □ to  restore  mobility.  j 

Indications:  ‘Soma’  is  useful  for  management  of  ' 
muscle  spasm,  pain,  and  stiffness  in  a variety  of  | 
inflammatory,  traumatic,  and  degenerative  muscu-  i 
loskeletal  conditions.  It  also  may  act  to  normalize 
motor  activity  in  certain  neurologic  disturbances.  : 
Contraindications:  Allergic  or  idiosyncratic  reac- i 
tions  to  carisoprodol.  i 

Precautions:  ‘Soma’,  like  other  central  nervous  : 
system  depressants,  should  be  used  v/ith  caution  i 
in  patients  with  known  propensity  for  taking  ex-  ' 
cessive  quantities  of  drugs  and  in  patients  with  ! 
known  sensitivity  to  compounds  of  similar  chemi-  | 
cal  structure,  e.g.,  meprobamate.  | 

Side  Effects:  The  only  side  effect  reported  with  any  I 
frequency  is  sleepiness,  usually  on  higher  than  ! 
recommended  doses.  An  occasional  patient  may  : 
not  tolerate  carisoprodol  because  of  an  individual  * 
reaction,  such  as  a sensation  of  weakness.  Other  j 
rarely  observed  reactions  have  included  dizziness,  i 
ataxia,  tremor,  agitation,  irritability,  headache,  in-  i 
crease  in  eosinophil  count,  flushing  of  face,  and 
gastrointestinal  symptoms. 

One  instance  each  of  pancytopenia  and  leuko- 
penia, occurring  when  carisoprodol  was  admin- 
istered with  other  drugs,  has  been  reported,  as  has 
an  instance  of  fixed  drug  eruption  with  carisoprodol 
and  subsequent  cross  reaction  to  meprobamate. 
Rare  allergic  reactions,  usually  mild,  have  included 
one  case  each  of  anaphylactoid  reaction  with  mild 
shock  and  angioneurotic  edema  with  respiratory 
difficulty,  both  reversed  with  appropriate  therapy. 
In  cases  of  allergic  or  hypersensitivity  reactions,  i 
carisoprodol  should  be  discontinued  and  appropri- 
ate therapy  initiated.  Suicidal  attempts  may  pro- 
duce coma  and/or  mild  shock  and  respiratory 
depression. 

Dosage:  Usual  adult  dose  is  one  350  mg.  tablet  ' 
three  times  daily  and  at  bedtime. 


Supplied:  Two  Strengths:  350  mg.  white  tablets 
and  250  mg.  orange,  two-piece  capsules. 

Before  prescribing,  consult  package  circular.  ' 

for  the  relief 
of  low  back 
sprains  and  strains 

SOMA 

(CARISOPRODOL) 

Wallace  Laboratories,  Cranbury,  N.J. 
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SQUIBB  MOTES  ON  THERAPY 


Behind  continued  high  blood  pressure  readings 


lies  the  possibility  of  organic  damage' 


Many  of  the  aspects  of  essential  hypertension  are 
unpredictable— either  because  there  are  a number 
of  mechanisms  involved  or  because  individuals  differ  in 
their  responses  to  these  mechanisms. i 

There  is  one  aspect  of  hypertension,  however,  that 
seems,  in  many  cases,  predictable.  “.  . . when  the  blood 
pressure  is  elevated  to  a marked  degree  for  an  adequate 
period  of  time,  this  in  itself  leads  to  perpetuation  of 
the  syndrome  with  resulting  vascular  damage  through- 
out the  body.”i4  All  too  often  the  disease  progresses 
until  there  is  damage  to  one  of  three  vital  organs:  the 
heart,  the  kidney,  the  brain. 


‘‘Hypertension  is  certainly  a major  factor  in  the  gene- 
sis of  coronary  heart  disease,  and  it  is  even  more 
important  when  compounded  with  obesity.”'^ 
“[Vascular  deterioration]  can  be  clearly  seen  in  the 
kidney  with  a degree  of  damage  that  can  be  measured 
by  renal  function  studies. 

, . most  evidence  suggests  that  reduction  of  blood 
pressure,  when  it  is  too  high,  not  only  relieves  the  heart 
of  excess  work  but  reduces  vascular  damage. 

“In  short,  treatment  is  indicated. 

Antihypertensive  therapy  will  not  restore  the  blood  ves- 
sels to  normal.  Yet  many  of  the  vascular  changes  and 
symptoms  caused  by  increased  blood  pressure  may  be 
arrested  or  alleviated  when  the  blood  pressure  is  re- 
duced to  normotensive  levels. ^ 

Reducing  the  blood  pressure  helps  curtail  further  vascu- 
lar damage  and  improves  the  prognosis  — when  damage 
is  not  too  far  advanced  before  therapy  is  started. 
Essential  hypertension  is  an  indication  not  only  for 
treatment,  but  for  early  and  adequate  treatment  of  the 
patient  in  question. 

Reduce  the  blood  pressure  with  Rautrax-N 

Rautrax-N  combines  the  antihypertensive-tranquilizing 
action  of  whole  root  rauwolfia  with  the  antihypetiensive- 
diuretic  action  of  bendroflumethiazide  in  one  conven- 
ient medication.  The  two  drugs  complement  each  other 


so  that  smaller  doses  of  both  are  possible. 

Rauwolfia  combined  with  bendroflumethiazide  is  par- 
ticularly effective  in  long-term  therapy, since  bene- 
ficial effects  do  not  diminish  with  continuous  daily 
administration. 

For  most  patients  1 or  2 Rautrax-N  tablets  daily  are 
sufficient  for  maintenance  therapy.  The  simplicity,  con- 
venience and  economy  of  such  a dosage  schedule  are 
of  particular  benefit  to  older  patients. 

References:  1.  Page,  I.  H.,  and  Dustan,  H.  P.:  The  Usefulness  of  Drugs  in  the 
Treatment  of  Hypertension,  in  ingelfinger,  F.  J.;  Reiman,  A.  S.,  and  Finland, 
M.:  Controversy  in  internai  Medicine,  Philadelphia,  W.  B.  Saunders  Co., 
1966,  p.  95.  2.  Hollander,  W.:  The  Evaluation  of  Antihypertensive  Therapy 
of  Essentiai  Hypertension  in  ingelfinger,  F.  J.;  Reiman,  A.  S.,  and  Finland, 
M.:  Controversy  in  Internal  Medicine,  Philadeiphia,  W.  B.  Saunders  Co., 
1966,  p.  97.  3.  Nickerson,  M.:  Antihypertensive  Agents  and  the  Drug  Therapy 
of  Hypertension,  in  Goodman,  L.  S.,  and  Gilman,  A.:  The  Pharmacological 
Basis  of  Therapeutics,  ed.  3,  New  York,  The  Macmillan  Co.,  1965,  p.  727. 
4.  Berkson,  D.  M.:  Indust.  Med.  & Surg.  32:371,  1963.  5.  Cohen,  B.  M.: 
M.  Times  91:645,  1963.  6.  Lee,  R.  E.,  et  al.:  Am.  J.  Cardioi.  11:738,  1963. 
7.  Moyer,  J.  H.:  Am.  J.  Cardiol.  9:821,  1962.  8.  Moser,  M.:  New  York  J. 
Med.  62:1177,  1962.  9.  Wood,  J.  E.,  and  Battey,  L.  L.:  Am.  J.  Cardiol.  9:675, 
1962.  10.  Moyer,  J.  H.,  and  Heider,  C.;  Am.  J.  Cardiol.  9:920,  1962.  11. 
Moser,  M.,  and  Macaulay,  A.  I.:  New  York  State  J.  Med.  60:2679,  1960. 
12.  Judson,  W.  E.:  Nebraska  M.  J.  44:305,  1959.  13.  Hodge,  J.  V.j  McQueen, 
E.  G.,  and  Smirk,  H.:  Brit.  M.  J.  1:5218,  1961.  14.  Moyer,  J.  H.,  and  Brest, 
A.  N.;  Hypertension  Recent  Advances,  Philadelphia,  Lea  & Febiger,  1961, 
p.  633.  15.  Berry,  R.  L.,  and  Bray,  H.  P.:  J.  Am.  Geriatrics  Soc.  10:516, 
1962.  16.  Reid,  W.  J.:  J.  Am.  Geriatrics  Soc.  13:365,  1965.  17.  Feidman, 
L.  H.:  North  Carolina  M.  J.  23:248,  1962. 

Contraindications:  Severe  renal  impairment  or  previous  hypersensitivity. 
Warning:  Ulcerative  smail  bowel  lesions  have  occurred  with  potassium- 
containing  thiazide  preparations  or  with  enteric-coated  potassium  salts  sup- 
plementally.  Stop  medication  if  abdominai  pain,  distension,  nausea,  vomiting 
or  G.l.  bleeding  occur. 

Precautions  and  Side  Effects:  The  dose  of  ganglionic  blocking  agents,  vera- 
trum  or  hydralazine  when  used  concomitantly  must  be  reduced  by  at  least 
50%  to  avoid  orthostatic  hypotension.  Caution  is  indicated  in  patients 
with  depression,  suicidal  tendencies,  peptic  ulcer;  electrolyte  disturbances 
are  possible  in  cirrhotic  or  digitalized  patients.  Marked  hypotension  during 
surgery  is  possible;  consider  discontinuing  two  weeks  prior  to  elective  surgery 
and  observe  patients  closely  during  emergency  surgery.  Rauwolfia  prepara- 
tions may  cause  reversible  extrapyramidal  symptoms  and  emotional  depres- 
sion, diarrhea,  weight  gain,  edema,  drowsiness  may  occur.  Bendrofiumethia- 
zide  may  cause  increases  in  serum  uric  acid,  unmask  diabetes,  increase 
glycemia  and  glycosuria  in  diabetic  patients,  and  may  cause  hypochioremic 
alkalosis,  hypokaiemia;  cramps,  pruritus,  paresthesias,  rashes  may  occur. 
Dosage  and  Supply:  Initial  dosage,  1 to  4 tablets  daily,  preferably  at  meal- 
time. Maintenance,  1 or  2 tablets  daily.  Rautrax-N  is  supplied  as  capsule- 
shaped tablets  containing  50  mg.  Rauwolfia  serpentina  whole  root  (Rau- 
dixin®),  4 mg.  bendroflumethiazide  (Naturetin®),  400  mg.  potassium  chloride. 
Also  available:  Rautrax-N  Modified  — capsule-shaped  tablets  containing 
50  mg.  Rauwolfia  serpentina  whole  root  (Raudixin),  2 mg.  bendroflumethia- 
zide (Naturetin),  400  mg.  potassium  chloride.  Both  potencies  available  in 
bottles  of  100.  For  full  information,  see  Product  Brief. 


R AUTRAX-  N 

Squibb  Rauwolfia  Serpentina  Whole  Root  (50  mg.)  with  Bendro- 
flumethiazide (4  mg.)  and  Potassium  Chloride  (400  mg.) 


Squibb 


The  Priceless  Ingredient’  of  every  product 
is  the  honor  and  integrity  of  its  maker. 


I 


in 

chronic 

illness 


B and  C vitamins  are  part  of  therapy  : An  imbalance  of  water-soluble  vita- 
mins and  chronic  illness  often  go  hand  in  hand.  STRESSCAPS  capsules,  con- 
taining therapeutic  quantities  of  vitamins  B and  C,  are  fonnulatcd  to  meet  the 
increased  metabolic  demands  of  patients  with  physiologic  stress.  In  chronic  ill- 
ness, as  with  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Each  capsule  contains: 

Vitamin  Bi  (as  Thiamine  Mononitrate)  10  mg 


Vitamin  Bj  (Riboflavin)  10  mg 

Vitamin  Bj  (Pyridoxine  HCI)  2 mg 

Vitamin  B,2  Crystalline  4 megm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder” 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

628-6  — 3614 
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Establish  and 
maintain  eariy, 
more  decisive 
control  of 
blood  pressure 


Cryptenamine  1.0  mg.*  Methyclothiazide  2.5  mg.  Reserpine  0.1  mg. 


When  blood  pressure  won't  stay  down  despite  initial  therapy  — 
when  complaints  of  headache,  fatigue  or  dizziness  are  often  voiced  — 
it  may  be  time  for  a change  to  Diutensen-R. 

Diutensen-R  is  thiazide  and  reserpine  plus  cryptenamine  — a rational, 
comprehensive  therapy  to  help  establish  and  maintain  early, 
more  decisive  control  of  blood  pressure. 

The  cryptenamine  in  Diutensen-R  helps  improve  normal  vasodilating 
reflexes  while  the  thiazide  and  reserpine  components  maintain 
vasorelaxant,  sedative,  and  saluretic  benefits.  Cryptenamine  lowers 
pressoreceptor  reflex  thresholds  (which  may  be  abnormally  high  in 
hypertension)  —“resets”  pressoreceptors  to  function  at  more  nearly 
normotensive  levels. 

Early,  more  decisive  control  with  Diutensen-R  helps  secure 
continuing  benefits  — may  reduce  or  even  obviate  the  need  for  poorly 
tolerated  drugs  later  in  therapy. 


. . quite  apart  from  the  problem  of  vascular  damage,  there 
arises  a possibility  of  virtual  ‘cure’  or  remission  of  hypertension 
when  treatment  is  early,  i.e.,  before  too  many  other  secondary 
pressor  systems  have  entered  into  the  disequilibrium  of  pressor  con- 
trol, and  when  it  is  adequately  suppressive.” 

Corcoran,  A.  C.:  The  choice  of  drugs  in  the  treatment  of  hypertension.  In:  Drugs 
of  Choice  1966-67,  W.  Modell,  Ed.,  St.  Louis,  C.  V.  Mosby  Company,  1966,  p.  417. 


Indications:  Diutensen.R  may  be  employed  in  all  grades  of  essential  hypertension. 
Dosages:  Usual  dose  is  1 tablet  twice  daily,  at  morning  and  evening  meals. 
However,  adjustment  of  dosage  to  suit  individual  circumstances  may  be 
required.  Please  refer  to  package  insert  for  full  particulars.  Side  effects  and 
precautions:  The  side  effects  observed  with  patients  on  Diutensen-R  have 
been  of  a mild  and  nonlimiting  nature.  These  include  occasional  urinary  frequency 
nocturia,  nasal  congestion,  muscle  cramps,  skin  rash,  joint  pains  due  to  gout 
symptoms  and  nausea  and  dizziness  which  have  been  reported  for  the  individual 
components.  Most  of  these  symptoms  disappear  while  the  drug  is  continued  at 
the  same  or  lower  dosage  level.  The  concomitant  use  of  digitalis  and  Diutensen-R 
may  increase  the  possibility  of  digitalis-like  intoxication.  If  there  is 
evidence  of  myocardial  irritability  (extrasystoles,  bigeminy  or  AV  block),  dosage 
of  Diutensen-R  should  be  reduced  or  discontinued.  Nocturia  in  patients 
with  marginal  cardiac  status  and  salt  and  fluid  retention  can  be  effectively 
controlled  by  limiting  the  time  of  administration  to  early  afternoon. 

Diutensen-R  should  not  be  used  in  patients  with  a known  intolerance  to  reserpine. 
Package  inserts  furnish  a complete  summary  of  recommended  cautions  related  to 
each  of  the  ingredients  of  Diutensen-R. 

*As  tannate  salts  equivalent  to  130  Carotid  Sinus  Reflex  Units. 


NEISLER 


NEISLER  LABORATORIES,  INC.  • DECATUR,  ILLINOIS 
SUBSIDIARY  OF  UNION  CARBIDE  CORPORATION 
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You  see,  a woman  simply  has  no  defense  against 
Ultreer  Elastic  Stockings.  They  look  like  lovely  support 
stockings.  They  feel  like  lovely  support  stockings. 
They're  that  sheer,  and  shapely  and  comfortable. 
But  that's  where  the  similarities  end.  New  Ultreer  fits 
firmly  and  evenly  over  the  entire  leg.  Gives  true 
therapeutic  compression  necessary  to  relieve  varicose 
veins  and  other  leg  disorders.  Each  pair  provides  the 
therapy  you  prescribe.  And  at  such  a low  price,  a woman 
can  afford  two  pairs  of  Ultreer  as  easily  as  she  can 
afford  one  pair  of  ordinary  elastic  hosiery. 

Ultreer.  What  a stocking. 
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ERYTHROCIN-SULFAS 

Brief  Summary 

Indications:  Use  Erythrocin-Sulfas  in  in- 
fections more  susceptible  to  the  combination 
than  to  either  agent  alone.  These  are  usually- 
found  in  urinary,  lower  respiratory  tract, 
and  chronic  ear  infections. 

Contraindications:  Known  sensitivity  to 
erythromycin  or  sulfonamides.  Because  of 
the  possibility  of  kernicterus  with  sulfona- 
mides, do  not  use  in  pregnancy  at  term, 
premature  or  new  born  infants. 

Warnings:  As  with  other  forms  of  sulfona- 
mide therapy,  carefully  evaluate  patients 
with  liver  or  kidney  damage,  urinary  ob- 
struction, or  blood  dyscrasia.  Deaths  have 
been  reported  from  hypersensitivity  re- 
actions and  blood  dyscrasias  following  use  of 
sulfonamides.  Perform  blood  counts  and 
liver  and  kidney  function  tests  if  used  re- 
peatedly at  close  intervals  or  for  long  periods. 

Precautions : Use  sulfonamides  with  cau- 
tion in  patients  with  a history  of  allergy. 
Assure  adequate  fluid  intake  to  prevent  crys- 
talluria  and  institute  alkali  therapy  if  in- 
dicated. 

Adverse  Reactions : Sulfonamide  therapy 
may  be  associated  with  headache,  nausea, 
vomiting,  urticaria,  diarrhea,  hepatitis,  pan- 
creatitis, blood  dyscrasias,  neuropathy,  drug 
fever,  skin  rash,  injection  of  the  conjunctiva 
and  sclera,  petechiae,  purpura,  hematuria 
and  crystalluria. 

Side  effects  due  to  erythromycin  are  in- 
frequent, but  occasional  abdominal  discom- 
fort, nausea,  or  vomiting,  urticaria  and  other 
skin  rashes  may  occur. 

If  a reaction  or  overgrowth  of  nonsuscep- 
tible  organisms  occurs,  withdraw  the  drug. 

Supplied : The  Granules  for  Oral  Suspension 
come  in  bottles  of  60  ml.  and  150  ml.  The 
Chewable  tablets  are  in  bottles  of  50.  Each 
5-ml.  teaspoonful  of  reconstituted  Granules 
or  each  Chewable  tablet  provides  erythro- 
mycin ethyl  succinate  equivalent  to  125  mg. 
of  erythromycin  activity  and  167 
mg.  each  of  sulfadiazine,  sulfa-  I 

merazine  and  sulfamethazine.  603303 


Kn  iilemoriam 


MARK  DEMPSEY,  M.D. 

Garrett,  Ky. 

1875-1966 

Mark  Dempsey,  M.D.,  Garrett,  died  Sunday,  June 
3,  at  his  home.  Doctor  Dempsey,  age  91,  had  been 
a general  practitioner  in  the  Garrett  community  for 
many  years. 

Doctor  Dempsey  received  his  medical  degree  in 
1907  from  the  Hospital  College  of  Medicine  in 
Louisville.  He  had  devoted  his  lifetime  to  the  prac- 
tice of  medicine  in  Floyd  County. 

DILLARD  D.  TURNER,  M.D. 

Frankfort,  Ky. 

1905  - 1966 

Dillard  D.  Turner,  M.D.,  61,  director  of  local 
health  for  the  State  Department  of  Health,  died 
Thursday,  July  15,  at  the  Central  Baptist  Hospital, 
Lexington,  after  suffering  a coronary  thrombosis. 
Doctor  Turner,  who  had  been  in  public  health  work 
since  1934,  had  served  as  health  officer  for  the 
counties  of  Leslie,  Perry,  Lyon,  Livingston,  Cald- 
well and  Crittenden.  A 1934  graduate  of  the  Univer- 
sity of  Louisville  Medical  School,  he  took  his  post- 
graduate work  in  public  health  at  Johns  Hopkins 
University. 


NEWS  ITEMS 


F.  A.  Martin,  M.D.,  Lexington,  who  has  main- 
tained an  office  on  East  Fifth  St.,  has  moved  his 
office  to  the  Medical  Center  on  Lexington  Road  as 
of  June  20th.  Doctor  Martin  will  occupy  the  office 
formerly  occupied  by  W.  L.  McCIeod,  M.D.,  who  re- 
cently returned  to  his  practice  in  North  Carolina. 

Albert  S.  Irving,  M.D.,  Louisille,  who  has  been 
active  in  KMA  Committee  work  for  many  years, 
has  retired  as  Vice-President  and  Medical  Director 
of  the  Commonwealth  Life  Insurance  Company  in 
Louisville,  as  of  July  1.  Doctor  Irving  will  remain 
in  Louisville. 

Alvin  D.  Poweleit,  M.D.,  Covington,  departed  July 
10  for  Charleston.  S.C.,  where  he  is  stationed  as  a 
lieutenant-commander  with  the  Navy.  Doctor  Poweleit 
is  a 1936  graduate  of  the  University  of  Louisville 
School  of  Medicine,  who  shares  his  practice  with 
his  father,  Alvin  C.  Poweleit,  M.D.,  a World  War  II 
veteran.  He  will  be  eligible  for  discharge  in  Sep- 
tember. 

{Continued  on  Page  714) 
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MEN’S 

SHOP 


...  in  the 

SOUTHERN  OPTICAL  BUILDING,  640 

S.  4th  St.,  between  Broadway  and  Chestnut . . . 
where  a man  is  king.  In  its 
masculine  surroundings,  you’ll  experience 
the  same  comfort  while  being  fitted 
for  glasses  as  you  do  when  being  fitted 
for  clothes. 


SOUTHERN  OPTICAL  BLOG..  640  S.  4th 
(Midway  between  Broadway  & Chestnut) 
MEDICAL  ARTS  BLOG  , Eastern  Parkway 
ST.  MATTHEWS.  Wallace  Center 
MEDICAL  TOWERS  BLDG  . Floyd  & Gray 
CONTACT  LENSES.  640  S.  4th 


Contact  Lens  and  Artificial  Eye  Service  on  Opthamologist’s  Prescription  Only 


WHERE 


In  Addition  To  Suitable  Medical  and 


HAPPINESS  IS  Nursing  Care  for  Chronic, 

Convalescent  and  Geriatric  Patients 

SKILLFULLY  ADMINISTERED 


NEW  CASTLE  SANITARIUM 

TELEPHONE  3621 
NEW  CASTLE,  KY. 


MEMBER 

National  Geriatrics  Society 
American  Hospital  Association 
American  Nursing  Home  Association 
Licensed  and  Approved  by  State  of  Ky. 


Active  medical  staff  of  six  physicians.  Physicians  available  at  all  hours.  24  hour  efficient  and 
cheerful  nursing  care  WITH  SPECIAL  EMPHASIS  ON  MAKING  EACH  PATIENT  FEEL  LOVED, 
WANTED  AND  IMPORTANT. 

Special  diets  prepared  and  tray  service  to  all  rooms  at  no  extra  charge. 

Diversional  activities,  physio-therapy  treatments,  rehabihtation  program  and  emergency  facilities 
available. 

Adequate  shade  trees,  ramps,  also  dav  room  with  abundance  of  flowers,  television. 

PRIVATE,  SEMI-PRIVATE  AND  WARD  ACCOMMODATIONS  AVAILABLE.  Private  and  semi- 
private  rooms  with  intercommunication,  beautifully  decorated  and  furnished,  beds  equipped  with  Tren- 
delenburg springs  and  innerspring  mattresses. 

Insulated  brick  and  block  structure,  heated  in  winter  by  “Selectemp”  Modulated  Steam  Heat  with 
filtered  air  for  maximum  comfort  and  safety  ( each  room  having  thermostatic  even-heat  control  with  its 
own  circulating  air  unit). 

Protected  throughout  with  automatic  fire  detection  and  alarm  system. 

Cares  for  men  or  women,  nursing  or  boarding  care  oases,  bedridden  or  ambulatory.  Admits  some 
mildly  senile,  nervous  and  neurotic  patients  but  accepts  no  alcoholics  or  drug  addiction  cases. 


REASONABLE  RATES 


IRA  O.  WALLACE,  Adminittralor 


MARGARET  KELLY,  R.  N.,  Diracler  of  Nunn 


Frankly,  mostantihyper- 
tepsives  are  pretty  good  if 
you  give  an  adequate  dose. 
I’rri  looking  for  one  with  a 
simple  regimen  so  that  mix- 
ups  in  doses  and  therefore 
the  chance  of  side  effects 
are  minimized. 


Regroton" 

chlorthalidone  50  mg.  reserpine  0.25  mg. 

1 tablet  daily 
brings  pressure  down 

Advantage:  Both  components  of  Regroton 
are  long-acting. 

Average  dosage:  One  tablet  daily  with 
breakfast. 

Contraindications:  History  of  mental 
depression,  hypersensitivity,  and  most 
cases  of  severe  renal  or  hepatic  diseases. 
Warning:  Discontinue  2 weeks  before 
generai  anesthesia,  1 week  before  electro- 
shock therapy,  and  if  depression  or 
peptic  ulcer  occurs.  With  administration 
of  enteric-coated  potassium  supplements, 
the  possibility  of  small  bowel  lesions 
shouid  be  kept  in  mind. 

Precautions:  Reduce  dosage  of  con- 
comitant antihypertensive  agents  by  one- 
half.  Discontinue  if  the  BUN  rises  or 
liver  dysfunction  is  aggravated.  Electro- 
lyte imbalance  and  potassium  depletion 
rnay  occur:  take  particular  care  in 
cirrhosis  or  severe  ischemic  heart  disease, 
and  in  patients  receiving  corticosteroids, 
ACTH,  or  digitalis.  Salt  restriction  is  not’ 
recommended.  Use  with  caution  in 
patients  with  ulcerative  colitis,  gall- 
stones, or  bronchial  asthma. 

Side  effects:  Nausea,  vomiting,  diarrhea, 
muscle  cramps,  headaches  and  dizziness. 
Potential  side  effects  Include  angina  pecto- 
ris, anxiety,  depression,  drowsiness, 
hyperglycemia,  hyperuricemia,  lassitude, 
leukopenia,  nasal  stuffiness,  nightmare, 
purpura,  urticaria,  and  weakness. 

For  full  details,  see  the  complete  prescrib- 
ing information. 

Avaiiabiiity:  Bottles  of  100  and  1000  tablets. 


(Continued  from  Page  711) 

Charles  W.  Mercer,  M.D.,  Murray,  joined  the  staff  of 
the  Houston-McDevitt  Clinic,  as  of  July  5.  Doctor 
Mercer,  a 1960  graduate  of  the  University  of  Louis- 
ville School  of  Medicine,  served  his  internship  and 
assistant  residency  in  medicine  at  Jackson  Memorial 
Hospital  and  University  of  Miami  School  of  Medicine 
in  Miami.  Having  finished  his  service  in  the  U.S.  Air 
Force,  he  returned  to  University  Hospital  in  Lexing- 
ton, in  1965,  and  worked  as  assistant  resident  in  medi- 
cine, chief  resident  in  medicine  and  postgraduate  fel- 
low in  cardiology. 

Imogene  Fairchild,  M.D.,  Louisville  has  accepted 
a position  as  associate  superintendent  at  the  Wyo- 
ming State  Hospital,  Evanston,  Wyo.  Doctor  Fair- 
child,  a psychiatrist,  was  formerly  located  at  Cen- 
tral Hospital. 

Paul  F.  Maddox,  M.D.,  Campton,  was  presented 
with  the  Outstanding  Alumnus  Award  by  the  More- 
head  State  University  Alumni  Association  in  June  at 
the  University. 


Mary  Pauline  Fox,  M.D.  is  resigning  the  posi- 
tion of  Regional  Health  Director  of  the  Hazard  of- 
fice. Doctor  Fox  has  been  appointed  Assistant  Medi- 
cal Director  of  Frontier  Nursing  Service  at  Hyden. 

Robert  G.  Spurting,  M.D.,  Louisville,  who  limits 
his  practice  to  pediatrics  has  opened  an  office  at 
the  Brownsboro  Medical  Center.  A 1961  graduate 
of  the  University  of  Louisville  Medical  School,  Doctor 
Spurling  served  his  residency  at  Children’s  Hospital, 
Louisville. 


Wayne  C.  Liles,  M.D.,  Winston-Salem,  N.C.,  has  an- 
nounced that  he  has  joined  the  staff  of  the  Henderson 
Clinic  in  Morganfield,  in  July.  Doctor  Liles  received 
his  B.S.  and  M.D.  degrees  from  the  University  of 
Alabama  and  served  his  internship  under  sponsorship 
of  Baylor  University  at  Jefferson  Davis  Hospital  in 
Houston,  Texas.  After  two  years  in  the  Air  Force,  he 
started  his  general  surgery  training,  serving  two  years 
of  his  residency  at  University  Hospital,  Birmingham, 
Ala.,  and  two  years  at  Forsyth  Memorial  Hospital, 
Winston-Salem. 


W.  Paf  Mazier,  M.D.,  Louisville,  opened  an  office 
in  July  to  begin  his  practice.  Doctor  Mazier,  a 1963 
graduate  of  the  University  of  Western  Ontario  Faculty 
of  Medicine,  London,  Ontario,  served  his  internship  at 
Victoria  Hospital,  London,  Ontario  and  his  residency 
at  Louisville  General  Hospital.  He  previously  had  a 
general  practice  in  London,  Ontario,  before  coming 
to  Louisville,  in  1964. 


Bamadex®  Sequels® 

Contraindications:  In  hyperexcitability  and  in  agi- 
tated prepsychotic  states.  Previous  allergic  or 
idiosyncratic  reactions. 

Precautions:  Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetic  compounds,  who 
have  coronary  or  cardiovascular  disease,  or  are 
severely  hypertensive. 

Dextro-amphetamine  sulfate:  Use  by  unstable  in- 
dividuals may  result  in  psychological  dependence. 
Meprobamate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised;  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use 
in  susceptible  persons,  e.g.  alcoholics,  former  ad- 
dicts, and  other  severe  psychoneurotics,  has  been 
reported  to  result  in  dependence.  Where  excessive 
dosage  has  continued  for  weeks  or  months,  re- 
duce dosage  gradually.  Sudden  withdrawal  may 
precipitate  recurrence  of  pre-existing  symptoms 
such  as  anxiety,  anorexia,  or  insomnia;  or  with- 
drawal reactions  such  as  vomiting,  ataxia,  trem- 
ors, muscle  twitching  and,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  reduce  dose — operation  of 
motor  vehicles,  machinery  or  other  activity  re- 
quiring alertness  should  be  avoided.  Effects  of 
excessive  alcohol  consumption  may  be  increased 
by  meprobamate.  Appropriate  caution  is  recom- 
mended with  patients  prone  to  excessive  drinking. 
In  patients  prone  to  both  petit  and  grand  mal 
epilepsy  meprobamate  may  precipitate  grand  mal 
attacks.  Prescribe  cautiously  and  in  small  quanti- 
ties to  patients  with  suicidal  tendencies. 

Side  Effects:  Overstimulation  of  the  central  nerv- 
ous system,  jitteriness  and  insomnia  or  drowsiness. 

Dextro-amphetamine  sulfate:  Insomnia,  excita- 
bility, and  increased  motor  activity  are  common 
and  ordinarily  mild  side  effects.  Confusion,  anx- 
iety, aggressiveness,  increased  libido,  and  halluci- 
nations have  also  been  observed,  especially  in 
mentally  ill  patients.  Rebound  fatigue  and  de- 
pression may  follow  central  stimulation.  Other 
effects  may  include  dry  mouth,  anorexia,  nausea, 
vomiting,  diarrhea,  and  increased  cardiovascular 
reactivity. 

Meprobamate:  Drowsiness  may  occur  and  can  be 
associated  with  ataxia,  the  symptom  can  usually 
be  controlled  by  decreasing  the  dose,  or  by  con- 
comitant administration  of  central  stimulants. 
Allergic  or  idiosyncratic  reactions:  maculopapu- 
lar  rash,  acute  nonthrombocytopenic  purpura 
with  petechiae,  ecchymoses,  peripheral  edema 
and  fever,  transient  leukopenia.  A case  of  fatal 
bullous  dermatitis,  following  administration  of 
meprobamate  and  prednisolone,  has  been  re- 
ported. Hypersensitivity  has  produced  fever, 
fainting  spells,  angioneurotic  edema,  bronchial 
spasms,  hypotensive  crises  (1  fatal  case),  anuria, 
stomatitis,  proctitis  (1  case),  anaphylaxis,  agranu- 
locytosis and  thrombocytopenic  purpura,  and  a 
fatal  instance  of  aplastic  anemia,  but  only  when 
other  drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity,  usually 
after  excessive  dosage.  Impairment  of  visual  ac- 
commodation. Massive  overdosage  may  produce 
drowsiness,  lethargy,  stupor,  ataxia,  coma,  shock, 
vasomotor,  and  respiratory  collapse. 


714 


August  1966 


The  Journal  oj)^ 


First  aid  for  a 
button  popper 


Second  aid  for  a 
button  popper 


Bamadex*  Sequels* 

d-amphetamine  sulfate  (15  mg.)  Sustained  Release  Capsules 
and  meprobamate  (300  mg.) 


By  providing  combined  anorexigenic-tranquilizing  action,  BAMADEX  SEQUELS 
Capsules  help  your  nonshrinking  patients  to  establish  new  patterns  of  eating  less. 
The  amphetamine  component  suppresses  the  appetite,  while  the  meprobamate 
helps  allay  nervousness  and  tension.  And  for  most  patients,  the  sustained  release 
of  the  active  ingredients  makes  possible  convenient  one-capsule-a-day  dosage. 


LEDERLE  LABORATORIES  • A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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W.  A,  Litzenberger,  M.D.,  Elizabethtown,  has  an- 
nounced his  association  with  William  R.  Handley,  M.D., 
for  the  practice  of  internal  medicine,  as  of  July  11. 
A 1960  graduate  of  the  University  of  Louisville  School 
of  Medicine,  Doctor  Handley  interned  at  Louisville 
General  Hospital  and  served  two  years  in  the  U.S. 
Air  Force.  He  recently  completed  his  residency  in 
internal  medicine  at  the  University  of  Cincinnati  hos- 
pital. 

Robert  W.  Ridley,  M.D.,  Louisville,  has  recently 
begun  practicing  in  association  with  John  J.  Ryan, 
M.D.,  Louisville.  Doctor  Ridley,  a 1962  graduate 
of  the  University  of  Chicago  Medical  School  will 
limit  his  practice  to  ophthalmology. 

Edward  J.  Shaw,  M.D.,  St.  Louis,  has  joined  the  staff 
of  the  Daniel  Boone  Clinic,  Middlesboro,  in  June. 
Doctor  Shaw,  formerly  located  in  St.  Louis,  held 
surgical  staff  positions  with  three  hospitals.  He  is  a 
graduate  of  Yale  University  School  of  Medicine, 
New  Haven,  Conn.,  and  is  a diplomate  of  the  Ameri- 
can Board  of  Surgery  and  a fellow  of  the  American 
College  of  Surgeons  and  the  New  York  Academy  of 
Medicine.  Doctor  Shaw  is  a former  assistant  clinical 
professor  of  surgery  at  New  York  Medical  College, 
New  York. 


Be  Sure  to  Hear 
WALTER  H.  JUDD,  M.D. 

At  The 

THE  PRESIDENT’S  LUNCHEON 

Terrace  Room,  Kentucky  Hotel 

KMA  Annual  Meeting 
Sept.  21,  11:50  A.M. 


Founded  in  1904 

Highland  Hospital,  inc. 

ASHEVILLE,  NORTH  CAROLINA 
Affiliated  with  Duke  University 


Contact:  Medical  Director,  Highland  Hospital,  Asheville, 
N.C. 28801 


A non-profit,  psychiatric  institution,  offering  therapeutic  j 
milieu,  group  and  individual  psychotherapy,  and  standard  j 
somatic  treatments.  Limited  day-patient  and  out-patient  serv-  j 
ices.  The  hospital  is  located  in  a 75-acre  park  amid  the 
scenic  beauties  of  the  Smoky  Mountain  Range  of  Western 
North  Carolina,  affording  exceptional  opportunity  for 
physical  and  emotional  rehabilitation. 
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she  can  say  "No  thank  you" 
to  the  crepes  suzette. 


'Dexamyl'  does  more  than  most  anorectics.  Be- 
cause it  curbs  appetite  ancMifts  mood,  'Dexamyl' 
can  encourage  the  discouraged  dieter  to  stay 
on  her  diet. 

The  mood  lift  with  'Dexamyl'  can  make  the  dif- 
ference between  the  success  or  failure  of  her 
diet  plan. 

Formulas:  Each  'Dexamyl'  Spansule®  Capsule  (brand  of  sustained 
release  capsule)  No.  1 contains  10  mg.  of  Dexedrine®  (brand  of 
dextroamphetamine  sulfate)  and  1 gr.  of  amobarbital,  derivative  of 
barbituric  acid  [Warning,  may  be  habit  forming).  Each  'Dexamyl' 
Spansule  capsule  No.  2 contains  15  mg.  of  Dexedrine  (brand  of 
dextroamphetamine  sulfate)  and  IV2  gr.  of  amobarbital  [Warning, 
may  be  habit  forming). 

Principal  cautions  and  side  effects;  Use  with  caution  in  patients 
hypersensitive  to  sympathomimetics  or  barbiturates  and  in  coronary 
or  cardiovascular  disease  or  severe  hypertension.  Insomnia,  excit- 
ability and  increased  motor  activity  are  infrequent  and  ordinarily 
mild. 

Before  prescribing,  see  SK&F  product  Prescribing  Information. 


Smith  Kline  & French  Laboratories 
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“I  like  Bronkometer... 

I breathe  better. . . 
don’t  get  the  jitters.” 


Patients  feel  relaxed  with  Bronkometer.  Its 
bronchodilator-decongestant  action  has  min- 
imal central  nervous  system  stimulation.^ 
Isoetharine,*  Breon’s  exclusive  bronchodila- 
tor,  shows  only  1/16  to  1/64  the  cardiotonic 

effect  of  isoproterenol.^ ‘Dilabron®,  brand  of  isoetharine 


© 

ASTHMA,  CHRONIC  BRONCHITIS,  EMPHYSEMA 

isoetharine  0.6%;  phenylephrine  0.125%;  thenyidiamine  0.05%— Superior  because  it  contains  isoetharine 

COMPOSITION:  Bronkometer  delivers  at  the  mouthpiece  200  metered  doses  of:  350  meg  isoetharine  methanesulfonate  (0.6%);  70 
meg  phenylephrine  HCI  (0.125%);  and  30  meg  thenyidiamine  HCI  (0.05%)  with  saccharin,  menthol  and  fluorochlorohydrocarbons  as  inert 
propellants.  Preserved  with  ascorbic  acid  0.1%  and  alcohol  30%. 

RECOMMENDED  DOSAGE:  One  or  two  inhalations  with  at  least  one  minute  between  inhalations.  Occasionally  more  may  be  required, 
however  in  most  cases,  inhalations  need  not  be  repeated  more  than  every  four  hours.  Dosage  should  be  adjusted  to  the  severity  of  the 
condition  and  to  patient's  response. 

PRECAUTIONS:  Bronkometer  is  unusually  free  from  cardiovascular  and  other  side  effects,  but  the  usual  precautions  associated  with 
sympathomimetic  amines  should  be  observed.  Bronkometer  should  not  be  administered  simultaneously  with  epinephrine  or  similar  com- 
pounds because  of  the  possibility  of  tachycardia,  although  it  may  be  alternated  with  these  agents.  Dosage  must  be  carefully  adjusted 
in  patients  with  hyperthyroidism,  hypertension,  acute  coronary  disease,  cardiac  asthma,  limited  cardiac  reserve  and  in  individuals  sen- 
sitive to  sympathomimetic  amines. 

SUPPLIED:  10  ml  pressurized  aerosol  vials  complete  with  measured  dose  valve  and  oral  nebulizer. 

References:  1.  Spielman,  A.  D.:  Curr.  Therap.  Res.  3:235  (June)  1961.  2.  Herschfus,  J.  A.;  Bresnick,  E.;  Levinson,  L.;  and  Segal,  M.  S-: 
Ann.  Allergy  9:769  (Nov.-Dee.)  1951 . 

BREON  LABORATORIES  INC.  90  Park  Avenue,  New  York.  N.Y.  10016 
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must  penicillin 
be  a bitter  pill 
to  swallow? 

not  if  it  is 
V-Cillin  K. 


V-Cillin  K now  has  a unique  glossy  coating 
that  banishes  bitter  penicillin  taste  and  makes 
it  easier  to  swallow.  Within  six  seconds  (just 
long  enough  for  the  tablet  to  get  past  the  taste 
buds),  the  coating  dissolves  and  the  penicillin 
is  ready  for  immediate  absorption  into  the 
bloodstream.  The  patient  still  gets  all  the  spe- 
cial benefits  of  V-Cillin  K,  including  consistent 
dependability  . . . even  in  the  presence  of  food. 

Indications:  V-Cillin  K is  an  antibiotic  useful  in  the 
treatment  of  infections  caused  by  streptococci,  pneu- 
mococci, and  sensitive  strains  of  staphylococci. 

Contraindications  and  Precautions:  Although  sensi- 
tivity reactions  are  much  less  common  after  oral  than 
after  parenteral  administration,  V-Cillin  K should  not 
be  administered  to  patients  with  a history  of  allergy 


to  penicillin.  As  with  any  antibiotic,  observation  for 
overgrowth  of  nonsusceptible  organisms  during  treat- 
ment is  important. 

Usual  Dosage  Range:  125  mg.  (200,000  units)  three 
times  a day  to  250  mg.  every  four  hours. 

Supplied:  Tablets  V-Cillin  K,  125  or  250  mg.;  also, 
V-Cillin  K,  Pediatric,  125  mg.  per  5-cc.  teaspoonful, 
in  40,  80,  and  1 50-cc.-size  packages. 


V-Cillin  K 


® Six-Second 
Barrier  to 
Bitterness 


Potassium  Phenoxymethyl 
Penicillin 

Additional  information  available  to  phy- 
sicians upon  request.  Eli  Lilly  and 
Company,  Indianapolis,  Indiana  46206. 
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IN  THE  BOOKS 


The  other  day  I chanced  upon  a reprint  of 
an  editorial  comment  by  H.  L.  Menkin 
which  was  originally  published  in  the 
American  Mercury  in  1930.  It  was  entitled  “Lo, 
the  Poor  Bookseller”  and  is  an  analysis  of  the 
difficulties  which  the  bookseller  faced  in  the 
early  part  of  the  depression  of  the  1930’s.  Mr. 
Menkin  devotes  nearly  half  of  his  editorial  to 
what  he  calls  “the  cheap  book  experiment.” 
He  seems  to  have  included  in  this  “cheap  book” 
class,  all  books  that  were  to  be  sold  for  less 
than  $2.50,  regardless  of  their  literary  merit. 
These  comments  referred  to  another  of  a long 
series  of  “experiments”  in  the  publishing  of  in- 
expensive books  which  had  been  attempted 
first  in  Great  Britain  as  early  as  the  later  dec- 
ades of  the  18th  century.  Numerous  changes 
have  taken  place  in  the  book  trade  over  the 
past  35  years,  not  the  least  of  which  is  the 
production  of  very  inexpensive  books. 

Medical  and  scientific  books  have  generally 
been  more  costly  than  contemporary  publica- 
tions in  other  fields,  and  the  cost  of  old,  long 
out-of-print,  now  “classical”  monographs  in 
these  areas  of  endeavor  have  risen  to  exorbitant 
heights.  All  of  the  major  book  publishers  and 
many  of  the  university  presses  at  home  and 
abroad  have  attempted  to  meet  the  “needs” 
of  the  medi;al  and  scientific  communities  by 
the  publication  of  low  cost  paperback  editions. 
Book  review  sections  in  our  periodicals  seldom 
consider  this  special  class  of  published  ma- 
terial for  there  are  few  entirely  new  books 
(except  texts)  which  appear  in  this  form.  The 
majority  of  the  “paperbacks”  in  medicine  and 
science  are  reprints  of  “classics”  or  collections 
of  papers  relating  to  a single  subject.  These 
are  given  a new  introduction,  an  attractive 
cover,  and  are  offered  for  sale  at  reasonable 
prices.  Unfortunately,  if  one  does  not  peruse 
paperback  booklists  or  entertain  himself  by 


scanning  Books  in  Print,  he  may  not  know  what 
is  so  readily  available  in  this  inexpensive  form. 

In  an  effort  to  call  to  your  attention  some 
of  the  publishers  of  medical  paperbacks,  I 
have  appended  here  a much  abbreviated  list 
of  books  and  their  publishers  that  are  currently 
available. 

I hope  that  you  may  find  among  these  some 
title  in  your  particular  area  of  interest. 


Hafner  Publishing  Company — New  York 

The  New  York  Academy  of  Medicine 
The  History  of  Medicine  Series 
(each  paperbound  volume  $3.75) 


BOWDITCH,  HENRY  I.:  The  Young  Stethoscopist,  or 

The  Student's  Aid  to  Auscultation;  (No.  20),  1846, 

With  an  Introduction  by  Dr.  Saul  Jarcho. 

BURNS,  ALLEN:  Observations  on  Some  of  the  Most 
Frequent  and  Important  Diseases  of  the  Heart; 
(No.  21),  1809,  With  an  Introduction  by  Dr.  Dick- 
inson W.  Richards. 

CHARCOT,  JEAN  MARTIN:  Lectures  on  the  Diseases  of 
the  Nervous  System;  (No.  19)  Delivered  at  La  Sal- 
petriere,  2 ser.  1881,  Introduction  by  Dr.  Walther 
Riese. 

CORVISART,  JEAN  NICOLAS:  An  Essay  on  the  Organic 
Diseases  and  Lesions  of  the  Heart  and  Great  Ves- 
sels; (No.  16),  1812,  With  an  Introduction  by  Dr. 
Dickinson  W.  Richards. 

HALES,  STEPHEN:  Haemastaticks;  or  An  Account  of 

.some  Hydraulic  and  Hydrostatical  Experiments 
Made  on  the  Blood  and  Bloodvessels  of  Animals; 
(No.  22),  1733,  With  an  Introduction  by  Dr. 
Andre  Cournand. 

HEBERDEN,  WILLIAM:  Commentaries  on  the  History 
and  Cure  of  Diseases;  (No.  18).  1802.  With  an 
Introduction  by  Dr.  Paul  Klemperer. 

LAENNEC,  R.T.H.:  A Treatise  on  the  Disea.ses  of  the 
Chest;  (No.  17),  1821,  With  an  Introduction  by 
Dr.  Paul  Klemperer. 

PINEL,  PHILIPPE:  A Treatise  on  Insanity;  in  which  are 
contained  the  principles  of  a new  and  more  prac- 
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tical  nosology  of  maniacal  disorders;  (No.  14), 
Translated  by  D.D.  Davis,  M.D.,  1806,  With  an 
Introduction  by  Dr.  Paul  F.  Cranefield. 

RAMAZZINI,  BERNARDINO;  De  Morhis  Artificum — Dis- 
eases of  Workers;  Chicago,  English  translation 
only  from  the  Latin  of  1713,  (No.  23),  1940, 
With  an  Introduction  by  Dr.  George  Rosen. 

RUSH,  BENJAMIN:  Medical  Inquiries  and  Observations 
upon  the  Diseases  of  the  Mind;  (No.  15),  1812, 
With  an  Introduction  by  Dr.  S.  Bernard  Wortis. 

WOODWARD,  J.J.:  Outlines  of  the  Chief  Camp  Dis- 
eases of  the  United  States  Armies,  as  observed 
during  the  present  War;  (No.  24),  1863,  With  an 
Introduction  by  Dr.  Saul  Jarcho. 


Hafner  Publishing  Company — New  York 

Clio  Medica 

A Series  of  Primers  on  the  History  of  Medicine 

(each  paperbound  volume  $2.45) 

CHANCE,  BURTON:  Ophthalmology;  (1939),  240  pages, 
6 ill.  index. 

CORNER,  G.W.:  Anatomy  (1930);  104  pages,  ill.  index. 

DAWSON,  WARREN  R.:  The  Beginnings;  Egypt  and 
Assyria;  ( 1930),  96  pages,  111.  index. 

FORD,  W.W.:  Bacteriology;  (1939),  244  pages,  ill. 
index. 

JAMESON,  EDWIN:  Gynecology  and  Obstetrics  (1936); 
150  pages,  5 ill.  Bibliog.,  index. 

KRUMBHAAR,  E.B.:  Pathology;  (1937),  218  pages,  ill. 
Chronol.,  list  of  pathological  milestones,  index. 

LUSK,  GRAHAM:  Nutrition;  (1939),  160  pages,  ill. 
index. 

STONE,  E.P.-  Medicine  Among  the  American  Indians; 
(1932),  139  pages,  17  ill.  Map.  index. 


Dover  Publications,  Inc. — New  York,  N.Y. 

I BEAUMONT.  WILLIAM;  E.xperiments  and  Observations 

1 on  the  Gastric  Juice  and  The  Physiology  of  Diges- 

:i  tion;  (1833,  1902),  Biographical  Essay  by  William 

\ Osier.  $1.50. 

BERNARD,  CLAUDE;  An  Introduction  to  the  Study  of 
Experimental  Medicine;  (1927),  Trans,  by  H.C. 
Greene,  Introduction  by  L.  J.  Henderson.  $1.50. 

CAMAC.  C.N.B.  Ed:  Cla.ssics  of  Medicine  and  Surgery; 
(1909),  $2.25. 

CARDAN,  JEROME;  The  Book  of  My  Life;  (1930), 
Trans,  by  J.  Stoner.  $1.60. 

CLENDENING.  LOGAN:  Source  Book  of  Medical  His- 
tory; (1942),  $2.75. 

DARWIN,  CHARLES:  Autobiography  and  Selected  Let- 
ters: ( 1892),  Ed.  by  Francis  Darwin.  $2.50. 

KEYS,  THOMAS  E.:  The  History  of  Surgical  Anesthesia; 
( 1945,  1963),  2nd  rev.  ed.  $2.00. 

Eugene  H.  Conner,  M.D. 
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This  year... vacation  in 

KENTUCKY’S 


STATE 

AND 

NATIONAL 

PARKS 


Some  are  rich  in  history  (like  Fort 
Boonesborough),  some  in  tradition 
(like  My  Old  Kentucky  Home),  some  in 
scenery  (like  Cumberland  Gap),  some 
in  natural  marvels  (like  Mammoth 
Cave),  some  in  magnificent  accommo- 
dations (like  any  of  the  12  state  resort 
parks).  Whatever  your  sport  or  pas- 
time, you  can  spend  many  happy 
weeks  exploring  Kentucky’s  great 
chain  of  state  and  national  parks.  This 
year  . . . join  the  nation  in  a Kentucky 
vacation! 

Send  for  exciting  vacation  literature. 


Travel  Division,  Public  Information  Dept. 
Capitol  Annex  Building,  Frankfort,  Ky. 
Department  pdb-oo6 
Please  send  me  complete  information  on 
how  to  have  the  best  vacation  ever  at 
Kentucky’s  State  Resort  Parks. 

Name  _ 

Address 
City  — 

State  _ 
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New 

low-cost  tetracycline/antifungal  therapy 

for  broad-spectrum  activity 
plus  specific  antifungal  prophylaxis 
at  significant  patient  savings 


Whenever  tetracycline  is  indicated  in  these  candidates  for  Candida: 


2.  nonpregnant  women  with  a history  of  recent 
1.  diabetic  patients  or  recurrent  monilial  vaginitis 


5.  patients  on  long-term  tetracycline  or  cortico- 
4.  patients  with  a past  history  of  moniliasis  steroid  therapy 


3.  elderly  or  debilitated  patients 


BRISTOL  THERAPEUTIC  SUMMARY;  For  complete  in 
formation  consult  Official  Package  Circular.  Indications 
Infections  of  respiratory,  gastrointestinal  and  genitourinary 
tracts  and  skin  and  soft  tissues  due  to  tetracycline-sensi 
tive  organisms,  in  patients  with  increased  susceptibilit; 
to  monilial  infections.  Contraindications:  The  drug  is  con 
traindicated  in  patients  hypersensitive  to  its  components 
Warnings : Photodynamic  reactions  have  been  produced  b- 
tetracyclines.  Natural  and  artificial  sunlight  should  b 
avoided  during  therapy.  Stop  treatment  if  skin  discomfor 
occurs.  No  cases  of  photosensitivity  have  been  reporter 
with  Tetrex  (tetracycline  phosphate  complex).  With  rena 
impairment,  systemic  accumulation  and  hepatotoxicity  ma 
occur.  In  this  situation,  lower  doses  should  be  used.  Toot 
staining  and  enamel  hypoplasia  may  be  induced  durin 
tooth  development  (last  trimester  of  pregnancy,  neonata 
period  and  childhood).  Precautions:  Bacterial  superinfec 
tion  may  occur.  Infants  may  develop  increased  intracranii 
pressure  with  bulging  fontanels.  In  gonorrheal  therap) 
serologic  tests  for  syphilis  should  be  conducted  initiall 
and  monthly  for  3 months.  Adverse  Reactions:  Clossitu 
stomatitis,  nausea,  diarrhea,  flatulence,  proctitis,  vaginith 
dermatitis,  and  allergic  reactions  may  occur.  Usual  Adu. 
Dosage:  1 capsule  g.i.d.  Continue  therapy  for  10  days  i 
beta-hemolytic  streptococcal  infections.  Administer  on 
hour  before  or  2 hours  after  meals.  Supply:  Capsules,  bo 
ties  of  16.  Each  capsule  contains  tetracycline  phosphal 
complex  equivalent  to  250  mg.  tetracycline  HCl  activit 
and  250,000  units  of  nystatin. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York 


BRISTOL 


Tetrex-F 

Each  capsule  contains  tetracycline  phosphate  complex  equivalent  to  tetracycline  hydrochloride  250  mg.  and  nystatin  250,000  units 


Tetrex-F  is  priced  lower 
than  most 

tetracycline-antifungal  products. 


An  eminent  role  in 
medical  practice 

• Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

• The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 

Miltowir 

(meprobamate) 


1 


Indications:  Meprobamate  is  effective 
in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxi- 
ety may  be  a causative  or  otherwise 
disturbing  factor.  Although  not  a hyp- 
notic, meprobamate  fosters  normal 
sleep  through  both  its  anti-anxiety  and 
muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or 
idiosyncratic  reactions  to  meprobamate 
or  meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of 
dose  and  amounts  prescribed  is  advised. 
Consider  possibility  of  dependence, 
particularly  in  patients  with  history  of 
drug  or  alcohol  addiction;  withdraw 
gradually  after  use  for  weeks  or  months 
at  excessive  dosage.  Abrupt  withdrawal 
may  precipitate  recurrence  of  pre-exist- 
ing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  the  dose  should 
be  reduced  and  operation  of  motor  ve- 
hicles or  machinery  or  other  activity  re- 
quiring alertness  should  be  avoided  if 
these  symptoms  are  present.  Effects  of 
excessive  alcohol  may  possibly  be  in- 
creased by  meprobamate.  Grand  mal 
seizures  may  be  precipitated  in  persons 
suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tend- 
encies. 

Side  effects:  Drowsiness  may  occur 
and,  rarely,  ataxia,  usually  controlled 
by  decreasing  the  dose.  Allergic  or  idio- 
syncratic reactions  are  rare,  generally 
developing  after  one  to  four  doses. 


Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopap- 
ular  rash.  Acute  nonthrombocytopenic 
purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  ad- 
ministration of  meprobamate  and  pred- 
nisolonehave  been  reported.  More  severe 
and  very  rare  cases  of  hypersensitivity 
may  produce  fever,  chills,  fainting  spells, 
angioneurotic  edema,  bronchial  spasms, 
hypotensive  crises  (1  fatal  case),  anuria, 
anaphylaxis,  stomatitis  and  proctitis. 
Treatment  should  be  symptomatic  in 
such  cases,  and  the  drug  should  not  be 
reinstituted.  Isolated  cases  of  agran- 
ulocytosis, thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic 
anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these 
conditions  were  given  concomitantly. 
Fast  EEG  activity  has  been  reported, 
usually  after  excessive  meprobamate 
dosage.  Suicidal  attempts  may  produce 
lethargy,  stupor,  ataxia,  coma,  shock, 
vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400 
mg.  tablets  three  times  daily.  Doses 
above  2400  mg.  daily  are  not  recom- 
mended. 

Supplied:  ‘Miltown’  (meprobamate)  is 
available  in  two  strengths:  400  mg. 
scored  tablets  and  200  mg.  coated  tab- 
lets. ‘Meprotabs’  (meprobamate)  is 
available  as  400  mg.  white,  coated,  un- 
marked tablets.  Before  prescribing,  con- 
sul! package  circular. 

WALLACE  LABORATORIES 
\kf^Cranbury,  N.J.  cm.7«j4 


Whatever  term  describes  him  in  this  new  era  of 
immunology,  the  symptoms  of  congested  nose,  rhinor- 
rhea  and  sneezing  haven’t  changed  in  patients  hyper- 
sensitive to  pollens  and  molds.  But  nTz  * Nasal  Spray 
relieves  the  symptoms,  it  decongests  nasal  mem- 
branes on  contact,  relieves  itching  and  reduces 
excessive  rhinorrhea  without  unpleasant  dryness. 

The  first  spray  of  well-tolerated  nTz  shrinks  the 
turbinates,  helps  restore  normal  nasal  ventilation 
and  breathing.  After  a few  minutes,  a second 
spray  enhances  sinus  ventilation  and  drainage. 

More  than  a simple  vasoconstrictor,  the  carefully 
balanced  formula  of  effective  components  relieves  in 
three  ways  with: 

• Neo-Synephrine®  HCI  0.5%,  a decongestant  of 
unexcelled  efficacy  to  shrink  nasal  membranes  and 
allow  more  comfortable  breathing. 
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individuals  who  have  shown  hypersensitivity  to  any  of  its  components. 
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A journal  within  a journal  published  quarterly  in  the  interests 
of  better  medicine  by  Dorsey  Laboratories,  a division  of  The 
Wander  Company,  Lincoln,  Nebraska.  Address  communica- 
tions to  Raymond  C.  Pogge,  M.D.,  Director  of  Medicine. 


this  issue:  emergency  anesthesia  and  the  common  cold 


I 


When  emergency  anesthesia  is 

complicated  by  the  common  cold 

Barry  Belonsky,  M.D.,  F.A.C.A. 

Staff  Anesthesiologist,  Hospital  of  The  Albert  Einstein  College  of  Medicine,  New  York  City 


m. 


ledical  facilities  are  often 
presented  with  unfamiliar 
patients  who  have  un- 
known health  histories. 
This  is  particularly  true  in 
emergency  situations  that 
arise  due  to  accidents  or 
acute  illnesses.  These  cases 
may  need  prompt  care  re- 
quiring anesthesia,  and  if  they  involve  colds,  nasal 
allergies  or  other  upper  respiratory  infections,  can 
account  for  many  complications  which  make  up  a 
major  hazard  during  emergency  anesthesia. 


Administration  of  general  anesthesia  to  a patient 
with  a cold  or  upper  respiratory  infection  is  a haz- 
ardous undertaking.  It  should  be  avoided  if  at  all 
possible.  Indeed,  the  presence  of  U.R.I.  is  good  rea- 
son for  postponement  of  elective  surgery.^  In  emer- 
gency surgery,  regional  or  local  block  should  be 
considered,  but  if  general  anesthesia  is  mandatory, 
it  should  be  approached  with  utmost  caution. 

Since  the  attitude  of  "emergency  surgery  — hurry” 
has  been  replaced  by  "emergency  surgery  — watch 
out”^  a knowledge  of  the  complications  is  a great 
help  in  preventing  them.  Here  is  a brief  outline  of 
the  problems  involved  and  their  treatment.  Preven- 
tion of  the  complications  is  discussed  later. 


Complications  during  the  induction  ot  anes- 
thesia Most  of  the  complications  are  a direct  re- 
sult of  secretions  and  some  a result  of  accompanying 
secondary  infection.  For  example,  airway  obstruc- 
tion due  to  excessive  secretions  occurs  very  com- 
monly and  is  the  direct  effect  of  the  cold.  Respiratory 
exchange  may  be  obstructed  at  any  time  during 
anesthesia  because  of  excessive  secretions,  but  is 
most  likely  to  occur  during  induction.  Suction  ap- 
paratus must  be  available  to  overcome  this.^ 

Excess  secretions  which  stimulate  and  irritate  the 
epiglottis  and  vocal  chords  can  cause  laryngeal 
stridor  and  obstruction.  This  can  lead  to  complete 
laryngeal  closure  with  resultant  anoxia  and  death. 


Bronchospasm  and  laryngos^asm  can  result  from 
secretions  penetrating  the  bronchi  and  bronchioles. 
In  laryngospasm,  there  are  both  inspiratory  and  ex- 
piratory stridor  and  difficulty  in  inflating  the  chest; 
in  bronchospasm  there  is  an  expiratory  wheeze,  but 
not  as  much  difficulty  in  inflation,  although  some 
resistance  may  be  felt.  Stridor  is  due  to  partial  or 
complete  closure  of  the  vocal  cords  in  spasm  and  the 
"crowing”  sound  is  almost  pathognomonic. 

Secretions  obstruct  the  nasal  airways.  This  produces 
difficulty  in  ventilation  through  the  mouth  until  the 
patient  is  deep  enough  to  place  an  oral  airway.  An 
intravenous  agent  can  be  given  to  facilitate  the  in- 
duction of  anesthesia.  | 

Difficulties  can  arise  if  intubation  is  performed  to  | 
ventilate  the  patient.  For  example,  teeth  can  be 
broken  by  too  vigorous  attempts  at  intubation,  or 
the  intubation  itself  may  be  technically  difficult  due  / 
to  secretions  obstructing  the  view  of  the  glottis.  The  i 
postoperative  sequelae  of  intubation  ranges  from 
mild  laryngitis  to  pneumonia  with  atelectasis,  and 
are  seen  far  more  commonly  in  patients  suffering 
from  colds  than  in  normal  patients. 


Successive  stages  of  laryngospasm  which  produce  the  cha 
acteristic  stridor  or  "crowing”  sound. 


Complications  during  the  maintenance  of 


un- 


anesthesia  Bronchospasm  can  occur  in  an 
intubated  patient  due  to  secretions  entering  the  bron 
chial  tree  from  above,  and  acting  as  an  irritant  to 
the  bronchi  and  bronchioles.  Secretions  accumulate 
quickly  and  the  patient  has  to  be  suctioned  continu- 
ally. The  whole  cycle  of  coughing,  bucking,  laryngo- 
spasm  and  bronchospasm  may  ensue.  The  difficult 
decision  here  is  whether  it  is  better  to  suction  the 
patient  continually  or  to  use  an  endotracheal  tube 
which  protects  the  cords  and  bronchi  but  introduces 
the  risk  of  attendant  complications. 


Postoperative  complications  Postoperatively, 

complications  can  be  more  serious  than  even  the  intra- 
anesthesia complications,  and  occur  much  more  fre- 
quently in  a patient  who  has  been  intubated.'* 

Sore  throat  and  pharyngitis  can  result  both  from  the 
preoperative  upper  respiratory  infection  and  from 
the  drying  of  the  mucous  membranes  which  occurs 
during  anesthesia. 


Tracheitis  and  bronchitis  often  result  from  secre- 
tions trickling  down  the  tracheobronchial  tree. 

Laryngitis  is  frequently  seen  in  patients  with  upper 
respiratory  infections  who  have  been  intubated. 
There  is  a significant  increase  in  the  incidence  of 
laryngitis  compared  to  that  in  patients  without  up- 
per respiratory  infections. 

Subglottic  edema  is  a condition  which  occurs  mainly 
in  children  who  have  been  intubated.  This  pathol- 
ogy results  from  an  exudate  developing  in  the  areo- 
lar tissue  just  below  the  cords.  Because  of  the  small 
size  of  the  child’s  trachea,  even  a 1 mm  increase  in 


size  of  the  mucous  membrane  can  severely  impair 
the  air  passage.  Children  exhibit  this  by  severe  ex- 
piratory stridor  and  may  even  become  cyanotic.  This 
may  so  severely  embarrass  the  child’s  breathing  that 
it  must  be  treated  vigorously.  Most  authorities  agree 
on  the  treatmenC’*^-’-®  consisting  of  a high  oxygen 
concentration  in  the  inspired  air  (60%),  plus  high 
humidity  (close  to  100%).  Adequate  parenteral 
fluid  intake  and  slight  cooling  of  the  body  tempera- 
ture (by  a cooled  oxygen  tent)  also  help  in  mild  cases. 
In  severe  cases,  there  may  be  hypoxia  which  in- 
creases the  restlessness  and  the  oxygen  demand  rises. 
Sedation  is  often  necessary,  although  concomitant 
depression  of  the  respiratory  center  is  undesirable. 
An  antihistaminic  accomplishes  this  purpose  well, 
and  adds  sedation.  Since  there  is  always  a possibility 
that  an  allergic  response  plays  a role  in  edema,  some 
relief  of  the  respiratory  distress  may  occur.  Steroids 
should  be  used  to  control  inflammatory  and  allergic 
phenomena  and  swelling.  If  all  this  fails,  and  the 
patient  is  still  restless  and  hypoxic,  a tracheostomy 
should  be  performed  immediately. 

(concluded  on  following  page) 


Your  patient  can  breathe  easily,  flying  from  New  York  to 
Rome,  on  just  one  Triaminic  timed -release  tablet. 

One  tablet  goes  a long  way.  For  24  hour  relief  of  nasal 
congestion  and  postnasal  drip  due  to  sinusitis,  colds  and 
respiratory  allergies  — simply  prescribe  one  Triaminic 
timed-release  tablet,  swallowed  whole,  in  morning,  mid- 
afternoon and  at  bedtime. 


Side  Effects:  Occasional  drowsiness,  blurred  vision,  car- 
diac palpitations,  flushing,  dizziness,  nervousness,  or 
gastrointestinal  upsets.  Precautions:  The  patient  should 
be  advised  not  to  drive  a car  or  operate  dangerous  ma- 
chinery if  drowsiness  occurs.  Use  with  caution  in  pa- 
tients with  hypertension,  heart  disease,  diabetes  or 
thyrotoxicosis. 


EachTriaminic' 


timed-release  tablet  contains. . . 


Phenylpropanolamine  hydrochloride  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 


(Advertisement) 


Cross  section  of  trachea  showing  subglottic  edema  and 
lumen  reductioji  due  to  mucous  membrane  congestion. 


Pneumonia  may  also  follow  anesthesia  administered 
to  a patient  with  a cold.  This  can  be  caused  by  accu- 
mulated secretions  becoming  secondarily  infected 
and  causing  consolidation  of  the  lung.  Atelectasis 
of  the  lung  can  result  if  one  of  the  bronchioles  be- 
comes plugged  by  secretions,  preventing  aeration  of 
the  distal  part  of  that  lung.  This  is  seen  more  fre- 
quently following  upper  respiratory  infection  be- 
cause dry  anesthetic  gases  aggravate  the  infection, 
causing  secretions  to  change  from  watery  to  thick 
and  viscid,  and  consequently  difficult  to  suction. 

Prevention  of  complications  The  first  rule  to 

prevent  complications,  of  course,  is  to  use  a regional 
or  local  anesthesia  whenever  possible.  But  when 
emergency  surgery  is  a must,  in  spite  of  the  presence 
of  a cold,  allergy,  or  upper  respiratory  infection, 
here  are  some  ways  to  prevent  complications. 

Give  nose  drops  preoperatively.  This  can  help  shrink 
the  congested  nasal  mucous  membranes  and  reduce 
secretions  for  better  air  passage.  (Results  of  this 
method  are  sometimes  unsatisfactory  because  of  the 
short  duration  of  effect  or  rebound  congestion.)  For 
longer  effect,  oral  antihistamines  with  nasal  decon- 
gestants are  often  given  to  provide  and  maintain  a 
drying  effect  on  secretions. 

To  clear  the  tracheobronchial  tree,  instruct  the  pa- 
tient to  cough  preoperatively.  Cold  steam  or  water 
nebulizers  effectively  humidify  the  nasal,  pharyn- 
geal and  bronchial  passages  and  often  make  the 
patient  more  comfortable.  Tenacious  secretions  be- 


come more  watery  under  humidification,  clear  more 
thoroughly  preoperatively  and  are  more  easily  suc- 
tioned from  the  airway  during  anesthesia. 

Give  intravenous  fluids  to  those  patients  who  appear 
dehydrated  due  to  a cold.  In  a well  hydrated  patient 
the  respiratory  tract  secretions  are  less  viscid  and 
more  watery.  This  is  particularly  true  in  asthmatics. 

Summary:  Administration  of  emergency  anesthe- 
sia to  a patient  with  a cold  or  upper  respiratory  in- 
fection can  lead  to  a chain  of  events  that  may  result 
in  increased  postoperative  morbidity  and  even  death. 
This  is  because  of  the  excess  secretions  formed  in 
these  conditions.  Preoperative  measures  to  prevent 
or  reduce  these  secretions  should  be  undertaken  and 
will  result  in  smoother  and  safer  anesthesia. 
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An  expectorant  that  makes  coughs  count  by  in- 
creasing respiratory  tract  fluid  nearly  200%— 
plus  an  oral  decongestant  to  relieve  a probable 
cause  of  cough,  postnasal  drip.  Your  patients 
receive  these  benefits  when  you  prescribe... 

Tridminic"^  Expectorant 


Each  teaspoonful  (5  ml.)  contains: 
Phenylpropanolamine  hydrochloride  12.5  mg. 

Pheniramine  maleate  6.25  mg. 

Pyrilamine  maleate  6.25  mg. 

Glyceryl  guaiacolate  100  mg. 

Alcohol  5% 


Dosage:  Adults— 2 teaspoonfuls;  Children  6 to 
12  years— 1 tsp.;  Children  1 to  6 years— % tsp. 
Administer  every  four  hours.  Side  effects:  Occa- 
sional drowsiness,  blurred  vision,  cardiac  palpi- 
tations, flushing,  dizziness,  nervousness,  or 
gastrointestinal  upsets.  Precautions:  The  pa- 
tient should  be  advised  not  to  drive  a car  or  oper- 
ate dangerous  machinery  if  drowsiness  occurs. 
Use  with  caution  in  patients  with  hypertension, 
heart  disease,  diabetes  or  thyrotoxicosis. 
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“Heart  symptoms”— chest  pain,  tachycardia,  ar- 
rhythmia—invariably  alarm  and  preoccupy  the 
patient,  though  they  may  be  completely  without 
organic  basis.  Such  symptoms  often  are  somatic 
masks  of  psychic  tension,  arising  from  constant 
encounters  with  stressful  situations. 

When  the  problem  is  diagnosed  as  emotionally 
produced,  consider  Valium  (diazepam)  as  adjunc- 
tive therapy.  Valium  (diazepam)  acts  rapidly  to 
calm  the  patient,  to  reduce  his  psychic  tension  and 
relieve  associated  cardiovascular  complaints. 
NEUROTIC  FATIGUE— the  chronic  tiredness  resulting 
from  emotional  strain  which  so  often  accompanies 
psychogenic  “heart”  symptoms  — also  can  be 
alleviated  by  this  highly  useful  agent.  Valium 
(diazepam)  often  achieves  results  where  other  psy- 
chotherapeutic agents  have  failed. 

Valium  (diazepam)  is  generally  well  tolerated,  and 
usually  does  not  impair  mental  acuity  or  ability  to 
function.  If  side  effects  such  as  ataxia  and  drowsi- 
ness occur,  they  usually  disappear  with  dosage 
adjustment. 

Contraindications:  Infants,  patients  with  history  of  convulsive 
disorders  or  glaucoma. 

Warning:  Not  of  value  in  the  treatment  of  psychotic  patients, 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 

Precautions:  Limit  dosage  to  smallest  effective  amount  in  elderly 
patients  (not  more  than  1 mg,  one  or  two  times  daily)  to  preclude 
ataxia  or  oversedation.  Advise  patients  against  possibly  hazard- 


ous procedures  until  correct  maintenance  dosage  is  established; 
driving  during  therapy  not  recommended.  In  general,  concurrent 
use  with  other  psychotropic  agents  is  not  recommended.  Warn 
patients  of  possible  combined  effects  with  alcohol.  Safe  use  in 
pregnancy  not  established.  Observe  usual  precautions  in  impaired 
renal  or  hepatic  function  and  in  patients  who  may  be  suicidal; 
periodic  blood  counts  and  liver  function  tests  advisable  in  long- 
term use.  Cease  therapy  gradually. 

Side  Effects:  Side  effects  (usually  dose-related)  are  fatigue, 
drowsiness  and  ataxia.  Also  reported:  mild  nausea,  dizziness, 
blurred  vision,  diplopia,  headache,  incontinence,  slurred  speech, 
tremor  and  skin  rash;  paradoxical  reactions  (excitement,  de- 
pression, stimulation,  sleep  disturbances  and  hallucinations)  and 
changes  in  EEC  patterns.  Abrupt  cessation  after  prolonged  over- 
dosage may  produce  withdrawal  symptoms  similar  to  those  seen 
with  barbiturates,  meprobamate  and  chlordiazepoxide  HCl. 

Dosage  — Adults:  Mild  to  moderate  psychoneurotic  reactions,  2 
to  5 mg  b.i.d.  or  t.i.d.;  severe  psychoneurotic  reactions,  5 to  10 
mg  t.i.d.  or  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hrs, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  muscle  spasm  with  cerebral 
palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d.  Geriatric  patients: 
1 or  2 mg /day  initially,  increase  gradually  as  needed. 

Supplied:  Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of  SO  for  con- 
venience and  economy  in  prescribing. 

Roche  Laboratories  Division  of  Hoffmann -La  Roche  Inc. 
Nutley,  N.J.  07110 

for  somatic  symptoms  of  psychic  tension 

*1  • 2-mg,  5-mg,  10-mg  tablets 

yaliumL 

((diazepam) 
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Benadryl* 
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• antihistaminic  action  relieves  sneezing, 
nasal  congestion,  pruritus,  and  lacrimation 

• antispasmodic  action  alleviates  bronchial 
and  gastrointestinal  spasm. 

Precautions:  Persons  who  have  become 
drowsy  on  this  or  other  antihistamine-con- 
taining drugs,  or  whose  tolerance  is  not 
known,  should  not  drive  vehicles  or  engage 
in  other  activities  requiring  keen  response 
while  using  this  product.  Hypnotics,  seda- 
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of  possible  additive  effect.  Diphenhydramine 
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considered  when  prescribing  BENADRYL. 
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ciated with  antihistaminic  therapy  and 
generally  mild,  may  affect  the  nervous,  gas- 
trointestinal, and  cardiovascular  systems. 
Most  frequent  reactions  are  drowsiness,  diz- 
ziness, dryness  of  the  mouth,  nausea,  and 
nervousness.  BENADRYL  is  available  in 
Kapseals®  of  50  mg.  and  Capsules  of  25  mg. 
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In  controlling  abnormal  uter- 
ine activity,  LUTREXIN,  the 
non-steroid  “uterine  relaxing 
factor”  has  been  found  to  be 
the  drug  of  choice  by  many 
clinicians. 

No  side  effects  have  been 
reported,  even  when  massive 
doses  (25  tablets  per  day)  were 
administered. 

Literature  on  indications  and 
dosage  available  on  request. 

Supplied  in  bottles  of 
twenty-five  3,000  unit  tablets. 


HYNSON.  WESTCOTT  & DUNNING,  INC. 
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Winthrop  announces 
new 

niie 

For  peptic  ulcer, 
gastric  hyperacidity, 
gastritis 


® 


ANTACID 
TABLETS 
AND  LIQUID 


Each  WinGel  tablet  or  teaspoon  (5  ml.)  contains 
410  mg.  of  combined,  highly  reactive,  short  poly- 
mer, aluminum  and  magnesium  hydroxides  stabi- 
lized with  hexitol. 

Neutralizes  300  times  its  active- ingredient  weight 
in  gastric  acid  for  fast,  long-lasting  relief 

Gastric  or  duodenal  ulcer,  acute  or  chronic  gas- 
tritis, gastric  hyperacidity.. .wherever  there  is  “acid 
overflow"  new  WinGel  can  provide  faster,  longer, 
more  complete  neutralization. 


Dosage:  Peptic  ulcer  or  gastritis  — from  2 to  4 teaspoons 
of  WinGel  liquid  or  2 to  4 tablets  chewed  or  allowed  to  dis- 
solve in  the  mouth  every  two  to  four  hours.  Gastric  hyper- 
acidity—2 tablets  or  teaspoons  about  'h  to  one  hour  after 
meals  as  needed;  children  from  7 to  14  years  of  age.  1 or 
2 tablets  or  1 or  2 teaspoons  of  liquid  as  needed. 


In  recent  laboratory  comparisons*  with  eight  other 
leading  antacids,  new  WinGel  tablets  not  only 
neutralized  more  hydrochloric  acid  per  active- 
ingredient  weight,  but  neutralized  it  faster  and 
longer  than  all  other  antacids  tested. 

Pleasant  pink  in  color,  WinGel  is  delicately  mint 
flavored  with  a smooth-as-cream  texture -qualities 
sure  to  please  the  patient  on  long-term  therapy. 
New  WinGel  is  also  specially  formulated  to  avoid 
constipation  or  diarrhea. 


How  Supplied:  Liquid  in  bottles  of  8 fl.  oz.  and  1 pint. 
Tablets  in  cellophane  strips,  boxes  of  50  and  100.  (One  tea- 
spoon of  WinGel  liquid  is  equivalent  to  one  WinGel  tablet 
in  acid-combining  capacity.)  WinGel,  trademark  reg.  U.S.  Pat.  Off. 

Winthrop  Laboratories,  New  York,  N.Y.  10016 


New  WinGel  neutralizes  300  times  its  active-ingredient  weight  in  0.1  N hydrochloric  acid  — 
neutralizes  more  acid  faster  than  other  leading  antacids 


Rate  ofO.IN  hydrochloric  acid 
neutralization  at  pH  3.5  and 
37°  with  WinGel  and  eight 
other  leading  antacid  tablets— 
in  vitro.  Samples  equaled  the 
weight  of  tablet  material  con- 
taining 1.0  Gm.  active  ingre- 
dients.* 


Hinkei,  E.  T.,  Jr.  (New  York): 
Data  in  the  files  of  the  Depart- 
ment of  Medical  Research, 
Winthrop  Laboratories. 


Finally  — a taste  your  patients  will  truly  like 
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An  eminent  role  in 
medical  practice 

• Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

• The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 


Indications:  Meprobamate  is  effective 
in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxi- 
ety may  be  a causative  or  otherwise 
disturbing  factor.  Although  not  a hyp- 
notic, meprobamate  fosters  normal 
sleep  through  both  its  anti-anxiety  and 
muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or 
idiosyncratic  reactions  to  meprobamate 
or  meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of 
dose  and  amounts  prescribed  is  advised. 
Consider  possibility  of  dependence, 
particularly  in  patients  with  history  of 
drug  or  alcohol  addiction;  withdraw 
gradually  after  use  for  weeks  or  months 
at  excessive  dosage.  Abrupt  withdrawal 
may  precipitate  recurrence  of  pre-exist- 
ing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  the  dose  should 
be  reduced  and  operation  of  motor  ve- 
hicles or  machinery  or  other  activity  re- 
quiring alertness  should  be  avoided  if 
these  symptoms  are  present.  Effects  of 
excessive  alcohol  may  possibly  be  in- 
creased by  meprobamate.  Grand  mal 
seizures  may  be  precipitated  in  persons 
suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tend- 
encies. 

Side  effects:  Drowsiness  may  occur 
and,  rarely,  ataxia,  usually  controlled 
by  decreasing  the  dose.  Allergic  or  idio- 
syncratic reactions  are  rare,  generally 
developing  after  one  to  four  doses. 


Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopap- 
ular  rash.  Acute  nonthrombocytopenic 
purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  ad- 
ministration of  meprobamate  and  pred- 
nisolone have  been  reported.  More  severe 
and  very  rare  cases  of  hypersensitivity 
may  produce  fever,  chills,  fainting  spells, 
angioneurotic  edema,  bronchial  spasms, 
hypotensive  crises  (1  fatal  case),  anuria, 
anaphylaxis,  stomatitis  and  proctitis. 
Treatment  should  be  symptomatic  in 
such  cases,  and  the  drug  should  not  be 
reinstituted.  Isolated  cases  of  agran- 
ulocytosis, thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic 
anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these 
conditions  were  given  concomitantly. 
Fast  EEG  activity  has  been  reported, 
usually  after  excessive  meprobamate 
dosage.  Suicidal  attempts  may  produce 
lethargy,  stupor,  ataxia,  coma,  shock, 
vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400 
mg.  tablets  three  times  daily.  Doses 
above  2400  mg.  daily  are  not  recom- 
mended. 

Supplied:  ‘Miltown’  (meprobamate)  is 
available  in  two  strengths:  400  mg. 
scored  tablets  and  200  mg.  coated  tab- 
lets. ‘Meprotabs’  (meprobamate)  is 
available  as  400  mg.  white,  coated,  un- 
marked tablets.  Before  prescribing,  con- 
sult package  circular. 

WALLACE  LABORATORIES 
\khCranbury,  N.J.  ch.7«m 
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SQUIBB  NOTES  ON  THERAPY 


Breast-feeding 
and  the 

“modern  mother” 

Despite  a mild  resurgence  of  interest  in  the  impor- 
tance of  breast-feeding  a few  years  ago,  many 
women  today  do  not  choose  to  nurse  their  young. 
This  is  for  a variety  of  reasons  — social,  economic, 
cultural  and  sometimes  medical.  In  such  cases  the 
physician’s  task  is  to  find  the  most  suitable  means 
of  preventing  lactation  and  easing  the  pain  of  breast 
engorgement. 


The  means  of  therapy 

The  value  of  hormone  therapy  for  this  indication  is 
of  course  well  established.  Both  androgen  and 
estrogen  are  known  to  inhibit  the  production  and 
secretion  of  the  lactogenic  hormone  by  the  anterior 
pituitary.  As  estrogen  levels  decline  sharply  at  par- 
turition, lactogenesis  is  established.  When  androgen 
and  estrogen  are  administered  to  the  patient  before 
the  release  of  the  lactogenic  hormone  lactation  and 
breast  engorgement  are  usually  prevented. 

The  time  of  therapy 

The  time  of  administration  of  this  combined  medi- 
cation is  crucial;  it  must  be  given  early  enough  to 
suppress  the  pituitary  prolactin  and  last  long 
enough  to  permit  physiologic  readjustment  during 
the  puerperium.  Excellent  results  are  most  often 
seen  when  therapy  is  administered  before  the  onset 
of  the  second  stage  of  tabor. 


However,  factors  other  than  effectiveness  must 
also  be  considered.  The  agent  selected  should  not 
interfere  in  any  way  with  parturition,  subsequent 
uterine  involution  and  the  restoration  of  normal 
ovarian  cyclic  function.  Furthermore,  it  should  not 
cause  rebound  breast  engorgement  or  other  mani- 
festations of  hormonal  imbalance. 

A balanced  formulation 

Providing  single-dose  therapy  for  the  prevention  of 
lactation  and  breast  engorgement,  Deladumone  OB 
is  a potent  androgen-estrogen  combination  with  a 
prolonged  action.  The  optimal  balance  of  andro- 
genic and  estrogenic  hormones  achieved  in  this 
preparation  minimizes  the  disadvantages  inherent 
in  single  hormone  therapy,  such  as  rebound  breast 
engorgement.  Involution  of  the  uterus  and  resump- 
tion of  menstrual  cycles  are  not  affected. 

As  reported  in  a recent  published  study  (Roser, 
D.  M.:  Obstet.  & Gynec.  27:73,  1966),  Deladu- 
mone OB  provided  good  suppression  of  breast  en- 
gorgement in  95.3%  and  suppression  of  lactation 
in  81.1%  of  86  obstetrical  patients.  These  results 
are  in  general  agreement  with  those  of  many  earlier 
investigations;  in  several  studies  this  injectable  an- 
drogen-estrogen combination  proved  to  be  superior 
to  oral  medication. 

Dosage: 

As  a single  injection  of  2 cc.  before  the  onset  of  the 
second  stage  of  labor. 

Contraindications: 

Established  or  suspected  mammary  cancer  or  geni- 
tal malignancy. 

Precautions  and  Side  Effects: 

Certain  patients  may  be  unusually  responsive  to 
either  estrogenic  or  androgenic  therapy.  In  such 
individuals  virilization,  uterine  bleeding  or  masto- 
dynia  may  occur. 

Supply: 

Deladumone  OB,  providing  180  mg.  testosterone 
enanthate  and  8 mg.  estradiol  valerate  per  cc.,  is 
available  in  2 cc.  Unimatic®  disposable  syringes  and 
in  2 cc.  vials.  Both  preparations  are  dissolved  in 
sesame  oil,  with  2 % benzyl  alcohol  as  a preservative. 
Before  use,  consult  product  literature  for  full  pre- 
scribing information. 

Deladumone®  OB 

Squibb  Testosterone  Enanthate  (180  mg.  /cc.) 
and  Estradiol  Valerate  (8  mg./cc.) 

Single-dose  injection  for  lactation  inhibition 
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‘The  Priceless  Ingredient’  of  every  product 
is  the  honor  and  integrity  of  its  maker. 
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MESSAGE 
FROM  THE 
PRESIDENT 


Medical  Meetings 

WITH  the  advent  of  fall,  doctors  of  medicine  become  involved  anew  in 
professional  meetings.  Autumn  descends  on  us  in  Kentucky  as  the  KMA 
physicians  and  guests  gather  at  the  Convention  Center  in  Louisville 
for  our  115th  annual  meeting.  The  program  and  exhibits  have  been  carefully 
prepared  for  our  continued  education  and  enjoyment. 

The  luncheon  speaker  on  Wednesday  noon,  September  21st  is  the  brilliant, 
well  known  and  widely  traveled  physician — Walter  H.  Judd,  M.D.  Place  this 
date  and  time  at  the  top  of  your  agenda  for  attendance  by  yourself,  your 
associates,  your  family  and  your  friends.  His  message  will  bring  us  the  National 
and  International  picture  as  no  one  else  can  better  portray. 

Leaders  in  medical  education  will  bring  to  us  the  most  recent  advances  and 
opinions  from  many  centers.  We  will  have  the  opportunity  to  listen,  ponder, 
absorb  and  discuss  the  scientific  and  socio-economic  changes  that  constantly  ap- 
pear. 

We  are  all  pupils  in  the  school  of  life.  Our  minds  are  finite  and  we  profit 
by  every  experience.  We  walk  by  such  light  as  we  have  and  we  wish  to  be 
loyal  to  the  truth  we  know. 

Teaching  is  provocative  and  paradoxical.  There  are  no  pat  rules  of  thumb. 
Obstacles,  mists  and  mystery  prevent  a perpetual  blue  sky  overhead.  Smooth 
sailing  forever  is  not  our  lot. 

This  gives  intellectual  curiosity  and  we  live  with  zest,  wonder  and  awe.  Then 
we  venture  into  investigation  and  research,  so  much  a part  of  our  life  today. 

Unamuno,  the  Spanish  philosopher-mystic  gave  to  us  the  most  startling  bene- 
diction in  concluding  his  book.  The  Tragic  Sense  of  Life,  with  these  words: 
“May  God  deny  you  peace,  but  give  you  glory”. 

Everett  H.  Baker 
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Night  Leg  Cramps... Frequent  Bedfellow 
In  Diabetes'  Arthritis'  and  Peripheral  Vascular  Disorders' 


now,,. specific  therapy  for  night  leg  cramps 

QUINAMM 


Consistently  effective,  QUINAMM  provided  com- 
plete relief  in  94%  of  200  patients  studied,  many  of 
whom  were  severe  cases  refractory  to  other  medica- 
tion.^ Your  prescription  for  one  tablet  at  bedtime 
often  controls  painful  night  cramps  with  the  initial 
dose  . . . helps  restore  restful  sleep. 


QUINAMM  Prescribing  Information:  Composition:  Each  white, 
beveled,  compressed  tablet  contains:  Quinine  Sulfate  4 grains  (250 
mg.)  and  Aminophylline  3 grains  (200  mg.).  Precautions:  Amino- 
phylline  may  produce  intestinal  cramps  in  some  instances,  and 
quinine  may  produce  symptoms  of  cinchonism,  such  as  tinnitus, 
dizziness,  and  gastrointestinal  disturbance.  Discontinue  use  if  ring- 
ing in  the  ears,  deafness,  skin  rash,  or  visual  disturbances  occur. 
Contraindication:  QUINAMM  is  contraindicated  in  pregnancy  be- 
cause of  its  quinine  content.  Dosage:  One  tablet  upon  retiring. 
Where  necessary,  dosage  may  be  increased  to  one  tablet  follow- 
ing the  evening  meal  and  one  tablet  upon  retiring.  Supplied: 
Bottles  of  100  and  500  tablets.  Caution:  Federal  law  prohibits 
dispensing  without  prescription. 


mLKE 


References:  1.  Shuman,  C.:  Am.  J.  Med.  Sci.,  225:54,  1953.  2. 
Perchu,k,  E.,  et  al.:  Angiology,  12:102,  1961.  3.  Rawls,  W.,  etal.: 
Med.  Times,  87:818,  1959. 


Division  of  Richardson-Merrell  Inc.,  Mount  Vernon, New  York  10551 
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The  synthesis  of  cortisone  was 
accomplished  by  Merck  Sharp  & 
Dohme  in  1948— the  famous  “Com- 
pound E”  used  by  Dr.  Philip  Hench 
in  his  historic  experiment  at  the 
Mayo  Clinic. 

But  proud  as  we  are  of  our  role  in 
the  development  of  cortisone  and 
subsequent  corticosteroids,  we 
have  continued  to  seek  a greater 
understanding  of  arthritic  disorders 


and  new  drugs  for  their  treatment. 

One  such  drug  — INDOCIN®  (indo- 
methacin),  a nonsteroid,  anti- 
inflammatory agent  fundamentally 
different  in  structure  and  activity 
from  other  drugs  in  use  — was  re- 
cently made  available  for  the  treat- 
ment of  arthritic  conditions.  It 
opens  new  possibilities  for  the  long- 
term management  of  arthritis  and 
inflammatory  disease. 


MERCK  SHARP  & DOHME  I where  today’s  theory  is  tomorrow’s  therapy 

Divioion  of  Merch  A Co  , Inc  . W«*t  Point,  Pa.  ) 
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INDOCIN 

INDOMETHACIN 

Indications:  Chronic  and  acute  rheumatoid  arthritis, 
rheumatoid  (ankylosing)  spondylitis,  degenerative 
jpint  disease  (osteoarthritis)  of  the  hip,  and  gout. 
Contraindications:  Active  peptic  ulcer,  gastritis, 
regional  enteritis,  or  ulcerative  colitis.  Safety  in 
pregnancy  has  not  been  established.  Not  recom- 
mended for  pediatric  age  groups. 

Warning:  Patients  who  experience  dizziness,  light- 
headedness, or  feelings  of  detachment  on 
INDOCIN  should  be  cautioned  against  operating 
motor  vehicles,  machinery,  climbing  ladders,  etc. 
Use  cautiously  in  patients  with  psychiatric  dis- 
turbances, epilepsy,  or  parkinsonism. 

Precautions  and  Adverse  Reactions:  Most  com- 
monly, headache,  dizziness,  lightheadedness,  G.l. 
disturbances.  The  C.N.S.  effects  are  often  tran- 
sient and  frequently  disappear  with  continued 
treatment  or  reduced  dosage.  The  severity  of  these 
effects  may  occasionally  require  cessation  of 
therapy.  G.l.  effects  may  be  minimized  by  giving 
the  drug  with  food  or  with  antacids  or  immedi- 
ately after  meals.  Ulceration  of  the  stomach,  duo- 
denum, or  small  intestine  has  been  reported  and, 
in  a few  instances,  severe  bleeding  with  perfora- 
tion and  death.  Gastrointestinal  bleeding  with  no 
obvious  ulcer  formation  has  also  been  noted; 
INDOCIN  should  be  discontinued  if  G.l.  bleeding 
occurs.  As  a result  of  G.l.  bleeding,  some  patients 
may  manifest  anemia,  and  for  this  reason  periodic 
hemoglobin  determinations  are  recommended. 
Rare  reports  of  effects  not  definitely  known  to 
be  attributable  to  INDOCIN  include  bleeding  from 
the  sigmoid  colon  (either  from  a diverticulum  or 
without  a known  previous  pathologic  condition), 
perforation  of  preexisting  sigmoid  lesions  (di- 
verticulum, carcinoma),  and  hematuria.  In  other 
rare  cases,  a diagnosis  of  gastritis  has  been  made 
while  the  drug  was  being  given.  One  patient  de- 
veloped ulcerative  colitis,  and  another,  regional 
ileitis,  while  receiving  INDOCIN;  when  the  drug 
was  given  to  patients  with  preexisting  ulcerative 
colitis,  there  was  an  increase  in  abdominal  pain. 
Infrequently  observed  side  effects  may  include 
drowsiness,  tinnitus,  mental  confusion,  depression 
and  other  psychic  disturbances,  blurred  vision, 
stomatitis,  pruritus,  edema,  and  hypersensitivity 
reactions.  Slight  BUN  elevation,  usually  transient, 
has  been  seen  in  some  patients,  although  the  pre- 
ponderance of  evidence  indicates  that  INDOCIN 
does  not  adversely  affect  renal  function,  even  in 
patients  with  preexisting  renal  disease.  Neverthe- 
less, renal  function  should  be  checked  periodically 
in  patients  on  long-term  therapy.  Leukopenia  has 
been  seen  in  a few  patients. Transient  elevations  in 
alkaline  phosphatase,  cephalin-cholesterol  floccu- 
lation, and  thymol  turbidity  tests  have  been  ob- 
served in  some  patients  and,  rarely,  elevations  of 
SCOT  values;  the  relationship  of  these  changes  to 
the  drug,  if  any,  has  not  been  established.  As  with 
any  new  drug,  patients  should  be  followed  carefully 
to  detect  unusual  manifestations  of  drug  sensitivity. 
Before  prescribing  or  administering,  read  prod- 
uct circular  with  package  or  available  on  request. 


This  year... vacation  in 

KENTUCKY’S 


STATE 

AND 

NATIONAL 

PARKS 


Some  are  rich  in  history  (like  Fort 
Boonesborough),  some  in  tradition 
(like  My  Old  Kentucky  Home),  some  in 
scenery  (like  Cumberland  Gap),  some 
in  natural  marveis  (like  Mammoth 
Cave),  some  in  magnificent  accommo- 
dations (like  any  of  the  12  state  resort 
parks).  Whatever  your  sport  or  pas- 
time, you  can  spend  many  happy 
weeks  exploring  Kentucky’s  great 
chain  of  state  and  nationai  parks.  This 
year  . . . join  the  nation  in  a Kentucky 
vacation! 


Send  for  exciting  vacation  literature. 


I Travel  Division,  Public  Information  Dept, 
j Capitol  Annex  Building,  Frankfort,  Ky. 

I Department 


I 


Please  send  me  complete  information  on 
how  to  have  the  best  vacation  ever  at 
Kentucky’s  State  Resort  Parks. 


Name 


Zip. 


I Address. 
I City  _ 
I State  — 
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Butazolidin  alka 

phenylbutazone,  100  mg. 
dried  aluminum  hydroxide  gel,  100  mg. 
magnesium  trisilicate,  150  mg. 
homatropine  methylbromide,  1.25  mg. 


Usually  works  within  3 to  4 days 
in  osteoarthritis 


The  trial  period  need  not  exceed  1 week.  In 
contrast,  the  recommended  trial  period  for 
indomethacin  is  at  least  1 month. 

That's  why  it’s  logical  to  start  therapy  with 
Butazolidin  alka— you’ll  know  quickly  whether 
or  not  it  works.  And  usually,  it  will. 

A large  number  of  investigators  have  re- 
ported major  improvement  in  about  75%  of 
cases.  Some  patients  have  gone  into  remis- 
sion. Relief  of  stiffness  and  pain  may  be 
followed  quickly  by  improved  function  and 
resolution  of  other  signs  of  inflammation.  And 
Butazolidin  alka  is  well  tolerated,  especially 
since  it  contains  antacids  and  an  antispas- 
modic  to  minimize  gastric  upset. 

Contraindications 

Edema;  danger  of  cardiac  decompensation; 
history  or  symptoms  of  peptic  ulcer;  renal, 
hepatic  or  cardiac  damage;  history  of  drug 
allergy;  history  of  blood  dyscrasia.  Because 
of  the  increased  possibility  of  toxic  reactions, 
the  drug  should  be  used  with  greater  care  in 
the  elderly  and  should  not  be  given  when  the 
patient  is  senile  or  when  other  potent  chemo- 
therapeutic agents  are  given  concurrently. 
Large  doses  of  Butazolidin  alka  are  contra- 
indicated in  patients  with  glaucoma. 

Warning 

If  coumarin-type  anticoagulants  are  given 
simultaneously,  the  physician  should  watch 
for  excessive  increase  in  prothrombin  time. 


Pyrazole  compounds  may  potentiate  the  phar- 
macologic action  of  sulfonylurea,  sulfonamide- 
type  agents  and  insulin.  Patients  receiving 
such  concomitant  therapy  should  be  carefully 
observed  for  this  effect. 

Use  with  caution  in  the  first  trimester  of  preg- 
nancy. 

Precautions 

Before  prescribing,  the  physician  should  ob- 
tain a detailed  history  and  perform  a com- 
plete physical  and  laboratory  examination, 
including  a blood  count.  The  patient  should 
be  kept  under  close  supervision  and  should 
be  warned  to  report  immediately  fever,  sore 
throat,  or  mouth  lesions  (symptoms  of  blood 
dyscrasia);  sudden  weight  gain  (water  re- 
tention); skin  reactions;  black  or  tarry  stools. 
Regular  blood  counts  should  be  made  to 
guard  against  blood  dyscrasias. 

Adverse  Reactions 

The  most  common  adverse  reactions  are  nau- 
sea, edema  and  drug  rash.  Moderately  lowered 
red  cell  count  may  sometimes  occur  due  to  he- 
modilution.  The  drug  has  been  associated  with 
peptic  ulcer  and  may  reactivate  a latent  peptic 
ulcer.  Infrequently,  agranulocytosis,  exfoliative 
dermatitis,  Stevens-Johnson  syndrome  or  a 
generalized  allergic  reaction  may  occur  and 
require  withdrawal  of  medication.  Stomatitis, 
salivary  gland  enlargement,  vertigo  or  languor 
may  occur.  Leukemia  and  leukemoid  reactions 
have  been  reported  but  cannot  definitely  be 


attributed  to  the  drug.  Thrombocytopenic 
purpura  and  aplastic  anemia  are  also  possible 
side  effects. 

Confusional  states,  hyperglycemia,  agitation, 
headache,  blurred  vision,  optic  neuritis  and 
transient  hearing  loss  have  been  reported,  as 
have  hepatitis,  jaundice  and  several  cases  of 
anuria  and  hematuria.  With  long-term  use, 
reversible  thyroid  hyperplasia  may  occur 
infrequently. 

Dosage 

The  initial  daily  dosage  in  adults  is  300-600 
mg.  daily  in  divided  doses.  In  most  instances, 
400  mg.  daily  is  sufficient.  When  improvement 
occurs,  dosage  should  be  decreased  to  the 
minimum  effective  level:  this  should  not 
exceed  400  mg.  daily,  and  is  often  achieved 
with  only  100-200  mg.  daily. 

For  complete  details,  please  refer  to  full 
prescribing  information. 

6509-V(B) 

Also  available:  Butazolidin®, phenylbutazone 
Tablets  of  100  mg. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  BU-3804R 

Geigy 


ANNOUNCING 


[a  potent  combination  in 
truly  delicious  oranae-flavored  forms: 


ERYTHROMYCIN  ETHYL  SUCCINATE-TRISULFAPYRIMIDINES 


When  combination  antibiotic 
therapy  is  indicated... 


CONSIDER:  an  exceptionally  high 
cure  rate  in  susceptible  infections 


The  rationale : When  combined,  Erythrocin  and 
the  trisulfapyrimidines  (triple  sulfas)  are  indicated 
in  infections  that  are  more  susceptible  to  the 
combination  than  to  either  agent  alone.  Such 
conditions  are  usually  found  in  urinary,  lower 
respiratory  tract  and  chronic  ear  conditions. 

The  results:  Clinical  studies  involving  142 
young  patients  showed  an  overall  cure  rate  of 


96.5%.  Side  effects  were  experienced  by  only  four 
of  the  patients. 

The  acceptance:  The  majority  of  the  142 
patients  studied  expressed  a definite  liking  for 
the  products.  There  were  only  two  refusals.  An 
independent  taste-test  with  50  healthy  children 
further  substantiated  the  excellent  acceptability 
of  the  orange-flavored  forms. 


ERYTHROCIN-SULFAS 

ERYTHROMYCIN  ETHYL  SUCCINATE-TRISULFAPYRIMI0INE8 


In  Ch£wable  Tablets 
In  Granules  for  Oral  Suspension 


ERYTHROCIN’-SULFAS 

Brief  Summary 

Indications:  Use  Erythrocin-Sulfas  in  in- 
fections more  susceptible  to  the  combination 
than  to  either  agent  alone.  These  are  usually 
found  in  urinary,  lower  respiratory  tract, 
and  chronic  ear  infections. 

Contraindications:  Known  sensitivity  to 
erythromycin  or  sulfonamides.  Because  of 
the  possibility  of  kernicterus  with  sulfona- 
mides, do  not  use  in  pregnancy  at  term, 
premature  or  new  born  infants. 

Warnings : As  with  other  forms  of  sulfona- 
mide therapy,  carefully  evaluate  patients 
with  liver  or  kidney  damage,  urinary  ob- 
struction, or  blood  dyscrasia.  Deaths  have 
been  reported  from  hypersensitivity  re- 
actions and  blood  dyscrasias  following  use  of 
sulfonamides.  Perform  blood  counts  and 
liver  and  kidney  function  tests  if  used  re- 
peatedly at  close  intervals  or  for  long  periods. 

Precautions:  Use  sulfonamides  with  cau- 
tion in  patients  with  a history  of  allergy. 
Assure  adequate  fluid  intake  to  prevent  crys- 
talluria  and  institute  alkali  therapy  if  in- 
dicated. 

Adverse  Reactions:  Sulfonamide  therapy 
may  be  associated  with  headache,  nausea, 
vomiting,  urticaria,  diarrhea,  hepatitis,  pan- 
creatitis, blood  dyscrasias,  neuropathy,  drug 
fever,  skin  rash,  injection  of  the  conjunctiva 
and  sclera,  petechiae,  purpura,  hematuria 
and  crystalluria. 

Side  effects  due  to  erythromycin  are  in- 
frequent, but  occasional  abdominal  discom- 
fort, nausea,  or  vomiting,  urticaria  and  other 
skin  rashes  may  occur. 

If  a reaction  or  overgrowth  of  nonsuscep- 
tible  organisms  occurs,  withdraw  the  drug. 

Supplied : The  Granules  for  Oral  Suspension 
come  in  bottles  of  60  ml.  and  150  ml.  The 
Chewable  tablets  are  in  bottles  of  50.  Each 
5-ml.  teaspoonful  of  reconstituted  Granules 
or  each  Chewable  tablet  provides  erythro- 
mycin ethyl  succinate  equivalent  to  125  mg, 
of  erythromycin  activity  and  167 
mg.  each  of  sulfadiazine,  sulfa- 
merazine  and  sulfamethazine.  603303 
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The  discomforts  of 

DIARRHEA 
MUCOUS  COLITIS 
DIVERTICULITIS 
SPASTIC  URETERITIS 
BLADDER  SPASM 

are  relieved  by 

direct  musculotropic  action 

with 


irocinate 


BRAND  THIPHENAMIL  HCl 


Available  in  100  milligram  pink  sugar- 
coated  tablets. 

The  high  therapeutic  index  permits  dos- 
age sufficient  to  relieve  spasm  promptly. 
Administer  4 tablets  every  4 hours  until 
relief  is  constant,  then  adjust  mainte- 
nance dosage. 

Trocinate  BRAND  THIPHENAMIL  HCl 

Directly  relaxes  smooth  muscle  spasm 
Combats  hypermotility 
N on-mydriatic,  may  he  used  in  glaucoma 

Sixteen  years  of  clinical  use,  with  absence  of 
untoward  effects,  has  established  the  safety 
and  effectiveness  of  Trocinate. 

Trocinate  is  metabolized  in  the  body  and 
completely  eliminated,  which  is  a safety 
, factor.  Dosage  must  be  sufficient  to  maintain 
■ the  therapeutic  blood  level. 

j DISPENSED  IN  BOTTLES  OF 

100,  250  AND  2000  TABLETS 
Literature  and  samples  sent  upon  request 

* WM.  P.  POYTHRESS  & CO.,  INC. 

I RICHMOND,  VIRGINIA 

Manufacturers  of  ethical  pharmaceuticals  since  1856 
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An  Opinion  Survey  of  Kentucky  Physicians 
On  Health  Aspects  of  Air  Pollutiont 


Russell  E.  Teague,  M.D.,  M.P.H. 


Commissioner  of  Health 
Commonwealth  of  Kentucky 


! 


A RECENT  survey  of  physicians  was  made  in 
several  Kentucky  cities  pertaining  to  the  physi- 
cians’ opinions  regarding  the  effects  of  local  air 
pollution  on  community  health.  During  the  interview, 
each  physician  was  asked  a series  of  questions  that  had 
been  arranged  before  the  interview  in  order  that 
some  continuity  would  be  evident  in  tabulating  the 
overall  picture  in  a specific  community.  In  one  of 
the  communities  (Community  X)  in  which  the  sur- 
vey was  conducted  20  physicians,  representing  ap- 
proximately seventy  per  cent  of  the  practicing  gen- 
eral practitioners,  pediatricians,  opthalmologists,  and 
public  health  physicians  were  interviewed.  Fifty-five 
per  cent  of  the  physicians  interviewed  were  of  the 
opinion  that  atmospheric  pollutants  were  present  in 
sufficient  concentration  to  cause  mucous  membrane 
irritations.  Forty-five  per  cent  of  the  physicians  inter- 
viewed thought  that  air  pollution  concentrations  in 
this  Community  X were  sufficient  to  result  in  throat 
irritations  and/or  coughs,  respiratory  tract  irrita- 
tion, and  allergic  reactions.  Thirty-five  per  cent  at- 
tributed a major  portion  of  eye  irritations  to  air 
pollutants.  Some  of  the  physicians  interviewed 
thought  that  air  pollutants  were  of  sufficient  con- 
centration to  cause  nausea  and/or  vomiting,  gastro- 
intestinal tract  irritation,  headaches,  permanent 
tissue  damage,  neurological  disturbances,  behavior 
disturbances,  adverse  psychologic  reaction,  and  inter- 
ference with  learning. 

Seventy-five  per  cent  of  the  physicians  interviewed 
were  of  the  opinion  that  air  pollution  in  Community 
X adversely  affects  their  patients  suffering  from 
asthma  and  hay  fever.  Forty-five  per  cent  of  the 
physicians  interviewed  reported  that  air  pollution  ad- 
versely affects  their  patients  suffering  from  emphy- 
sema and  other  respiratory  conditions.  Thirty  per 
cent  of  the  physicians  interviewed  reported  adverse 
health  effects  on  the  patients  suffering  from  colds 
and  allergies  such  as  dermatitis,  allergic  conjunctivi- 


fThis  article  was  prepared  by  Harold  E.  Hodges, 
B.Ch.E.,  M.P.H.  and  John  T.  Smither,  B.A.  Air 
Pollution  Control  Program  Kentucky  Air  Pollution 
Control  Commission  Kentucky  State  Health  Depart- 
ment 275  East  Main  Street  Frankfort,  Kentucky 
40601 


tis,  sinusitis,  and  otitis.  A few  of  the  physicians  inter- 
viewed thought  that  air  pollution  adversely  affected 
their  patients  with  gastro-intestinal  illnesses  and  heart 
conditions. 

The  physicians  interviewed,  reported  that  indi- 
viduals less  than  seven  and  greater  than  26  years 
of  age  were  more  adversely  affected  by  air  pollutants. 
However,  the  major  emphasis  was  placed  on  persons 
51  years  of  age  and  over  with  regard  to  adverse 
health  effects  as  a result  of  exposure  to  atmospheric 
pollutants.  During  the  last  three  years,  4,550  patients 
were  seen  by  the  physicians  interviewed  in  which 
illnesses  were  produced  by  or  contributed  to  by  air 
pollutants.  One  death,  from  acute  exposure,  was  re- 
ported in  this  same  three-year  interval.  Thirty-five 
per  cent  of  the  physicians  interviewed  felt  that  ill- 
nesses and  deaths  resulting  from  air  pollutants  have 
been  increasing  during  the  last  few  years. 

In  the  atmosphere  of  Community  X,  the  pollu- 
tants which  the  physicians  interviewed  felt  were  po- 
tentially hazardous  to  health  are  as  follows:  indus- 
trial dust  and  smoke,  coal  smoke,  ammonia,  gaso- 
line fumes  and  vapors,  hydrogen  chloride,  other 
transportation  exhaust,  soot,  industrial  fumes,  mist 
and  vapors,  pollen,  molds,  and  fungi.  Seventy  per 
cent  of  the  physicians  thought  that  air  pollution  con- 
trol is  needed  for  Community  X and  eighty  per 
cent  of  the  physicians  interviewed  indicated  that  they 
would  support  Air  Pollution  Legislation. 

The  above  findings  were  indicative  of  what  was 
found  in  five  other  communities  throughout  the 
State  in  which  a total  of  74  physicians  were  inter- 
viewed. 

The  1966  General  Assembly  passed  air  pollution 
control  legislation,  known  as  House  Bill  259.  This  Bill 
created  a Kentucky  Air  Pollution  Control  Com- 
mission within  the  State  Health  Department.  The 
Commission  consists  of  eleven  members  one  of 
which  is  the  Commissioner  of  Health. 

The  Air  Pollution  Control  Program  was  estab- 
lished July  1,  1966,  and  is  currently  in  the  process 
of  organization.  As  the  Program  develops,  con- 
tinued efforts  will  be  made  to  assess  the  opinions 
of  the  medical  profession  on  this  important  subject. 
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incisive 


A good  way  to  describe  ‘Stelazine’, 
It’s  different  from  the  tranquilizers 
that  sedate  and  dull  your  anxious 
patients.  Its  antianxiety  effect  is 
direct.  On  ‘Stelazine’,  your  patients 
can  be  calmed  yet  remain  alert. 


And  ‘Stelazine’  offersadditional  bene- 
fits. Dependence  has  not  been  re- 
ported. At  low  doses,  side  effects  are 
minimal.  Its  b.i.d.  dosage  is  con- 
venient and  economical. 


Stelazine® 

brand  of  trifluoperazine 

The  following  is  a brief  precautionary  statement.  Before  prescribing,  the  physician  should  be  familiar  with  the  complete 
prescribing  information  in  SK<iF  literature  or  PDR.  Contraindications:  Comatose  or  greatly  depressed  states  due  to  C.N.S. 
depressants  and  in  cases  of  existing  blood  dyscrasias,  bone  marrow  depression  and  liver  damage.  Precautions:  Use  with 
caution  in  angina  patients  and  in  patients  with  impaired  cardiovascular  systems.  Antiemetic  effect  may  mask  symptoms 
of  other  disorders.  An  additive  depressant  effect  is  possible  when  used  with  other  C.N.S.  depressants.  Prolonged  adminis- 
tration of  high  doses  may  result  in  accumulative  effects  with  severe  C.N.S.  or  vasomotor  symptoms.  Use  in  pregnant  patients 
only  when  necessary  for  the  patient's  welfare.  Side  Effects:  Occasional  cases  of  mild  drowsiness,  dizziness,  mild  skin 
reactions,  dry  mouth,  insomnia  and  amenorrhea.  Neuromuscular  (extrapyramidal ) reactions  (motor  restlessness,  dystonias, 
pseudo-parkinsonism)  may  occur  and,  in  rare  instances,  may  persist  In  addition,  muscular  weakness,  anorexia,  rash, 
lactation,  hypotension,  and  blurred  vision  have  been  observed.  Blood  dyscrasias  and  cholestatic  jaundice  have  been 
extremely  rare. 

For  a comprehensive  presentation  of  'Stelazine'  prescribing  information  and  side  effects  reported  with  phenothiazine 
derivatives,  please  refer  to  SK4F  literature  or  PDR, 


Smith  Kline  & French  Laboratories,  Philadelphia 
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(norethindrone  2 mg.  c mestranol  w 0.1  mg.) 


tablets 


for  multiple  contraceptive  action  that  has 
produced  a record  of  unexcelled  effectiveness 


inhibition  of  ovulation  by  means  of 
2 time-proved  hormonal  agents 

production  of  a cervical  mucus  hostile  to 
sperm  motility  and  vitality 

creation  of  an  endometrium  unreceptive 
to  egg  implantation 


no  unplanned  pregnancies 
Norinyl  provides  multiple  action  for 
maximum  assurance  of  success.  It  does 
not  depend  on  ovulation  inhibition 
alone  for  contraceptive  effectiveness. 
The  mechanism  of  action  of  combined 
hormonal  therapy  results  in  ovulation 
inhibition  reinforced  by  other  protec- 
tive mechanisms,  including  a hostile 
cervical  mucusi-i3  and  an  acceleration 
of  endometrial  changes.^-^.^-is  with 
Norinyl,  no  unplanned  pregnancies 
have  been  reported  to  date  when  used 
as  directed. 


750 


September  1966 


The  Journal 


plus  important  supportive 
benefits  that  help  her  through 
those  critical  early  months 
of  oral  contraception 


low  incidence  of  side  effects 
Low  incidence  of  BTB  and  spot- 
ting, nausea  and  amenorrhea 
tends  to  minimize  side  effect 
problems  and  increases  patient 
cooperation. 

no  confusion  about  dosage 

An  unbreakable  “confusionproof” 
package  makes  it  easy  to  adhere 
to  prescribed  dosage  schedule:  in- 
dividually sealed  tablets  numbered 
from  1 through  20  plus  monthly 
calendar  record  enables  patient 
to  double-check  dosage  intake  by 
day  and  corresponding  tablet  num- 


Contraindications:  Thrombophlebitis  or  pul- 
monary embolism  (current  or  past).  Exist- 
ing evidence  does  not  support  a causal 
relationship  between  use  of  Norinyl  and 
development  of  thromboembolism.  While 
a study  which  was  conducted  does  not 
resolve  definitively  the  possible  etiologic 
relationship  between  progestational  agents 
and  intravascular  clotting,  it  tends  to  con- 


firm the  findings  of  the  Ad  Hoc  Advisory 
Committee  appointed  by  the  Food  and 
Drug  Administration  to  review  this  possi- 
bility. Cardiac,  renal  or  hepatic  dysfunc- 
tion. Carcinoma  of  the  breast  or  genital 
tract.  Patients  with  a history  of  psychic 
depression  should  be  carefully  studied  and 
the  drug  discontinued  if  depression  recurs 
to  marked  degree.  Patients  with  a history 
of  cerebral  vascular  accident. 

Warning;  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

Precautions:  By  May  1963,  experience  with 
norethindrone  2 mg.— mestranol  0.1  mg. 
had  extended  over  24  months.  Through 
miscalculation,  omission  or  error  in  taking 
the  recommended  dosage  of  Norinyl,  preg- 
nancy may  result.  If  regular  menses  fail 
to  appear  and  treatment  schedule  has 
not  been  adhered  to,  or  if  patient  misses 
two  menstrual  periods,  possibility  of  preg- 
nancy should  be  resolved  before  resuming 
Norinyl.  If  pregnancy  is  established, 
Norinyl  should  be  discontinued  during 
period  of  gestation  since  virilization  of  the 
female  fetus  has  been  reported  with  oral 
use  of  progestational  agents  or  estrogen. 
When  lactation  is  desired,  withhold 
Norinyl  until  nursing  needs  are  established. 
Existing  uterine  fibroids  may  increase  in 
size.  In  metabolic  or  endocrine  disorders, 
careful  clinical  preevaluation  is  indicated. 
A few  patients  without  evidence  of  hyper- 
thyroidism had  elevated  serum  protein- 
bound  iodine  levels,  which  in  the  light  of 
present  knowledge,  does  not  necessarily 
imply  hyperthyroidism.  Protein-bound 
iodine  increased  following  estrogen  admin- 
istration. Bromsulphalein  retention  has  oc- 
curred in  up  to  25%  of  patients  without 
evidence  of  hepatic  dysfunction.  Studies 
from  24-hour  urine  collections  have 
shown  an  increase  in  aldosterone  and  17- 


ketosteroids  and  decrease  in  17-hydroxy- 
corticoid  levels.  Thus,  Norinyl  should  be 
discontinued  prior  to  and  during  thyroid, 
liver  or  adrenal  function  tests.  Because 
progestational  agents  may  cause  fluid  re- 
tention, conditions  such  as  epilepsy, 
migraine  and  asthma  require  careful  obser- 
vation. Thus  far  no  deleterious  effect  on 
pituitary,  ovarian  or  adrenal  function  has 
been  noted;  however,  long-range  possible 
effect  on  these  and  other  organs  must 
await  more  prolonged  observation. 
Norinyl  should  be  used  with  caution  in 
patients  with  bone,  renal  or  any  disease  in- 
volving calcium  or  phosphorus  metabolism. 
Side  Effects:  Intermenstrual  bleeding; 
amenorrhea;  symptoms  resembling  early 
pregnancy,  such  as  nausea,  breast  engorge- 
ment or  enlargement,  chloasma  and  minor 
degree  of  fluid  retention  (if  these  should 
occur  and  patient  has  not  strictly  adhered 
to  medication  plan,  she  should  be  tested 
for  pregnancy);  weight  gain;  subjective 
complaints  such  as  headache,  dizziness, 
nervousness,  irritability;  in  a few  patients 
libido  was  increased.  In  a total  of  3,090 
patients,  2.2%  discontinued  medication  be- 
cause of  nausea. 

NOTE:  See  sections  on  contraindications 
and  precautions  for  possible  side  effects 
on  other  organ  systems. 

Dosage  and  Administration;  One  Norinyl 
tablet  orally  for  20  days,  commencing  on 
day  5 through  and  including  day  24  of  the 
menstrual  cycle.  (Day  1 is  the  first  day  of 
menstrual  bleeding.) 

Availability:  Dispensers  of  20  and  60  tab- 
lets; bottles  of  100. 

References:  1.  Council  on  Drugs.  JAMA  187:664  (Feb. 
29)  1964.  2.  Brvans,  F.  E.:  Canad  Med  Ass  J 92:287 
(Feb.  6)  1965.  3.  Goidzieher,  J.  W.:  Med  CIm  N Amer 
48:529  (Mar.)  1964.  4.  Cohen,  M.  R.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto,  Calif.,  July  15.  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965.  5.  Hammond,  D.  0.:  Ibid.  6.  Rice-Wray,  E., 
Goidzieher,  J.  W.,  and  Aranda- Rosell,  A.:  Fertil  Steril 
14:402  (Jul.-Aug.)  1963.  7.  Goidzieher,  J.  W..  Moses, 
L.  E..  and  Ellis,  L.  T.:  JAMA  180:359  (May  5)  1962. 
8.  Kempers,  R.  D,:  GP  29:88  (Jan.)  1964.  9.  Tyler,  E.T.: 
JAMA  187:562  (Feb.  22)  1964.  10.  Rudel,  H.  W.,  Mar- 
tinez-Manautou,  J.,  and  Maqueo-Topete,  M.:  Fertil  Steril 
16:158  (Mar. -Apr.)  1965.  t1.  Flowers,  C.  E.,  Jr.:  N 
Carolina  Med  J 25:139  (Apr.)  1964.  12.  Goidzieher,  J. 
W.:  AppI  Ther  6:503  (June)  1964.  13.  The  Control  of 
Fertility.  Report  adopted  by  the  Committee  on  Human 
Reproduction  of  the  American  Medical  Association,  JAMA 
194:462  (Oct.  25)  1965.  14.  Flowers,  C.  E.,  Jr.;  JAMA 
188: 1 115  (June  29)  1964.  15.  Merritt.  R.  I.:  AppI  Ther 
6:427  (May)  1964.  16.  Newland,  D.  O.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto,  Calif.,  July  15,  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965. 


norethindrone — an  original  steroid  from 

SYNTEXS 

LABORATORIES  iNC  .PALO  ALTO.  CALIF 


Norinyli^u 

(norethindrone  2 mg  c mestranol  ^^0  1 mg ) 

for  multiple  contraceptive  action 
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only  one  in  the  morning  ( 


and  one  in  the  evening  ( I ) 


Now 

b.i.d.  convenience 

plus 

even  greafer  patient  savings 
over  q»i.d.  tetracycline  therapy 

/ plus  all  the  advantages  of  \ 

^tetracycline  phosphate  complex^ 


newTetrex  bidO^PS* 

(tetracycline  phosphate  complex) 


Maximum  patient  savings.  New 

^CAPS  now  enable  you  to  pre- 
scribe tetracycline  In  an  even  more 
economicab  more  convenient 
form.  Your  patient’s  prescription 
dollar  gets  maximum  value:  a 
daily  bidCAPS  dose  is  priced  lower 
than  any  other  leading  brand  of 
tetracycline— b.i.d.  or  q.i.d. 


More  of  the  active  antibiotic  in 
the  blood.  The  basic  tetracycline 
in  Tetrex  (tetracycline  phosphate 
complex)  is  less  bound  to  serum 
protein  than  is  demethylchlortet- 
racycline.^  Result:  Tetrex  (tetracy- 
cline phosphate  complex)  pro- 
vides a higher  percentage  of 
active  antibiotic  in  the  blood. 


Well  tolerated.  Tetrex  (tetracy- 
cline phosphate  complex)  is  well 
tolerated.  Gastrointestinal  side 
effects  are  few;  photodynamic 
reactions  are  extremely  rare. 


Available  in  bottles  of  16  and  50. 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York 


BRISTOL 


BRISTOL  THERAPEUTIC  SUMMARY;  For  complete  infor- 
mation consult  Official  Package  Circular,  /nc/icotions: 
Infections  of  respiratory,  gastrointestinal  and  genito- 
urinary tracts  ond  skin  ond  soft  tissues  due  to  tetra- 
cycUne-sensifive  organisms.  Confroinc/icotfons;  The  drug 
is  contraindicated  in  individuals  hypersensitive  to  tetra- 
cycline. Warnings:  Photodynamic  reactions  have  been 
produced  by  tetracyclines.  Natural  and  artificial  sun- 
light should  be  avoided  during  therapy.  Stop  treatment 
if  skin  discomfort  occurs.  With  renal  impairment,  sys- 
temic accumulation  and  hepatotoxicity  may  occur.  In 
this  situation,  lower  doses  should  be  used.  Tooth  stain- 
ing and  enamel  hypoplasia  may  be  induced  during 
tooth  development  (last  trimester  of  pregnancy,  neonotol 
period  and  childhood}.  Precoutions.-  Mycotic  or  boc- 
teriol  superinfection  may  occur.  Infants  may  develop  in- 
creosed  intracraniol  pressure  with  bulging  fontonels.  In 
gonorrheal  therapy,  serologic  tests  for  syphilis  should 
be  conducted  initially  and  monthly  for  3 months.  Adverse 
Reaclions:  Glossitis,  stomatitis,  nausea,  diorrhea,  flotu- 
lence,  proctitis,  vaginitis,  dermatitis  ond  allergic  reac- 
tions may  occur.  L/suo/  Adult  Dose:  500  mg.  b.i.d. 
Continue  therapy  for  10  days  in  beta-hemolytic  strep- 
tococcal Infections,  Administer  one  hour  before  or  two 
hours  after  meals. 

Reference:  1.  Roberts,  C.  E.,  Jr.;  Perry,  D.  M.;  Kuhoric, 
H.  A.,  ond  Kirby,  W.  M.  M.;  A.  M.  A.  Arch.  Inf.  Med. 
?07:204  (Feb.)  1961. 


•Eoch  bidCAP  contains:  Tetrex  {tetracycline  phosphote  complex  equivalent  to  500  mg.  tetracycline  HCI  activity). 


When 

thiazide 

or 

reserpine 

alone 

won’t 

keep 


Establish  and 
maintain  early, 
more  decisive 
control  of 
blood  pressure 


Cryptenamine  1.0  mg.*  Methyclothiazide  2.5  mg.  Reserpine  0.1  mg. 


When  blood  pressure  won’t  stay  down  despite  initial  therapy  — 
when  complaints  of  headache,  fatigue  or  dizziness  are  often  voiced  — 
it  may  be  time  for  a change  to  Diutensen-R, 

Diutensen-R  is  thiazide  and  reserpine  plus  cryptenamine  — a rational, 
comprehensive  therapy  to  help  establish  and  maintain  early, 
more  decisive  control  of  blood  pressure. 

The  cryptenamine  in  Diutensen-R  helps  improve  normal  vasodilating 
reflexes  while  the  thiazide  and  reserpine  components  maintain 
vasorelaxant,  sedative,  and  saluretic  benefits.  Cryptenamine  lowers 
pressoreceptor  reflex  thresholds  (which  may  be  abnormally  high  in 
hypertension) —"resets”  pressoreceptors  to  function  at  more  nearly 
normotensive  levels. 

Early,  more  decisive  control  with  Diutensen-R  helps  secure 
continuing  benefits  — may  reduce  or  even  obviate  the  need  for  poorly 
tolerated  drugs  later  in  therapy. 


"...quite  apart  from  the  problem  of  vascular  damage,  there 
arises  a possibility  of  virtual  ‘cure’  or  remission  of  hypertension 
when  treatment  is  early,  i.e.,  before  too  many  other  secondary 
pressor  systems  have  entered  into  the  disequilibrium  of  pressor  con- 
trol, and  when  it  is  adequately  suppressive.” 

Corcoran,  A.  C.:  The  choice  of  drugs  in  the  treatment  of  hypertension.  In:  Drugs 
Of  Choice  1966-67,  W.  Modell,  Ed.,  St.  Louis,  C.  V.  Mosby  Company,  1966,  p.  417. 


Indications:  Diutensen-R  may  be  employed  in  all  grades  of  essential  hypertension. 
Dosages:  Usual  dose  is  1 tablet  twice  daily,  at  morning  and  evening  meals. 
However,  adjustment  of  dosage  to  suit  individual  circumstances  may  be 
required.  Please  refer  to  package  insert  for  full  particulars.  Side  effects  and 
precautions:  The  side  effects  observed  with  patients  on  Diutensen-R  have 
been  of  a mild  and  nonlimiting  nature.  These  include  occasional  urinary  frequency, 
nocturia,  nasal  congestion,  muscle  cramps,  skin  rash,  joint  pains  due  to  gout 
symptoms  and  nausea  and  dizziness  which  have  been  reported  for  the  individual 
components.  Most  of  these  symptoms  disappear  while  the  drug  is  continued  at 
the  same  or  lower  dosage  level.  The  concomitant  use  of  digitalis  and  Diutensen-R 
may  increase  the  possibility  of  digitalis-like  intoxication.  If  there  is 
evidence  of  myocardial  irritability  (extrasystoles,  bigeminy  or  AV  block),  dosage 
of  Diutensen-R  should  be  reduced  or  discontinued.  Nocturia  in  patients 
with  marginal  cardiac  status  and  salt  and  fluid  retention  can  be  effectively 
controlled  by  limiting  the  time  of  administration  to  early  afternoon. 

Diutensen-R  should  not  be  used  in  patients  with  a known  intolerance  to  reserpine. 
Package  inserts  furnish  a complete  summary  of  recommended  cautions  related  to 
each  of  the  ingredients  of  Diutensen-R. 

*As  tannate  salts  equivalent  to  130  Carotid  Sinus  Reflex  Units. 


NEISLER 


NEISLER  LABORATORIES,  INC.  • DECATUR,  ILLINOIS 
SUBSIDIARY  OF  UNION  CARBIDE  CORPORATION 


T 

SPECIALIZED  FACILITIES 
FOR  CUSTODIAL 
GERIATRIC  PATIENTS 


We  have  a limited  number  of  facilities  available 


With  the  increased  demand  for  geriatric  facilities,  The 
Emerson  A.  North  Hospital  is  uniquely  qualified  to  offer 
specialized  advantages  not  found  in  nursing  homes; 


Specialized  medical  staff,  including: 

• Full  time  medical  director 

t' 

• 24  hour  medical  coverage  by  both  physicians 

and  registered  nurses 

• Recreational  therapist 

• Occupational  therapist 

• Psychiatric  nursing 

i 

Classification  of  patients  for  both  acute  and  geriatric  cases: 

• 4 classifications  for  male  patients 

• 5 classifications  for  female  patients 

Beautiful  setting  in  40  acres  of  private  estate  grounds 
Cheerful  home-like  surroundings 

In  addition  to  geriatric,  we  still  have  complete  facilities  for 
psychiatric  cases  of  all  ages— as  a fully  accredited  private 
psychiatric  hospital. 

CHARLES  W.  MOCKBEE.  M.D.  E.  F.  ACKDOE,  M.D.  ELLIOTT  OTTE 

Medical  Director  Associate  Medical  Director  President 

ISABELLE  DAULTON.  R.N.  GRACE  SPINDLER.  R.N. 

Director  of  Nursing  Associate  Director  of  Nursing 


Call  or  write 

for  complete  information 

and  rate  card. 


OVER  92  YEARS  OF  DEDICATED  MEDICAL  EXPERIENCE 


THE 


INC. 


Approved  by  Joint  Commission  of  Accreditation  of  Hospitals 
5642  Hamilton  Avenue,  Cincinnati.  Ohio  45224  • Telephones:  541-0135,  541-0136 
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“I  like  Bronkometer. . . 

I breathe  better... 
don’t  get  the  jitters.” 


Patients  feel  relaxed  with  Bronkometer.  Its 
bronchodilator-decongestant  action  has  min- 
imal central  nervous  system  stimulation.^ 
Isoetharine,*  Breon’s  exclusive  bronchodila- 
tor,  shows  only  1/16  to  1/64  the  cardiotonic 
effect  of  isOprOterenol.^'Dilabron®,  brand  of  isoetharine 


ASTHMA,  CHRONIC  BRONCHITIS,  EMPHYSEMA 


isoetharine  0.6%;  phenylephrine  0.125%;  thenyidiamine  0.05%— Superior  because  it  contains  isoetharine 


COMPOSITION:  Bronkometer  delivers  at  the  mouthpiece  200  metered  doses  of:  350  meg  isoetharine  methanesulfonate  (0.6%);  70 
meg  phenylephrine  HCI  (0.125%);  and  30  meg  thenyidiamine  HCI  (0.05%)  with  saccharin,  menthol  and  tluorochlorohydrocarbons  as  inert 
propellants.  Preserved  with  ascorbic  acid  0.1%  and  alcohol  30%. 

RECOMMENDED  DOSAGE:  One  or  two  inhalations  with  at  least  one  minute  between  inhalations.  Occasionally  more  may  be  required, 
however  in  most  cases,  inhalations  need  not  be  repeated  more  than  every  four  hours.  Dosage  should  be  adjusted  to  the  severity  of  the 
condition  and  to  patient's  response. 

PRECAUTIONS:  Bronkometer  is  unusually  free  from  cardiovascular  and  other  side  effects,  but  the  usual  precautions  associated  with 
sympathomimetic  amines  should  be  observed.  Bronkometer  should  not  be  administered  simultaneously  with  epinephrine  or  similar  com- 
pounds because  of  the  possibility  of  tachycardia,  although  it  may  be  alternated  with  these  agents.  Dosage  must  be  carefully  adjusted 
in  patients  with  hyperthyroidism,  hypertension,  acute  coronary  disease,  cardiac  asthma,  limited  cardiac  reserve  and  in  individuals  sen- 
sitive to  sympathomimetic  amines. 

SUPPLIED:  10  ml  pressurized  aerosol  vials  complete  with  measured  dose  valve  and  oral  nebulizer. 

References:  1.  Spielman,  A.  D.:  Curr.  Therap.  Res,  3:235  (June)  1961.  2.  Herschfus,  J.  A.;  Bresnick,  E.;  Levinson,  L.;  and  Segal,  M.  S-: 
Ann.  Allergy  9 J69  (Nov.-Dee.)  1951. 

BREON  LABORATORIES  INC.  90  Park  Avenue,  New  York,  N.Y.  10016 
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good  reason 
to  select 

Ilosone’ 

Erythromycin  Estolate 

for  bacterial 
infections 


two  to  four  times 
the  therapeutic 
activity  of  other 
erythromycins 


CONTRAINDICATIONS:  llosone  is  contraindicated  in  patients  with  a known  history  of  sensitivity 
to  this  drug  and  in  those  with  preexisting  liver  disease  or  dysfunction. 

SIDE-EFFECTS:  Even  though  llosone  is  the  most  active  oral  form  of  erythromycin,  the  incidence 
of  side-effects  is  low.  Infrequent  cases  of  drug  idiosyncrasy,  manifested  by  a form  of  intrahe- 
patic  cholestatic  jaundice,  have  been  reported.  There  have  been  no  known  fatal  or  definite  resid- 
ual effects.  Gastro-intestinal  disturbances  not  associated  with  hepatic  effects  are  observed  in  a 
small  proportion  of  patients  as  a result  of  a local  stimulating  action  of  llosone  on  the  alimentary 
tract.  Although  allergic  manifestations  are  uncommon  with  the  use  of  erythromycin,  there 
have  been  occasional  reports  of  urticaria,  skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 

DOSAGE:  Children  under  25  pounds— 5 mg.  per  pound  of  body  weight  every  six  hours.  Childrer 
25  to  50  pounds— 125  mg.  every  six  hours.  Adults  and  children  over  50  pounds— 250  mg.  every 
six  hours.  For  severe  infections,  these  dosages  may  be  doubled. 

Available  in  Pulvules®,  suspension,  drops,  and  chewable  tablets,  llosone  Chewable  tablets 
should  be  chewed  or  crushed  and  swallowed  with  water. 


Additional  information  available  to  physicians  upon  request. 
Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 
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Mechanical  Aids  to  Respiration:  The  Use  of 
Intermittent  Positive  Pressure  Breathing  (IPPB)t 

Hurley  L.  Motley,  M.D.* * 

Los  Angeles,  Calif. 


Intermittent  positive  pressure  breathing 
(IPPB)  is  widely  used  as  a treatment  aid 
in:  allergic  bronchitis  with  infection; 
acute  respiratory  acidosis;  in  reducing 
incidence  of  post-operative  pulmonary 
complications  and  obstructive  pulmonary 
emphysema  to  slow  down  progression 
and  minimize  complications. 

INTERMITTENT  positive  pressure  breath- 
ing^, (IPPB),  as  produced  by  assistor  or 
automatic  type  respirators,  transmits  an  in- 
creased pressure  to  the  chest  during  inspira- 
tion with  active  inflation  of  the  lungs,  after 
which  cycling  occurs  with  deflation  taking 
place  almost  to  atmospheric  pressure  as  a 
passive  process  due  to  the  elasticity  of  the 
lungs  and  chest  wall  structures.  The  peak  mask 
pressure  varies  with  the  line  pressure  setting 
of  the  apparatus,  usually  being  adjustable  up  to 
30  cm.  of  water  or  more  on  most  present  day 
units.  When  the  peak  mask  pressure  is  reached, 
cycling  of  the  respirator  interrupts  the  applied 
positive  pressure  and  opens  the  expiratory 


fPresented  at  the  Kentucky  Medical  Association, 
Louisville,  Ky.,  Sept.  21,  1965. 

*From  the  Cardio-Respiratory  Laboratory,  University 
of  Southern  California  and  Hospital  of  the  Good 
Samaritan  Medical  Center,  Los  Angeles,  Calif. 


pathway  to  atmospheric  pressure. 

Intermittent  positive  pressure  breathing 
combined  with  the  simultaneous  nebulization 
of  a bronchodilator  aerosol,  as  a specific  form 
of  therapy  in  chronic  pulmonary  disease,  was 
first  used  in  the  treatment  of  coal  miners  with 
emphysema  and  fibrosis  in  1947-.  Neosyneph- 
rine®,  a weak  bronchodilator,  was  used  in  the 
aerosol,  and  the  clinically  observed  improve- 
ments were  impressive  even  before  more  po- 
tent bronchodilators  were  employed.  The  IPPB 
method  of  treatment  has  been  found  a very 
helpful  procedure  for  providing  subjective  re- 
lief in  many  patients  having  chronic  pulmo- 
nary ailments  with  associated  fibrosis  and/or 
emphysema.  In  the  patient,  severely  disabled 
by  emphysema,  the  clinical  response  to  IPPB 
treatments  may  be  slow  and  several  months  of 
daily  treatments  are  often  required  to  obtain 
the  maximal  response.  Some  emphysema  pa- 
tients have  been  rehabilitated  sufficiently  to 
carry  on  their  occupation  with  one  or  more 
daily  IPPB  treatments,  when  previously,  be- 
cause of  the  severe  dyspnea,  they  were  unable 
to  work.  The  IPPB  treatments  do  not  cure  the 
emphysema,  but  permit  more  effective  use  of 
the  remaining  viable  lung  tissue"*'^.  The  posi- 
tive pressure  on  inspiration  is  effective  against 
atelectasis.  IPPB  when  used  pre-  and  post- 
operatively  has  been  found  very  helpful  in 
preventing  atelectasis  in  cases  with  and  with- 
out respiratory  failure. 
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Historical  Development  of  IPPB 

The  clinical  use  of  intermittent  positive  pres- 
sure breathing  devices  was  studied  by  the  U.  S. 
Air  Force  as  a means  of  providing  more  ef- 
fective artificial  respiration  in  heavy  bombers 
before  pressurized  aircraft  were  available®’®. 
The  cycling  devices  were  employed  to  inter- 
rupt a continuous  positive  pressure  provided 
by  the  pressure  demand  oxygen  regulator  to 
provide  an  intermittent  positive  pressure  suit- 
able for  use  in  providing  effective  artificial 
respiration.  The  Bennett  X-1  and  X-2  research 
model  respirators  were  developed  for  the  Air 
Force  in  1945  for  research  studies  at  Aero- 
medical  Laboratory,  Wright  Field,  Ohio®.  The 
Bennett  X-2  was  provided  with  adjustments  to 
vary  inspiratory  and  expiratory  flow  rates,  in- 
spiratory and  expiratory  cycling  rates  and  ex- 
piratory positive  pressure,  and  with  the  line 
pressure  setting  of  the  regulator  six  adjust- 
ments were  provided  which  could  be  made 
singly  or  in  combination  to  provide  patterns 
of  mask  pressures  and  flows.  Studies  employ- 
ing the  Bennett  X-2  and  other  IPPB  devices 
with  various  types  of  mask  pressure  curves 
and  the  corresponding  cardiac  output  studies 
(direct  Fick)  in  man  resulted  in  the  selection 
of  a type  of  flow-pressure  pattern  that  most  of 
the  IPPB  units  employ  todays.  The  pattern 
of  the  mask  pressure-flow  rate  was  as  follows: 
a rapid  inspiratory  flow  to  the  maximal  peak 
pressure,  after  which  cycling  occurred  with  a 
rapid  drop  in  the  mask  pressure  back  to  at- 
mospheric pressure,  and  with  expiratory  time 
as  long  or  longer  than  inspiratory  time  with 
no  negative  pressure  on  exhalation.  The  peak 
flow  rate  of  the  unit  must  provide  at  all  times 
a flow  rate  equal  to  or  in  slight  excess  of  the 
patient’s  inspiratory  flow  rate,  otherwise  a neg- 
ative pressure  will  result  and  even  though  of 
short  interval  the  patient  experiences  subjec- 
tive dyspnea,  even  on  100%  oxygen  breath- 
ing^. The  peak  inspiratory  flow  rate  of  the 
apparatus  should  equal  at  least  75  liters  per 
minute  or  more.  The  IPPB  apparatus  will  fol- 
low the  patient’s  pattern  of  breathing,  and  with 
a line  pressure  setting  of  15  to  20  cm.  of  water, 
most  individuals  will  take  a significantly  deep- 
er breath  than  on  ambient  air  breathing.  The 
cycling  vane  in  the  Bennett  X-2  research  mod- 
el, developed  for  the  Air  Forces,  continues  to 
be  the  heart  of  the  present  day  Bennett  respi- 


The  nitrogen  washout  was  obtained  on  oxygen  breathing 
with  a nitrogen  meter  in  a patient  with  severe  emphysema 
at  ambient  pressure  as  shown  on  the  top  tracing,  and 
with  intermittent  positive  pressure  breathing  several  hours 
later  in  the  same  patient  as  shown  on  the  lower  tracing. 

The  concentration  of  nitrogen  in  the  expired  air  is  plotted 
on  the  ordinate  and  the  time  of  breathing  in  minutes  on 
the  abscissa  on  semilogarithmic  paper.  The  top  tracing  at  . 

ambient  pressure  reveals  that  after  20  minutes  of  oxygen  j 

breathing  the  end  tidal  nitrogen  was  1.8%  and  the  I 

alveolar  nitrogen  was  8.0%.  The  bottom  tracing  reveals  I 

that  with  IPPB  the  end  tital  nitrogen  was  1.0%  after  12.5 
minutes  of  oxygen  breathing  and  the  alveolar  nitrogen 
was  1.55%,  indicating  a very  significant  improvement  in 
the  uniformity  of  air  mixing  or  distribution  of  air  in  the 
lungs  by  the  IPPB. 


ration  units.  It  was  necessary  to  provide  ade- 
quate humidification  of  all  the  inhaled  gas  to 
prevent  excessive  drying  out  of  secretions®  for 
clinical  use  with  the  IPPB  units,  along  with 
the  nebulization  of  bronchodilator  substances, 
antibiotics,  wetting  agents  and  other  materials. 

Studies  in  this  laboratory  have  revealed  no 
beneficial  effects  from  increasing  the  pressure 
slowly  with  the  IPPB,  as  applied  at  the  level 
of  the  mouth,  in  the  treatment  of  severe  em- 
physema, with  low  instantaneous  inspiratory 
flow  rates  from  30  to  40  liters  per  minute 
compared  to  the  best  type  of  mask  pressure 
curve  described  above  with  flow  rates  of  75 
liters  per  minute  or  more^®.  There  was  no 
improvement  in  the  arterial  blood  oxygen  sat- 
uration, CO2  and  pH  measurements  with  the 
slow  rate  of  inspiratory  flow  with  IPPB  as 
compared  to  the  regular  rapid  type  (75  liters 
per  minute  or  more).  Furthermore,  in  some 
patients  with  impaired  breathing,  the  slow  rate 
of  inspiratory  flow  was  not  tolerated.  As  de- 
scribed previously,  a mechanical  assistor  de- 
vice must  provide  instantaneous  flow  rate  at 
all  times  higher  than  that  of  the  patient,  other- 
wise negative  pressure  develops  with  dyspnea. 
The  addition  of  small  negative  pressure  during 
exhalation  (-6  cm.  water)  with  IPPB  pro- 


760 


September  1966 


The  Journal  of 


Mechanical  Aids  to  Respiration — Motley 


duced  no  improvement  over  that  obtained 
with  the  regular  IPPB  based  on  arterial  blood 
studies  (arterial  blood  oxygen  saturation,  CO2 
and  in  emphysema  patients  compar- 

ing the  two  types  of  flow-pressure  curves.  Pres- 
ent concepts  indicate  that  the  use  of  negative 
pressure  has  no  place  in  the  treatment  of 
emphysema,  also  that  the  IPPB  equipment 
should  be  kept  as  simple  as  possible  for  pa- 
tient’s use  at  home. 

Physiological  Studies  of  IPPB 

The  use  of  IPPB  increases  total  tidal  volume, 
the  effective  tidal  air  volume  and  the  total 
minute  ventilation  in  most  cases  of  emphysema. 
The  distribution  of  the  inhaled  gas  is  improved 
with  IPPB  in  patients  with  impairment  in  air 
distribution  on  ambient  breathing^^,  (Fig.  1). 
The  increased  ventilation  blows  off  the  carbon 
dioxide  faster  and  the  improved  air  distribu- 
tion results  in  an  increase  in  the  arterial  blood 
oxygen  saturation^-,  (Fig.  2).  Even  in  pa- 
tients with  severe  emphysema,  the  arterial 
blood  oxygen  saturation  at  rest  is  significantly 
improved  above  that  obtained  on  their  own 
ambient  breathing  in  almost  ail  cases,  and  in 
some  individuals  even  up  to  normal  values  of 
96%  or  more.  Physiological  studies  indicate 
that  the  IPPB  increases  the  arterial  blood  oxy- 
gen saturation  by  providing  a more  uniform 
alveolar  aeration  of  the  poorly  ventilated  or 
atelectatic  areas  of  the  lung,  increasing  the 
mean  alveolar  p02,  accompanied  by  a decrease 
in  the  mean  gradient  of  oxygen  tension  from 
alveoli  to  arterial  blood.  By  inflating  the  poor- 
ly ventilated  or  atelectatic  alveoli  with  im- 
paired circulation  of  air,  mechanically  obstruct- 
ed by  fibrosis  with  loss  of  elasticity  and  further 
hampered  by  edema,  secretions  and  broncho- 
spasm,  the  alveolar  pOi  is  increased  as  com- 
pared to  ambient  air  breathing. 

The  question  has  been  raised  whether  the 
increased  alveolar  p02  with  IPPB  was  not  due 
to  replacement  of  carbon  dioxide  by  oxygen 
rather  than  improved  alveolar  ventilation.  Stud- 
ies have  revealed  that  the  mean  arterial  pC02 
was  not  decreased  as  much  as  the  mean  arterial 
PO2  was  increased.  The  alveolar  p02  was  not 
the  primary  factor  involved,  but  rather  the 
uniformity  of  alveolar  aeration.  Studies  on  coal 
miner’s  pneumoconiosis  have  revealed  that  the 
arterial  p02  was  higher  with  IPPB  on  com- 
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FIG.  2. 


The  arterial  blood  oxygen  saturation  at  rest  on  ambient 
air  breathing  in  severe  emphysema  was  compared  with 
intermittent  positive  pressure  breathing  on  compressed 
air.  In  every  case  there  was  an  improvement  in  the  arterial 
blood  oxygen  saturation  with  the  IPPB  on  compressed  air 
only  (no  bronchodilators  or  oxygen).  In  a significant 
number  of  cases  the  arterial  blood  oxygen  saturation  was 
normal,  96%  or  more  on  the  IPPB  on  compressed  air, 
and  this  would  indicate  the  presence  of  many  poorly 
ventilated  areas  which  could  be  better  ventilated  with 
some  assistance  on  inspiration.  The  IPPB  provides  a more 
uniform  distribution  of  air  for  the  poorly  ventilated  areas 
as  compared  to  ambient  breathing.  Bennett  AP-4  used  for 
IPPB. 

pressed  air  with  a calculated  mean  alveolar 
p02  of  111  mm.  Hg.  as  compared  to  high 
oxygen  breathing  (27.8%)  with  a mean  cal- 
culated alveolar  p02  of  127  mm.  Hg.,  13  gms. 
Since  the  alveolar  p02  was  calculated  from 
the  effective  inspired  p02,  the  arterial  pC02 
and  the  RQ  (respiratory  quotient)  of  the  ex- 
pired air,  the  changes  produced  by  variations 
in  the  carbon  dioxide  were  integrated.  The 
replacement  of  carbon  dioxide  by  oxygen  exerts 
an  insignificant  role  with  respect  to  the  mean 
oxygen  pressure  gradient  changes  with  IPPB 
in  chronic  pulmonary  disease. 

The  severe  emphysema  patient  is  often  un- 
able to  take  a deep  breath,  but  with  respira- 
tory assistance  as  provided  by  the  IPPB,  the 
depth  of  breathing  is  increased  and  the  poorly 
ventilated  areas  of  the  lung  are  inflated  in  a 
more  nearly  normal  manner.  The  blood  car- 
bon dioxide  is  decreased  during  the  period  of 
the  IPPB  breathing  on  compressed  air  because 
of  the  increased  ventilation,  and  the  arterial 
blood  pH  increases.  The  increased  elimination 
of  carbon  dioxide  by  the  IPPB  can  be  exces- 
sive with  prolonged  use,  and  this  aspect  should 
be  checked  by  arterial  pH  or  CO2  to  prevent 
the  development  of  significant  respiratory  al- 
kalosis^^. However,  in  the  severe  emphysema 
patient,  hyperventilation  usually  is  not  a sig- 
nificant factor  for  treatment  periods  of  1 5 to  20 
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minutes,  two  to  four  times  a day.  When  IPPB 
is  used  continuously  by  mask  or  tracheotomy, 
arterial  pH  and  CO^  determinations  are  neces- 
sary to  prevent  hyperventilation  even  in  em- 
physema cases. 

Studies  on  air  distribution  in  the  emphysema 
patient  with  the  nitrogen  meter  in  this  labora- 
tory have  revealed  that  in  some  cases  even  20 
minutes  of  oxygen  breathing  is  an  insufficient 
time  to  wash  out  all  of  the  pulmonary  nitro- 
gen. The  recorded  tracings  of  the  nitrogen  con- 
centration in  the  expired  air  graphically  reveal 
the  extensive  diffuse  involvement  with  ob- 
struction to  ventilation  of  many  alveoli.  Secre- 
tions are  retained  in  the  obstructed  areas,  with 
frequent  occurrence  of  secondary  infections. 
The  use  of  pressure  breathing  promotes  bron- 
chial drainage  and  enables  the  patient  to 
cough  up  the  secretions.  Unless  air  is  present 
beyond  the  retained  secretions,  the  cough 
mechanism  is  ineffective  in  raising  secretions 
from  such  areas.  The  use  of  60%  helium  and 
40%  oxygen  with  the  IPPB  has  proven  most 
useful  in  distributing  the  medication  more  uni- 
formly to  the  markedly  restrictive  air  passages, 
which  may  be  almost  completely  obstructed. 
Unless  air  or  other  gas  gets  beyond  the  partial- 
ly obstructed  airways,  the  patients  cannot  cough 
up  the  material.  Helium  being  a small  mole- 
cule, and  highly  diffusible,  is  valuable  in  car- 
rying bronchodilators  and  other  medicaments 
down  to  the  obstructed  areas,  and  at  the  same 
time  facilitates  washing  out  of  COo.  The  value 
of  helium  and  oxygen  with  IPPB  has  been 
demonstrated  by  arterial  blood  measurements 
of  hemoglobin  saturation,  CO2  levels  and  pH 
in  severely  ill  patients^^.  Studies  of  arterial 
blood  were  made  on  severely  ill  patients  where 
the  only  change  in  the  treatment  procedure 
consisted  in  changing  the  IPPB  unit  from  air 
and  40%  oxygen  to  60%  helium  and  40% 
oxygen.  The  results  of  the  arterial  blood  stud- 
ies before  and  after  the  change  had  been 
made  from  four  to  twenty-four  hours  revealed 
improvement  in  blowing  off  COo  and  increas- 
ing the  pH.  The  use  of  60%  helium  and  40% 
oxygen  with  the  IPPB  for  a few  days  may 
prevent  the  need  of  a tracheotomy  to  maintain 
adequate  alveolar  aeration  in  an  emphysema 
patient  with  pneumonitis  or  pneumonia.  The 
aerosol  from  the  nebulizer  is  more  effectively 
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distributed  with  the  IPPB  in  the  severe  em- 
physema case  with  the  many  poorly  ventilated 
areas,  as  compared  to  the  patient’s  own  breath- 
ing effort,  enhancing  the  usefulness  or  bron- 
chodilator  substances,  wetting  agents  and  anti- 
biotics. 

An  electronic  respiration  simulator  was  used 
to  slow  the  rate  of  breathing  in  severe  em- 
physema patients  by  providing  an  audible 
fixed  pattern,  slowing  the  rate  down  to  nine 
to  ten  per  minute.  The  slower  deeper  rate  of 
breathing  resulted  in  a significant  improvement 
in  the  arterial  blood  oxygen  saturation  on  air 
breathing  and  an  increased  elimination  of  car- 
bon dioxide  during  the  period  of  controlled 
breathing^®.  The  total  minute  ventilation  and 
the  resting  oxygen  uptake  were  increased 
slightly.  The  study  indicated  that  at  ambient 
pressure  a slow  deep  rate  of  breathing  in  the 
patient  with  severe  emphysema  was  more  ef- 
ficient for  blood  gas  exchange  of  oxygen  and 
carbon  dioxide  than  a shallow  rapid  rate.  The 
findings  with  slow  deep  breathing,  although  of 
smaller  magnitude,  were  similar  to  the  obser- 
vations with  intermittent  positive  pressure 
breathing  on  compressed  air. 

Treatment  Methods 

The  IPPB  may  be  administered  with  com- 
pressed air,  40%  oxygen,  or  100%  oxygen, 
in  the  supine  or  sitting  position.  In  some  cases 
the  use  of  40%  oxygen  and  60%  helium  is  in- 
dicated. In  many  cases,  the  air  compressor 
type  unit  is  satisfactory  for  the  IPPB  as  the 
arterial  blood  oxygen  saturation  goes  up  to  94 
to  96%  on  compressed  air  only.  The  use  of 
40%  oxygen  is  usually  adequate  for  the  most 
severe  cases.  In  the  routine  treatment  of  em- 
physema, pressure  settings  of  15  to  20  cm.  of 
water  are  usually  used.  The  pressure  setting 
should  be  high  enough  to  ensure  adequate 
depth  of  breathing  in  the  individual  case. 
Patients  must  be  trained  to  breathe  slowly, 
eight  to  ten  breaths  per  minute,  to  obtain  the 
most  effective  results.  Most  patients  tend  to 
breathe  too  fast  especially  at  first  when  put  on 
IPPB,  but  with  training  most  individuals  can 
attain  a satisfactory  slow  rate,  which  pattern 
of  breathing  is  often  maintained  between  the 
IPPB  treatments.  Patients  should  be  carefully 
trained  in  the  proper  use  of  IPPB  before  they 
are  permitted  to  obtain  a unit  for  use  at 
home.  The  use  of  a mouthpiece  is  preferable 
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to  a mask  on  conscious  subjects,  as  the  ap- 
plication of  the  pressure  breathing  is  more  di- 
rect. Most  patients  can  learn  to  use  the  IPPB 
quite  satisfactorily  with  the  mouthpiece  and 
without  a nose  clip. 

Aerosol  medications  consist  of  bronchodilat- 
ors,  wetting  agents,  antibiotics  and  others.  In 
most  cases  of  emphysema  bronchodilators  are 
indicated.  The  most  commonly  used  potent 
bronchodilators  are  Isuprel®  (1:200  dilu- 
tion), Vaponefrin®  or  Asthmanefrin®  for  in- 
halation, Dylephrin®,  Aerolene®  and  others. 
Isuprel®  should  be  used  with  caution  in  car- 
diac patients.  When  IPPB  is  used  on  com- 
pressed air  alone,  adverse  effects  of  the  bron- 
chdilator  on  the  heart  should  be  watched  for 
carefully.  Bronchodilators  should  be  used  inter- 
mittently with  IPPB  and  not  continuously. 
Undesirable  cardiac  effects  (as  recorded  by  the 
electrocardiogram)  may  occur  on  compressed 
air  alone,  but  be  absent  when  oxygen  is  used 
with  the  IPPB-.  Neosynephrine  (1%  solution) 
is  used  as  a vasoconstrictor  for  edema,  and  it 
can  be  combined  to  an  advantage  with  the 
more  potent  bronchodilators  listed  above.  Ter- 
gemist®  and  Alevaire®  are  used  as  wetting 
agents.  Ethyl  alcohol  is  used  with  IPPB  in 
the  treatment  of  acute  pulmonary  edema. 

The  usual  treatment  procedure  of  severe 
emphysema  consists  of  six  to  eight  drops  of 
bronchodilator  mixed  with  10  to  30  drops 
or  more  of  water  in  the  nebulizer.  Tergemist® 
or  Alevaire®  may  also  be  used  in  the  nebuliz- 
er with  a corresponding  reduction  in  the 
amount  of  water.  The  needle  valve  controlling 
the  rate  of  nebulization  should  be  adjusted  so 
that  at  least  15  minutes  are  required  to  com- 
pletely nebulize  the  total  quantity  of  fluid  in 
the  small  nebulizer  (additional  water  or  wet- 
ting agents  may  be  added  to  increase  the  dilu- 
tion if  necessary).  Antibiotics  can  be  added 
to  the  above  solution  if  indicated.  Antibiotics 
commonly  used  and  the  dosage  include  Tetra- 
cycline (50  mg.),  Penicillin  (500,000  units) 
Streptomycin  (50  mg.).  Neomycin  (25  to  50 
mg. ) , and  others. 

Drying  out  of  secretions  may  become  a 
problem  with  long  continued  use  of  the  IPPB, 
as  the  humidification  provided  by  the  small 
nebulizer  is  inadequate  to  prevent  drying  out 
of  secretions.  The  IPPB  units  should  be 
equipped  for  mainstream  type  nebulization  to 
provide  adequate  humidification.  The  recent- 
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The  Bennett  Automatic  Hospital  Unit  (PR-1),  equipped 
with  the  Cascade  type  mainstream  humidifier. 

ly  introduced  cascade  humidifier  on  the  Ben- 
nett units  (Fig.  3)  is  most  effective.  Humidi- 
fication may  be  at  room  temperature  or  as 
a tepid  mist  at  37°  centigrade.  The  tepid  mist 
should  be  tried  in  the  presence  of  throat  ir- 
ritation. The  mainstream  type  units  prevent 
air  or  air  and  oxygen  or  helium  mixtures 
with  the  IPPB  units  from  drying  out  of  secre- 
tions especially  when  used  for  long  periods 
continuously  as  with  a tracheotomy  tube.  Ef- 
fective humidification  is  particularly  helpful 
for  patients  who  have  thick  tenacious  secre- 
tion and  the  raising  of  sputum  is  facilitated. 
Tergemist®  or  Alevaire®  may  be  used  in  the 
large  mainstream  humidifier,  however  water 
alone  is  probably  the  best  substance  to  use. 

Chronic  Pulmonary  Emphysema 

In  the  treatment  of  chronic  obstructive  pul- 
monary emphysema  the  primary  value  of  IP- 
PB is  to  try  to  prevent  any  further  progression 
in  the  severity  of  the  emphysema  and  to 
minimize  complications.  If  an  accurate  diag- 
nosis of  severe  emphysema  has  been  made 
from  pulmonary  function  studies,  such  a pa- 
tient should  benefit  from  the  routine  use  of 
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intermittent  positive  pressure  breathing  ther- 
apy at  home.  Emphysema  as  used  in  this 
paper  is  an  irreversible  condition  with  the 
air  spaces  distal  to  the  terminal  bronchioles 
enlarged  from  destruction  of  alveolar  walls. 
Three  or  more  treatments  of  15  to  20  minutes 
duration  in  the  sitting  position  with  a suitable 
bronchodilator  should  be  taken  every  day  for 
an  indefinite  period.  It  is  most  important  that 
bronchospasm  be  controlled  as  completely  as 
possible.  The  primary  function  of  the  pressure 
breathing  is  to  try  to  keep  open  and  clean 
the  airways  and  control  bronchospasm,  an  im- 
portant factor  in  preventing  progression  of 
the  emphysema.  When  the  absolute  volume 
of  the  residual  air  is  markedly  increased 
(above  200%  of  predicted)  every  effort 
should  be  made  to  try  to  prevent  further 
progression  in  this  abnormality.  Smoking  is 
completely  contraindicated.  If  the  patient  con- 
tinues to  smoke  this  may  more  than  offset  all 
the  benefits  that  can  be  obtained  with  the 
IPPB  and  bronchodilator  treatments.  In  most 
patients  the  progression  of  the  emphysema 
can  be  slowed  down  or  halted  with  the  proper 
use  of  IPPB  along  with  other  therapy  as  in- 
dicated. The  net  result  is  more  adequate 
function  of  the  bronchiolar  airways,  and  the 
more  effective  functioning  of  what  good  lung 
tissue  remains.  Living  becomes  more  com- 
fortable and  some  individuals  have  been  able 
to  return  to  work.  The  IPPB  will  not  cure 
the  emphysema  that  is  already  present,  but 
every  effort  should  be  made  to  try  to  prevent 
progression,  for  once  the  progression  has  oc- 
curred the  destruction  of  lung  parenchyma  is 
permanent  and  there  is  no  reversal. 

Repeated  treatments,  three  or  more  times 
daily  for  15  to  20  minutes  each  during  a two 
to  three  week  period,  have  been  found  to 
promote  bronchial  drainage.  Mucus  and  secre- 
tions are  not  washed  further  down  the  respira- 
tory tract  by  IPPB,  as  the  peak  expiratory 
flow  velocity  is  greater  than  the  peak  inspira- 
tory velocity  and  the  net  result  is  to  work 
secretions  outward,  an  expectorant-like  action. 
A cough  raises  secretions  by  a similar  air 
flow  velocity  mechanism.  Improved  bronchial 
drainage  has  been  a consistent  finding  with 
treatment  in  patients  having  increased  amounts 
of  sputum  and  in  patients  having  thick  tenac- 
ious secretions  difficult  to  expectorate.  One  or 
two  months  or  sometimes  more  may  be  re- 


quired for  the  beneficial  effects  to  be  mani- 
fest subjectively  in  severely  dyspneic  and  em- 
physematous patients  when  treatments  are 
being  taken  daily  at  home.  A much  greater 
improvement  in  breathing  may  be  noted  after 
a course  of  treatments  as  compared  to  a single 
treatment  evaluation  by  spirometric  measure- 
ments. However,  the  failure  to  demonstrate 
any  significant  improvement  by  spirometric 
measurements  after  one  treatment  with  a 
bronchodilator  does  not  mean  that  the  patient 
may  not  show  considerable  improvement  after 
several  weeks  of  therapy. 

The  basic  principle  of  treatment  in  emphy- 
sema is  to  provide  an  effective  or  adequate 
bronchiolar  airway.  Ventilation  through  the 
airways  may  be  obstructed  by  atelectasis, 
bronchospasm,  edema  of  the  wall,  infection 
and  retained  secretions.  The  slight  positive 
pressure  on  inspiration  helps  carry  the  medica- 
tion down  to  the  obstructed  air  passages,  be- 
yond the  secretions  and  mucus  plugs  into  the 
terminal  air  passages  where  the  most  good 
can  be  accomplished.  The  elimination  of  re- 
tained secretions  is  an  important  problem  in 
the  treatment  of  emphysema,  and  this  can  be 
helped  by  liquifying  the  secretions  by  the 
liberal  use  of  fluid,  preferably  by  mouth,  but 
if  necessary  parenterally.  The  use  of  the  60% 
helium  and  40%  oxygen  with  the  IPPB  is 
most  useful  in  many  cases  in  distributing  more 
uniformly  the  medication  down  to  the  marked- 
ly restricted  air  passages.  The  helium  and 
oxygen  is  used  for  the  first  ten  minutes  and 
air  and  oxygen  the  second  ten  minutes  for 
each  IPPB  treatment  when  given  three  or 
four  times  a day.  If  the  patient  does  not  raise 
his  secretions  assistance  may  be  provided  by 
using  a catheter  and  actually  sucking  out  the 
secretions  from  the  trachea  and  major  bronchi. 
We  have  found  the  Bennett  model  PR-IA 
respiration  unit  (Fig.  3)  most  useful  in  treat- 
ing severe  infections  in  emphysema  cases  re- 
quiring respiratory  assistance  for  several  days 
in  order  to  provide  adequate  alveolar  aera- 
tion. Since  the  automatic  unit  has  been  avail- 
able it  has  not  been  necessary  to  put  emphy- 
sema patients  in  the  iron  lung,  a big  help 
from  the  standpoint  of  care  of  the  patients 
and  decreased  costs  of  the  hospital  care. 

The  following  case  illustrates  the  use  of 
IPPB  as  one  of  the  treatment  procedures 
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over  a 1 5 year  period  without  progression  in 
the  severity  of  the  emphysema.  This  patient 
was  44  years  of  age  at  the  time  of  the  first 
pulmonary  function  study  and  complained 
of  severe  dyspnea.  The  dyspnea  had  been 
slowly  progressive  for  the  past  several  years. 
He  had  a past  history  of  tuberculosis  which 
had  been  treated  with  pneumothorax  and  rest 
with  a reversion  of  the  sputum  to  negative. 
The  sputum  had  been  negative  for  the  past 
12  years.  The  X-rays  revealed  moderately  far 
advanced  bilateral  pulmonary  tuberculosis  of 
long  standing.  The  lower  lung  fields  were 
hyperaerated  and  the  diaphragmatic  motion 
was  limited.  Pulmonary  function  studies  re- 
vealed a marked  reduction  in  total  vital  ca- 
pacity (38%  of  predicted),  a marked  pro- 
longation of  the  rapid  forced  exhalation  with 
a forced  expiratory  volume  for  three  seconds 
of  only  22.4%  of  the  predicted,  a maximal 
breathing  capacity  of  only  19.4%  of  predicted 
(increased  to  30.2%  after  a bronchodilator 
treatment  with  Isuprel®).  The  absolute  vol- 
ume of  the  residual  air  was  194%  of  predicted 
(almost  twice  normal),  and  the  ratio  of  resid- 
ual air  to  total  lung  capacity  was  63.0%  (a 
marked  increase).  The  total  lung  capacity 
was  77%  of  predicted,  a decrease  in  spite  of 
the  marked  increase  in  the  absolute  volume 
of  the  residual  air,  indicating  the  presence  of 
a restrictive  element,  in  this  case  fibrosis.  The 
resting  arterial  blood  oxygen  saturation  was 
92.8%  and  with  mild  exercise  there  was  a 
drop  down  to  81.5%.  The  exercise  oxygen 
uptake  was  only  354  ml.  per  minute  per 
square  meter  body  surface  area  (normal  value 
500  to  600),  indicating  the  inability  to  in- 
crease the  pulmonary  blood  flow  correspond- 
ing to  the  degree  of  exercise  given.  The  studies 
indicated  the  presence  of  significant  cor  pul- 
monale. Follow-up  studies  were  obtained  in 
1954,  1960,  1962  and  in  1966.  The  residual 
air  was  56.6%  of  the  total  lung  capacity  in 
1966  as  compared  to  63.0%  in  1951.  The 
resting  saturation  in  1966  was  90.5%  as  com- 
pared to  92.8%  in  1951.  The  alveolar  nitro- 
gen was  8.09%  in  1951  and  5.9%  in  1966. 
In  1951  this  patient  was  started  on  intermit- 
tent positive  pressure  breathing  at  home  three 
times  a day  with  each  treatment  of  15  to  20 
minutes  duration.  The  IPPB  treatments  have 
been  continued  up  to  the  present  time.  Asth- 
manefrin®  and  Isuprel®  were  used  for  broncho- 
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dilators  with  the  IPPB.  The  follow-up  pulmo- 
nary function  studies  demonstrate  that  the  pro- 
gression of  the  emphysema  can  be  halted  in 
some  cases  even  over  a long  period  of  time 
with  active  treatment. 

Allergic  Bronchitis  with  Infection 

Allergic  bronchitis  with  infection  can  simu- 
late severe  obstructive  pulmonary  emphysema 
if  pulmonary  function  studies  are  made  in  the 
presence  of  bronchospasm,  infection  and  re- 
tained secretions.  Allergic  bronchitis  is  a quite 
common  condition  and  fortunately  responds 
very  well  to  IPPB  therapy  along  with  other 
treatment  as  indicated,  however  if  this  condi- 
tion is  not  recognized  and  adequately  treated, 
especially  the  bronchospasm,  emphysema  can 
develop.  The  bronchospasm  may  be  resistant 
to  treatment  in  some  cases.  In  addition  to 
bronchodilators  and  the  IPPB,  these  patients 
need  appropriate  antibiotics,  adequate  humidi- 
fication of  the  inspired  air,  adequate  hydra- 
tion, expectorants  such  as  potassium  chloride 
or  potassium  iodide  and  in  some  cases  steroids 
for  more  persistent  bronchospasm.  After  the 
condition  clears  up  the  patient  may  or  may 
not  require  daily  IPPB  treatments.  In  some 
cases  the  bronchospasm  can  only  be  con- 
trolled with  the  use  of  steroids,  and  if  this  is 
necessary  it  should  not  be  withheld  from  the 
patient.  Uncontrolled  bronchospasm  appears  to 
be  a most  significant  factor  in  the  development 
of  emphysema. 

A patient  with  allergic  bronchitis  is  illus- 
trated below.  This  man  had  a past  history  of 
asthma  from  age  three  to  ten  after  which  he 
had  no  further  asthma  until  recurrence  at  age 
22  associated  with  an  infection  in  the  chest. 
The  bronchospasm  was  controlled  at  first  with 
the  use  of  a hand  nebulizer  with  Isuprel®. 
He  had  an  emergency  appendectomy  and  this 
was  followed  by  severe  dyspnea  postopera- 
tively,  accompanied  by  wheezing,  cough  and 
a muco-purulent  sputum.  Attempts  at  desensit- 
ization were  unsuccessful.  The  condition  per- 
sisted for  over  three  months  and  did  not  clear, 
and  it  was  still  present  at  the  time  of  the 
pulmonary  function  studies.  At  the  time  of 
the  first  study  there  was  an  increase  in  the 
antero-posterior  diameter  of  the  chest,  hyper- 
resonant lungs,  distant  breath  sounds  and  some 
scattered  rhonchi  with  generalized  wheezing 
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on  prolonged  expiration.  The  vital  capacity 
was  58%  of  predicted.  There  was  a marked 
prolongation  of  the  rapid  forced  exhalation  in- 
dicating airways  obstruction.  The  maximal 
breathing  capacity  was  35%  of  predicted.  A 
slight  degree  of  bronchospasm  was  demon- 
strated. The  residual  air  was  182%  of  pre- 
dicted and  44%  of  total  lung  capacity.  Intra- 
pulmonary  mixing  was  severely  impaired  by 
the  nitrogen  washout  with  the  nitrogen  meter. 
The  arterial  saturation  was  87.7%  at  rest  and 
81.8%  with  mild  exercise.  The  COo  content 
was  normal  both  at  rest  and  with  exercise. 
The  X-rays  revealed  overexpanded  lungs  with 
multiple  densities  in  the  upper  one-half  bilat- 
erally. The  diaphragm  was  low  and  flat.  Spu- 
tum studies  were  negative  for  acid  fast  or- 
ganisms. A scalene  node  biopsy  was  negative. 
Bronchoscopy  revealed  thick  viscid  purulent 
secretions.  The  sputum  contained  cylindrical, 
branching  casts  up  to  four  millimeters  in  di- 
ameter and  four  centimeters  long.  Eosinophiles 
and  mucinous  material  were  present  on  the 
microscopic  sections.  The  patient  was  treated 
with  intermittent  positive  pressure  breathing 
with  Isuprel®  and  wetting  agents,  systemic 
antibiotics,  intravenous  aminophylline  and  ex- 
pectorants. No  significant  improvement  was 
obtained  until  prednisone  was  added  to  the 
treatment  and  then  the  bronchospasm  disap- 
peared after  48  hours  and  the  sputum  cleared. 
Follow  up  function  studies  after  treatment  re- 
vealed a vital  capacity  of  90%  of  predicted, 
only  a slight  prolongation  of  the  rapid  forced 
exhalation  and  a maximal  breathing  capacity 
78%  of  predicted.  Bronchospasm  was  still 
present  in  a slight  to  moderate  degree.  The 
residual  air  was  144%  of  predicted  and  29% 
of  total  lung  capacity.  Intrapulmonary  mixing 
was  still  abnormal  although  improved  after 
the  treatment.  The  arterial  blood  oxygen  satura- 
tion was  94.9%  both  at  rest  and  with  exercise, 
a marked  improvement  after  treatment.  The 
follow  up  pulmonary  function  studies  revealed 
marked  improvement  after  treatment,  but  all 
the  measurements  were  not  normal.  This  patient 
has  required  in  addition  to  daily  IPPB  and 
bronchodilator  treatments  a dose  of  prednisone 
of  at  least  ten  mg.  daily  to  prevent  recurrence. 
In  addition  expectorants  and  rectal  theophyl- 
line were  used.  Regular  clinical  examinations 
for  the  past  eight  years  have  revealed  a con- 
tinuing asymptomatic  state  on  the  above  rou- 
tine, but  neither  the  IPPB  nor  prednisone  can 
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be  omitted  without  return  of  symptoms.  He 
is  no  longer  short  of  breath  and  is  able  to  work 
every  day  as  a tractor  operator. 

The  above  case  indicates  what  can  be  ac- 
complished with  adequate  treatment  of  an  al- 
lergic bronchitis  with  infection,  in  this  case  a 
patient  with  symptoms  persisting  unrelentingly 
for  three  months.  If  this  condition  had  been 
allowed  to  persist  with  the  overdistention  which 
was  present  in  the  lungs  as  revealed  by  the 
first  pulmonary  function  studies,  I don’t  think 
there  is  any  doubt  that  severe  irreversible  em- 
physema would  have  developed.  This  is  the 
type  of  patient  where  real  good  can  be  ac- 
complished by  adequate  treatment.  The  inter- 
mittent positive  pressure  breathing  is  indis- 
pensable in  maintaining  this  man  on  the  job 
every  day  along  with  the  other  medication.  It 
is  the  combination  of  treatment  procedures 
rather  than  any  one  single  factor.  The  broncho- 
spasm must  be  controlled,  the  infection  treated 
and  secretions  removed  in  order  to  keep  the 
airways  open  and  clean  so  that  the  normal 
function  of  gas  exchange  can  occur  adequately 
both  at  rest  and  with  exercise. 

Respiratory  Acidosis 

Some  patients  with  severe  emphysema  and 
hypoxia  on  oxygen  breathing  at  ambient  pres- 
sure do  not  ventilate  the  alveoli  enough  to 
blow  off  the  carbon  dioxide  as  fast  as  it  is 
formed.  Hypoxia  is  relieved  by  oxygen  breath- 
ing and  part  of  the  respiratory  reflex  stimula- 
tion from  the  carotid  body  by  the  low  oxygen 
tension  is  removed  and  there  is  less  reflex 
stimulation  of  respiration.  The  carbon  dioxide 
increase  from  retention  in  the  blood  does  not 
stimulate  the  respiratory  center  normally  in 
such  cases,  and  the  pH  decreases  with  associ- 
ated mental  changes.  Coma  often  occurs  in 
acute  respiratory  acidosis,  and  the  diagnosis 
has  frequently  been  mistaken  for  coronary  oc- 
clusion, cerebral  vascular  accident  or  brain 
tumor.  It  is  probable  that  many  patients  have 
died  from  unrecognized  acute  respiratory  acid- 
osis. Diagnosis  has  to  be  made  during  life,  and 
an  arterial  blood  pH  determination  is  the  eas- 
iest and  simplest  procedure  for  an  accurate 
appraisal.  The  pathologist  cannot  make  a diag- 
nosis of  acidosis  at  the  postmortem  examina- 
tion, as  there  are  no  characteristic  findings. 

The  emphysema  patient  with  a pneumonia  or 
pneumonitis  is  a good  candidate  to  develop 
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acidosis  especially  on  oxygen  breathing.  The 
condition  is  aggravated  or  even  may  be  pre- 
cipitated by  the  use  of  barbiturates  or  the 
opiate  group  of  drugs  which  depress  the  respir- 
atory center  still  more.  Inadequate  alveolar 
ventilation  permits  respiratory  acidosis  as  a 
result  of  retained  carbon  dioxide.  It  has  been 
observed  that  some  severe  emphysema  patients 
on  oxygen  breathing,  even  for  as  short  a period 
of  time  as  six  to  ten  minutes,  may  have  a pH 
decrease  of  7.42  to  7.35  (early  acidosis) 
Such  a patient  may  become  sleepy.  Some 
patients  may  take  several  hours  or  even  a 
day  or  more  for  the  pH  to  drop  to  a signifi- 
cant level  with  the  development  of  mental 
symptoms  (irritation,  nervousness,  restless- 
ness, drowsiness,  stupor  or  coma).  It  should 
also  be  noted  that  many  cases  will  never  de- 
velop acidosis  even  on  prolonged  oxygen 
breathing  by  nasal  cannula  or  mask  at  am- 
bient pressures.  Oxygen  is  often  necessary  and 
should  not  be  withheld  from  the  cyanotic 
patient  who  is  seriously  ill,  as  oxygen  can  be 
given  safely  when  combined  with  some  res- 
piratory assistance  such  as  IPPB.  The  arterial 
blood  pH  should  be  carefully  followed  to 
nized  and  the  possibility  of  respiratory  acido- 
sis kept  in  mind. 

Protection  Against  Atelectasis 

Clinical  observations  were  made  in  1946 
with  IPPB  on  nine  patients  convalescing  from 
thoracoplasties  and  lobectomies^.  No  adverse 
effects  occurred  from  the  use  of  IPPB  from 
15-20  minutes  with  a line  pressure  setting  of 
21  cm.  of  water.  The  purpose  of  the  IPPB 
was  to  expand  more  fully  the  lungs  and  pro- 
tect against  atelectasis.  Fluoroscopic  observa- 
tions made  on  six  cases  with  the  IPPB  dem- 
onstrated an  improvement  in  the  expansion 
of  the  lung  on  the  operated  side. 

Noehren  et  al.^®  reported  IPPB  as  a major 
contribution  in  the  prevention  and  treatment 
of  postoperative  pulmonary  complications. 
Jones  and  Meyers^®  use  IPPB  routinely  pre- 
and  postoperatively  on  all  chest  surgery  cases. 
The  use  of  IPPB  before  surgery  trains  the 
subject  to  be  familiar  with  the  apparatus  as 
well  as  to  improve  the  airways  and  alveolar 
ventilation  in  many  cases.  Jones  and  Meyers^® 
report  a clinical  reduced  incidence  postoper- 
atively of  atelectasis.  Anderson  et  al.^^  re- 
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guard  against  the  presence  of  respiratory 
acidosis,  so  corrective  treatment  can  be  pro- 
vided to  improve  alveolar  aeration.^® 

An  elderly  patient  with  severe  pulmonary 
emphysema  with  a major  fracture  is  a candi- 
date for  acute  respiratory  acidosis  in  the 
presence  of  a respiratory  infection  or  pneu- 
monitis. After  two  or  three  weeks  with  the 
fracture  immobilized  in  a cast,  the  patient  de- 
velops a respiratory  infection,  and  because  of 
the  clinical  presence  of  some  cyanosis,  oxygen 
is  given  by  nasal  cannula  or  mask.  The  oxygen 
administration  results  in  nervous  symptoms 
such  as  restlessness,  and  this  is  followed  by 
a sedative,  such  as  a barbiturate,  and  then  a 
coma  develops.  An  arterial  blood  pH  reveals 
the  difficulty  (respiratory  acidosis).  Intermit- 
tent positive  pressure  breathing  with  60% 
helium  and  40%  oxygen  may  restore  con- 
sciousness in  such  a patient  in  one  to  two 
hours  without  further  difficulty.  The  principle 
of  the  treatment  here  is  to  increase  alveolar 
ventilation,  stop  the  sedation  and  give  the 
oxygen  with  respiratory  assistance.  If  such  a 
patient  died  the  pathologist  would  find  pneu- 
monia as  the  cause  of  death.  The  treatment  is 
easy  if  the  setup  for  the  condition  is  recog- 
ported  significant  postoperative  complications 
in  19.5%  of  their  control  group  as  compared 
to  2.5%  of  the  IPPB  treated  group. 

Contraindications 

In  the  presence  of  massive  hemorrhage, 
IPPB  should  be  withheld.  Hemorrhage  may 
occur  in  some  patients  spontaneously,  but  if 
this  occurs  while  they  are  on  IPPB,  the  pro- 
cedure may  be  blamed  for  the  occurrence. 
In  many  cases,  after  the  hemorrhage  has  sub- 
sided, patients  have  been  returned  to  IPPB 
without  difficulty.  Many  physicians  regard  ac- 
tive pulmonary  tuberculosis  as  a contraindica- 
tion, while  others  feel  IPPB  can  be  used  in 
selected  cases  with  caution--.  Large  bullae  or 
cysts  in  the  lungs  may  increase  in  size  in  a 
rare  case,  but  in  most  cases  IPPB  can  be 
given  without  any  change  in  the  size  of  the 
cyst  or  cysts.  If  venous  return  is  markedly 
impaired,  the  line  pressure  should  be  de- 
creased or  the  IPPB  discontinued.  This  con- 
dition can  usually  be  detected  satisfactorily  by 
palpation  of  the  radial  pulse. 

IPPB  is  contraindicated  in  the  presence  of 
hyperventilation,  or  in  patients  in  whom  the 
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respiratory  assistance  markedly  lowers  the 
pC02  or  elevates  the  pH  in  a marked  degree. 
The  hyperventilation  may  result  in  anginal- 
like  pain  in  some  cases.  The  direct  measure- 
ment of  the  arterial  pH  or  arterial  pC02  will 
prevent  this  error  in  management  of  the  in- 
dividual case.  I am  sure  some  of  the  IPPB 
treatment  failures  reported  have  included  the 
hyperventilation  problem  that  was  not  recog- 
nized clinically.  A moderate  amount  of  hyper- 
ventilation is  tolerated  without  difficulty  in 
emphysema  patients  for  three  or  four  treat- 
ments a day  for  15  to  20  minutes. 

Probably  the  greatest  single  hazard  for 
IPPB  is  inadequate  or  improper  instruction 
and  supervision  by  individuals  giving  the  treat- 
ment to  the  patient.  Certainly  many  treatment 
failures  have  resulted  from  inadequate  admin- 
istration. The  Inhalation  Therapist  should 
make  every  effort  to  give  the  IPPB  treatments 
in  an  effective  manner.  Patients  who  obtain 
an  IPPB  unit  for  use  at  home  should  receive 
adequate  instruction  in  the  use  of  the  appa- 
ratus from  the  Inhalation  Therapist  or  phy- 
sician before  the  unit  is  delivered  to  their 
home.  If  the  physician  doubts  the  value  of 
IPPB,  then  I feel  this  modality  of  treatment 
should  not  be  used  in  the  management  of  his 
patients. 

Equipment 

Most  of  the  present  day  commercial  IPPB 
equipment  can  be  used  satisfactorily  in  treat- 
ing chronic  pulmonary  disease.  It  is  desirable 
for  home  use  to  keep  the  equipment  as  simple 
and  foolproof  as  possible.  Service  should  be 
readily  available  for  the  IPPB  apparatus  in 
the  area  locally.  Inhalation  Therapists  and 
hospital  personnel  should  be  thoroughly  fa- 
milar  with  the  equipment  used  in  the  hospital, 
so  that  satisfactory  performance  at  all  times 
will  be  insured.  Scrupulous  care  in  sterilization 
to  prevent  cross  contamination  in  hospital  and 
clinics  is  required  at  all  times  for  the  manifold, 
tubing,  nebulizers  and  humidifiers.  The  pres- 
sure breathing  equipment  most  commonly  used 
in  the  United  States  at  the  present  time  in- 
clude: Bennett,  Bird,  Emerson,  Dotco,  Mines 
Safety  and  Monaghan. 

Summary 

Something  can  be  done  in  many  cases  of 
severe  pulmonary  emphysema  with  active 
therapy  in  preventing  progression  of  the  con- 


dition which  tends  to  occur  if  nothing  is  done. 
The  emphysema  cannot  be  cured,  but  every 
effort  should  be  made  to  try  to  prevent  pro- 
gression. This  is  particularly  true  for  broncho- 
spasm  and  the  absolute  volume  of  the  residual 
air  which  may  be  over  400%  of  the  pre- 
dicted in  some  cases.  In  the  treatment  of  em- 
physema if  progression  is  to  be  prevented,  the 
patient  must  have  an  IPPB  unit  for  use  at 
home,  where  two,  three  or  four  15-20  minute 
treatments  can  be  taken  every  day.  This  is 
the  only  way  to  obtain  the  maximal  benefits 
possible.  A course  of  treatments  of  10  to  14 
days  in  a hospital  does  no  good  in  preventing 
progression,  except  in  the  presence  of  acute 
infections  with  pneumonitis  or  pneumonia. 
Emphysema  is  a chronic  disease  and  the  treat- 
ment has  to  be  continued  indefinitely.  Ciga- 
rette smoking  is  contraindicated,  and  if  sinok- 
ing  is  continued  this  may  more  than  offset  all 
the  good  accomplished  by  treatment. 

Treatment  of  allergic  bronchitis  is  directed 
against  the  bronchospasm,  infection  and  re- 
tained secretions.  In  resistant  cases  the  bron- 
chitis may  exist  for  several  months  uncon- 
trolled, and  resistant  to  usual  desensitizing 
procedures.  The  intensive  use  of  IPPB  with 
bronchodilators,  suitable  antibiotics,  expecto- 
rants and  aminophylline  may  be  adequate.  In 
some  cases  steroids  are  required  in  addition 
to  control  the  bronchospasm.  Some  patients 
require  continuous  treatment  with  IPPB,  bron- 
chodilators, aminophylline  and  steroids  to 
maintain  asymptomatic  state  without  recur- 
rences. 

Respiratory  acidosis  develops  because  of 
alveolar  hypoventilation,  as  carbon  dioxide  is 
not  blown  off  by  the  lungs  as  rapidly  as  formed 
by  body  metabolism.  The  severe  emphysema 
patient  with  a pneumonits  or  pneumonia  is  a 
good  candidate  to  develop  acute  respiratory 
acidosis  especially  on  oxygen  breathing  or  even 
after  sedation  with  opiates  or  barbiturates. 
The  diagnosis  may  be  mistaken  for  coronary 
occlusion,  cerebrovascular  accident,  or  brain 
tumor.  An  arterial  blood  pH  takes  the  guess- 
work out  of  the  diagnosis.  Respiratory  assist- 
ance with  IPPB  is  often  necessary  to  maintain 
adequate  elimination  of  the  CO2  especially 
with  oxygen  administration.  Oxygen  is  neces- 
sary in  most  cases  and  should  not  be  withheld 
since  safe  administration  is  easy  with  IPPB. 

The  use  of  intermittent  positive  pressure 
breathing  pre-  and  postoperatively  is  helpful 
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in  reducing  the  incidence  of  postoperative  pul- 
monary complications,  particularly  atelectasis. 
It  has  been  recommended  for  all  patients  un- 
dergoing thoracic  or  abdominal  surgery,  since 
the  possible  reduction  in  postoperative  mor- 
bidity and  decreased  hospital  days  adequately 
justifies  such  a routine. 

The  successful  application  of  IPPB  therapy 
depends  on  a planned  coordinated  treatment 
program.  There  is  almost  no  clinical  problem 
in  which  the  use  of  IPPB  therapy  alone  will 
achieve  total  success,  and  to  employ  it  with 
such  expectations  would  lead  to  frustrations 
and  will  also  create  a false  impression  of  inef- 
fectiveness^. 
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A Case  of  the  Trisomy  17-18  Syndrome  With 
Tracheo-Esophageal  Fistulat 

E.  David  Weinstein,  M.D.*  and  G.T.  Mruthyunjaya,  M.B.B.S.** 

Lexington,  Ky. 


A newborn  female  infant  with  a specific 
array  of  congenital  anomalies  was  studied 
for  the  possibility  of  a specific  chromo- 
somal abnormality.  The  patient  also  had 
an  anomaly  rarely  associated  with  the 
chromosomal  trisomy. 

A SYNDROME  of  multiple  congenital 
malformations  associated  with  trisomy 
(triplication)  of  a chromosome  of  the 
17-18  group  (or  group  E)  was  first  described 
by  Edwards  et  ah  in  1960.  Since  that  first  in- 
stance over  50  similar  cases  have  been  reported. 
This  disease  is  now  felt  to  be  a fairly  uniform 
syndrome  associated  with  a specific  chromo- 
somal abnormality.  The  present  case  is  being 
reported  because  of  the  usual  associtaion  with 
a tracheo-esophageal  fistula. 

Case  Report 

D.  S.,  a one-day-old  white  female  infant,  was 
admitted  to  the  University  Medical  Center  be- 
cause of  multiple  congenital  anomalies.  The 
patient  was  born  to  a normal  26  year-old 
gravida  IV,  para.  IV  woman  after  a 40  week 
gestation.  The  pregnancy  was  complicated  by 
bleeding  in  the  first  trimester  and  a sudden  in- 
crease in  weight  in  the  38-to-40th  week.  The 
infant  was  born  with  vertex  presentation  and 
had  an  Apgar  score  of  4 at  1 min.  and  8 at  5 
min.  (The  Apgar  score  is  a system  of  grading 
the  responses  of  the  newborn  infant  in  the  first 
few  minutes  of  life,  including  respiration,  heart- 
beat, oxygenation  as  determined  by  skin  color, 
muscle  tone,  and  response  to  painful  stimuli. 


* Assistant  Professor,  Department  of  Community 
Medicine  and  Pediatrics,  University  of  Kentucky 
School  of  Medicine,  Lexington,  Kentucky 

** Senior  Resident,  Department  of  Pediatrics,  Uni- 
versity of  Kentucky  School  of  Medicine,  Lexington, 
Kentucky 

fThis  work  was  supported  in  part  by  a grant  from  the 
National  Foundation. 


FIGURE  1A;  Facies  of  infanf  D.S.  showing  a small  fish- 
mouth. 


FIGURE  IB:  Profile  showing  small  low-set  ear,  prominent 
occiput,  and  micrognathia. 
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FIGURE  1C:  Hand  showing  characteristic  flexion  of  the 
index  and  fifth  fingers  over  the  third  and  fourth  fingers. 


Each  of  these  five  characters  is  graded  from 
0 to  2 with  a total  score  possible  of  0-10  with 
a normally  active  infant  scoring  between  8 and 
10.)  The  birth  weight  was  1990  gms.  The 
father  (age  28)  and  the  three  older  siblings 
are  normal. 

Physical  Examination 

The  patient  was  a small,  abnormal  appearing 
infant  with  respiratory  distress  and  mild 
cynanosis.  She  had  a small  fish-like  mouth 
(Figure  lA),  an  occipital  protuberance  and 
small  low-set  ears  (Figure  IB).  The  head  cir- 
cumference was  31  cm.  (1214").  Micrognathia 
( Figure  1 B ) and  a high  arched  palate  were  also 
present.  The  neck  was  short  and  the  chest  had 
a shield-like  shape  with  a short  sterum,  widely 
spaced  nipples  and  a prominent  precordium. 
Auscultation  of  the  chest  revealed  bilateral  rales 
and  rhonchi  in  both  basis,  regular  cardiac 
rhythm  and  a short  systolic  murmur  over  the 
pulmonic  area.  The  spleen  was  just  palpable 
and  there  was  just  one  umbilical  artery  in  the 
umbilical  stump.  The  hands  were  in  the  char- 
acteristic position  for  trisomy  17-18,  with  the 
second  and  fifth  fingers  flexed  over  the  third 
and  fourth  (Figure  1C),  and  rocker  bottom  feet 
were  present  (Figure  ID). 

Laboratory  Data 

Laboratory  studies  included:  Hb.  18.5,  Hct 
57,  BUN  18,  Bilirubin  15.  (Conjugated  2.5). 
On  the  third  day  the  bilirubin  rose  to  19.8 
(conjugated  5.).  The  EKG  and  IVP  were  nor- 
mal. A chest  X-ray  showed  tracheo-esophageal 
fistula  (TEF)  type  III  and  possible  enlarged 
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FIGURE  ID:  Foof  showing  plano-convex  sole  and  posterior 
protrusion  of  heel  (rocker-bottom  foot) 

heart  with  increased  pulmonary  vascular  mark- 
ings. 

Chromosomal  Analysis 

Culture  of  peripheral  leucocytes  from  a 
blood  sample  was  attempted  when  the  patient 
was  one  day  old,  but  there  was  no  growth. 
Culture  was  repeated  at  the  age  of  11  days 
and  was  successful.  Thirty  cells  were  counted 
and  29  (97%)  had  47  chromosomes.  The  re- 
maining cell  had  46  chromosomes  and  was  con- 
sidered to  be  a broken  cell.  Karyotypes  of  2 
cells  showed  trisomy  of  a chromosome  of  group 
17-18  (Figure  2).  The  parents  and  siblings 
were  not  available  for  chromosomal  study. 

Hospital  Course 

The  patient  was  in  severe  respiratory  distress 
on  the  first  hospital  day.  After  four  hours,  she 
had  a gastrostomy  under  local  anesthesia  for  re- 
lief of  the  TEF.  During  the  second  hospital 
day,  the  patient  had  ligation  of  the  fistulous 
tract  using  a transthoracic  approach.  She  de- 
veloped jaundice  on  the  second  day,  which 
deepened  on  the  third  day,  and  on  the  fourth 
day  an  exchange  transfusion  was  done  Through- 
out her  course  she  did  poorly.  On  the  fourth  day 
she  required  a mechanical  respirator  which  was 
continued  intermittently  until  her  death.  She 
also  required  gastrostomy  feedings  throughout 
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FIGURE  2:  Karotype  of  one  cell  showing  trisomy  (triplication)  of  a number  17-18  (group  E)  chromosome  (arrow). 
The  dotted  lines  connecting  most  of  the  numbers  indicate  that  these  chromosomes  cannot  be  positively  identified  by 
exact  number  and  are  usually  grouped  by  letter  also.  Many  investigators  place  the  X chromosome  with  group  C. 


life.  On  7/29/65  she  developed  bradycardia 
and  on  8/7/65  (16th  day)  she  died. 

Post  Mortem  Examination 

The  autopsy  revealed  the  following:  normal 
brain,  malformed  ears,  mild  Pierre-Robin  Syn- 
drome, high  arched  palate,  enlarged  heart 
(RVH),  membranous  ventricular  septal  defect, 
patent  ductus  arteriosis,  probe  patent  foramen 
ovale,  high  origin  of  right  coronary  artery,  re- 
dundancy of  the  leaflets  of  the  aortic  valve, 
bicuspid  aortic  valve,  acute  intersitial  pneu- 
monitis, tracheo-esophageal  fistula  type  III, 
thymic  atrophy,  acute  hepatic  and  splenic  con- 
gestion, acute  adrenal  congestion,  Meckel’s 
diverticulum,  horseshoe  kidney,  urachal  cyst, 
and  a single  umbilical  artery. 

' Discussion 

The  clinical,  pathological  and  chromosomal 
abnormalities  associated  with  the  trisomy  17-18 
syndrome  have  been  discussed  in  great  detail 
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by  several  authors.^'®  Prenatally  the  syndrome 
is  characterized  by  an  increased  maternal  age, 
hydramnios  and  decreased  and  feeble  fetal 
movements.  The  natal  period  is  usually  as- 
sociated with  small  placenta  and  low  birth 
weight  (intra  uterine  growth  retardation). 
About  90%  of  the  cases  described  have  been 
Caucasians.  The  frequency  of  trisomy  17-18  is 
roughly  estimated  at  one  case  per  600  to  800 
live  births,  and  it  occurs  three  times  as  fre- 
quently in  females  as  males.®  In  the  neonatal 
period  there  is  failure  to  thrive  and  early  death 
(3-4  months). 

The  infants  are  apparently  severly  mentally 
retarded  with  hypotonicity  at  birth  followed  by 
hypertonicity  and  spasticity.  The  pertinent 
physical  abnormalities  include:  a prominent  oc- 
cuput,  low  set  malformed  ears,  micrognathia, 
small  triangular  mouth,  high  arched  palate, 
short  sternum,  umbilical  and  inguinal  herniae, 
flexed  overlapping  fingers,  and  rocker-bottom 
feet  (convex  soles  and  one  or  more  centimeter 
' posterior  extension  of  the  heel). 
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On  pathologic  examination,  the  following 
are  usually  found;  a small  underdeveloped 
brain,  congenital  heart  disease  (ventricular 
septal  defect,  patent  ductus  arteriosus,  patent 
foramen  ovale,  coarctation  of  the  aorta,  or 
valvular  anomalies),  duplication  of  the  ureter 
or  kidneys,  horseshoe  kidney,  absent  or  small 
muscle  fibers  and  altered  bony  development 
from  decreased  muscular  stress. 

Abnormalities  of  the  gastro-intestinal  tract 
include  most  commonly  Meckel’s  diverticulum 
and  ectopic  pancreatic  tissue.  Other  more  rare 
gastro-intestinal  anomalies  in  the  trisomy  17- 
1 8 syndrome  include  malrotation,  diaphrag- 
matic hernia,  accessory  spleen,  giant  cell 
hepatitis^  and  extrahepatic  biliary  atresia,®  '^'. 
Tracheo-esophageal  fistula  has  been  described 
only  twice  before  in  this  syndrome®  ®.  One  is 
described  as  being  of  the  H-type®  while  the 
type  in  the  other  case  is  not  ascertained.® 


Summary 

A case  of  multiple  congenital  anomalies  in 
a Caucasian  female  is  presented.  The  physical 
examination,  autopsy  and  chromosomal  find- 
ings are  consistent  with  trisomy  17-18 
syndrome.  This  case  is  one  of  three  reported 
cases  of  this  syndrome  with  tracheo-esophageal 
fistula. 
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Epidemiological  Aspects  of  Toxoplasmosis 

Munevver  Bertan,  M.D.,*  and  Shelly  E.  Bennett** 

Lexington,  Ky. 


The  prevalence  of  toxoplasma  infection 
varies  considerably  among  normal  popu- 
lations in  different  parts  of  the  world. 
Some  of  the  epidemiological  aspects  of 
toxoplasmosis,  particularly  as  studied  in 
Kentucky,  are  presented  in  this  paper. 

Toxoplasmosis  is  a highly  prevalent  disease 
the  world  over.  However,  the  frequency 
of  infection  varies  markedly  in  different 
areas  with  warm,  moist  areas  having  higher 
rates  than  cold,  dry  ones.  Several  frequency 
distributions  of  toxoplasma  antibodies  in  vari- 
ous population  groups  have  been  reported: 
4%  in  Guatemalas,  0 in  Eskimos,  4%  in 
Navajo  Indians,  34%  in  Pittsburgh,  Pennsyl- 
vania, 64%  in  Honduras  and  Tahiti^. 

Infection  Rates 

In  a nationwide  serum  survey  of  United 
States  Military  recruits  carried  out  in  1962-, 
14%  of  the  recruits  were  found  to  have  a 
significant  titer  of  toxoplasma  dye-test  anti- 
bodies.* Those  recruits  coming  from  the  west- 
ern part  of  the  United  States  had  a significantly 
lower  infection  rate  than  the  average.  Infec- 
tion rates  were  essentially  similar  in  urban  and 
rural  areas.  Kentucky  recruits  showed  a 20  to 
25%  rate  of  infection  which  was  above  the 
recruit  average  of  14%.  There  is  additional 
evidence  that  the  disease  is  not  uncommon  in 
Kentucky.  Seventy-three  serum  samples  tested 
in  the  State  Health  Department  laboratory 
during  the  last  five  years  (September,  1959- 
January,  1965)  have  had  a titer  greater  than 
1/64  with  the  Sabin-Feldman  dye  test.  Sev- 
eral active  cases  have  also  been  reported  from 
Pikeville,  Kentucky.® 

The  Department  of  Community  Medicine, 


*Department  of  Community  Medicine,  University  of 
Kentucky  College  of  Medicine,  Lexington,  Kentucky. 

**Freshman  medical  student.  University  of  Ken- 
tucky College  of  Medicine,  Lexington,  Kentucky. 


University  of  Kentucky,  School  of  Medicine 
studied  the  prevalence  of  toxoplasmosis  in 
Leslie  County.^  The  total  population  of  Hy- 
den,  in  Leslie  County,  was  skin  tested  and 
serologic  samples  were  taken.  The  skin  test 
results  revealed  38%  of  the  population  to  be 
positive.  There  was  no  significant  difference 
between  male  and  female  rates  although  the 
infection  rate  did  show  an  increment  with  in- 
creasing age. 

Toxoplasmosis  is  known  to  infect  a variety 
of  species  of  mammals,  birds  and  reptiles.® 
Prevalence  data  from  previous  studies  in  the 
U.S.A.  and  overseas  have  reported  infection 
rates  in  dogs  and  cats  to  be  between  5 and 
60%®  ",  in  cattle  50%'^,  and  in  pigs  15  to  40%. ® 
Both  livestock  and  pets  need  to  be  studied  in 
Kentucky  to  uncover  just  how  prevalent  the 
disease  is  among  our  animals. 

The  organism,  toxoplasma  gondi,  is  a pro- 
tozoan. It  is  delicate,  has  an  oval  or  crescent- 
like shape,  measures  2 to  4 x 4 x 7 microns  in 
the  proliferate  form.  Multiplication  has  been 
noted  only  in  the  presence  of  living  cells.  The 
proliferate  form  is  considered  to  be  sensitive 
to  changes  in  osmotic  pressure,  drying  and  ex- 
posure to  artificial  gastric  juices.  This  form 
dies  rapidly  as  soon  as  it  leaves  the  animal 
host.  In  chronic  infections,  toxoplasma  occurs 
in  an  encysted  form.  This  cyst  form  appears 
to  be  more  resistant  to  environmental  in- 
fluences and  possibly  plays  a major  role  in  the 
transmission  of  infection. 

Transmission 

The  mode  of  transmission  of  toxoplasmosis 
is  not  yet  known.  The  fact  that  the  infection 
is  so  widespread  may  indicate  that  it  is  trans- 
mitted in  some  simple  fashion.  Rodents  can 
be  infected  experimentally  by  ingestion  of  the 
toxoplasma  organism.  The  cyst  form  has  been 
found  in  muscle  tissue  of  both  pigs  and  cattle. 
Therefore  the  possibility  arises  of  human  in- 
fection being  caused  by  ingestion,  possibly  raw 
meat.  Evidence  which  supports  this  hypothesis 
is  a high  titer  prevalence  of  toxoplasma  anti- 
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bodies  (over  1:64)  among  patients  with  cases 
of  trichinosis.^®  However,  vegetarians  also 
show  evidence  of  toxoplasma  infection. In 
addition,  although  Tahiti  and  the  Caribbean  re- 
gion populations  have  very  high  rates  of  in- 
fection, meat  is  rarely  eaten  in  Tahiti  and 
when  eaten  in  the  Caribbean  it  is  very  well 
cooked. 

The  only  documented  form  of  man-to-man 
transmission  has  been  in  utero  from  mother  to 
unborn  fetus.  Gibson,  et  al.,®  using  one  infant 
born  with  congenital  toxoplasmosis  as  an  index 
case,  studied  the  prevalence  of  animal  infec- 
tions in  the  surrounding  area.  Cats,  pigeons, 
mice  and  ducks  were  all  found  to  have  a posi- 
tive serology. 

Epidemiologic  study  is  needed  to  test  the 
usual  modes  of  transmission,  such  as  ingestion, 
inhalation,  trans-placental,  and  transmission  by 
vectors. 

Despite  the  vast  amount  of  infection  as 
indicated  by  serologic  evidence  the  clinical 
syndrome  is  quite  rare.  Congential  toxo- 
plasmosis has  a reasonably  well  documented 
group  of  clinical  manifestations  such  as  micro- 
cephaly, jaundice,  hepato-splenomegaly,  skin 
rashes,  chorioretinitis,  convulsions  and  cere- 
bral calcifications.  Usually  infection  after  the 
first  year  of  life  passes  unrecognized.  Some- 
times, toxoplasmosis  may  be  clinically  mani- 
fested as  lymphadenopathy  and  cases  diagnosed 
as  “glandular  fever”  may  actually  be  due  to 
toxoplasmosis.^”  Acquired  toxoplasma  infec- 
tions may  also  affect  other  organ  systems,  sim- 
ulating myocarditis,  pneumonitis,  or  encepha- 
lomyelitis.^’^^ 

Laboratory  Detection 

The  best  laboratory  method  for  confirming 
a clinical  impression  or  the  presence  of  an 
asymptomatic  infection  of  toxoplasmosis  is 
serology.  Techniques  available  are  the  Sabin- 
Feldman  dye  test,  complement  fixation,  and 
hemagglutination  tests.  Fluorescent  antibody 
methods  have  also  been  used.  At  the  present 
time  the  State  Health  Department  laboratory 
will  process  serologic  specimens.  Thus  far  the 
Sabin-Feldman  dye  test  is  the  most  reliable 
method;  however,  some  cross  reactions  in  very 
low  titer  (1:4)  are  known  to  occur  with  sarco- 
cysts  and  trichomonas  vaginalis  infections.^® 

A toxoplasmin  skin  test  is  available  for  sur- 
veys. In  one  study  a positive  correlation  was 
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found  between  the  skin  test  and  the  dye  test 
which  was  as  high  as  82%.^®  Yet  definitive 
diagnosis  depends  on  isolation  of  the  causative 
organism.  To  date  this  has  been  accomplished 
only  by  intraperitoneal  inoculation  of  biopsy 
materials  (brain  or  muscle  tissue)  in  mice  free 
of  toxoplasma  infection. 

An  infection  as  ubiquitous  as  toxoplasmosis 
obviously  needs  further  epidemiologic  study 
which  will  help  to  show  the  interrelationship 
of  animal  and  human  infection.  This  approach 
is  of  prime  importance  since  such  heavy  prev- 
alence of  infection  concurrently  in  both  man 
and  animals  may  point  to  the  possibility  of  a 
zoonotic  disease.  The  hypothesis  suggesting  the 
transmission  of  the  disease  via  the  ingestion  of 
meat  or  other  food  merits  further  investiga- 
tion. 

Several  studies  have  demonstrated  that  a 
higher  percentage  of  persons  are  serologically 
positive  in  older  age  groups  than  in  younger 
areas. “ Prospective  studies  will  be  very  help- 
ful to  elucidate  the  reasons  for  such  serologic 
conversion  in  older  ages. 

Physicians  in  an  endemic  area  like  Ken- 
tucky should  have  a high  index  of  suspicion 
for  this  disease  since  the  clinical  manifesta- 
tions are  so  varied.  Blood  samples  may  be  sent 
to  the  State  Health  Department  laboratory  for 
confirmation  of  any  suspected  cases. 
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Action  and  Reaction* *f 

Irving  F.  Kanner,  M.D.* 


I AM  grateful  for  the  privilege  of  serving 
as  your  president  this  particular  year.  This 
July,  we  enter  a new  era  in  American 
Medicine.  Organized  medicine  has  just  finished 
the  last  of  a long  series  of  hard-fought  battles, 
the  first  of  which  took  place  almost  a half- 
century  ago.  Our  casualties  have  been  many. 
We  have  alienated  many  of  our  friends,  aye, 
even  many  of  our  members.  We  have  spent  no 
small  amount  of  our  funds  to  support  this  war. 
It  is  time  we  took  stock  of  organized  medicine, 
its  purpose,  its  members,  its  future. 

Organized  medicine  has  not  always  been 
ultra-conservative.  We  have  been  quick  to 
adopt  new  techniques  and  medicines,  yet 
extremely  wary  of  threats  to  our  traditional 
ways  of  practice.  Our  economics  are  still  those 
of  laissezfaire.  We  have  so  long  argued  against 
socialized  medicine  that  we  may  have  lost 
sight  of  the  social  revolution  that  has  taken 
place  around  us. 

We  have  affirmed  and  reaffirmed  that  no 
one  is  denied  medical  attention  because  of 
poverty,  that  we  serve  the  poor  equally  with 
the  rich.  Does  any  physician  really  believe 
this  to  be  true?  Have  enough  doctors  volun- 
teered to  serve  our  free  clinics,  to  take  their 
turn  on  our  hospital  wards?  Do  we  all  give 
generously  enough  to  our  local  charities?  How 
many  would  volunteer  to  give  one  day  a month 
to  man  our  emergency  rooms  to  care  for  the 
indigent?  The  truth  is  we  are  nostalgic.  We 
ignore  the  fact  that  medicine  has  become  so- 
phisticated and  its  costs  no  longer  minimal. 
Today,  our  services,  even  if  given  free,  will 


f Summary  of  Presidential  address,  Fayette  County 
Medical  Society,  March  9,  1966. 

*1966  President,  Fayette  County^ Medical  Society. 


not  provide  cures  without  the  help  of  expensive 
drugs  and  hospital  therapy.  True,  we  have  en- 
couraged our  patients  to  have  insurance  cover- 
age. How  often  have  these  proved  completely 
inadequate?  And  what  have  we  proposed  to 
do  about  it? 

Now  is  the  time  for  the  voice  of  American 
medicine  to  be  once  again  a voice  of  action; 
time  for  an  end  to  reaction;  time  for  town 
and  gown,  civilian  and  government  physician 
to  join  together  to  try  to  fulfill  the  dream  of 
decent  medical  care  available  to  all.  Such  a 
thought  is  idealistic,  but  if  we  fail  to  take  a 
fix  on  Arcturus,  we  may  never  get  off  the 
ground. 

As  we  face  the  population  explosion,  man 
is  no  longer  self-sufficient.  Urbanization  leaves 
us  no  longer  isolated  communities.  Our  num- 
bers are  already  so  great  that  our  wastes  are 
choking  us,  polluting  our  waters,  the  very 
air  we  breathe.  Local  control  of  environmental 
health  is  no  longer  possible.  Our  vehicles  kill 
more  of  us  than  the  bullets  of  our  enemies. 
Not  all  our  poor  are  unwilling  to  work.  Some 
have  been  displaced  by  automation.  Many  lack 
education,  or  earn  less  than  enough  to  afford 
good  medical  care,  adequate  housing,  educa- 
tion for  their  children,  provision  for  retirement. 

Why,  then,  do  we  fight  social  progress?  Else- 
where, physicians  lead  in  social  progress.  This 
was  once  true  in  these  United  States.  It  is 
time  to  resume  the  leadership  we  abdicated. 

Obviously,  we  cannot  agree  with  all  the 
government  give-aways  pushed  as  social  prog- 
ress. Many  of  these  are  dangerously  socialistic, 
but  not  all  social  reform  is  socialistic  or  com- 
munistic. If  capitalism  is  to  be  saved,  it  must 
meet  the  needs  of  the  time,  not  ignore  them. 
We  must  take  our  heads  out  of  the  sand. 
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American  medicine  has  reached  a high  state 
of  advancement.  Can  private  practitioners  take 
all  of  the  credit? 

Our  present  untenable  political  position  dis- 
courages membership  in  our  Society  of  the 
young  men  of  medicine,  those  still  in  training, 
and  of  physicians  in  government  and  academic 
medicine.  We  have  not  always  held  this  posi- 
tion. Our  AM  A committees  from  1915  to  1920 
recommended  a system  of  compulsory  federal 
sickness  insurance  as  the  best  solution  to  the 
problem  of  adequate  distribution  of  medical 
care.  Many  of  the  features  of  PL  89-97  re- 
semble these  old  recommendations. 

From  1931  until  1937,  we  repeatedly  reject- 
ed Blue  Cross.  We  grudgingly  accepted  Blue 
Shield,  and  later  Kerr-Mills  to  fight  less  palat- 
able bills.  In  the  struggle  against  Public  Law 
89-97,  we  proposed  that  sorry  thing  called 
Eldercare.  These  were  all  defensive  battles.  Not 
once  in  all  those  years  did  organized  medicine 
produce  anything  constructive.  We  allowed 
labor  and  politicians  all  the  initiative. 

PL  89-97  provides  too  much  control  by  the 
Secretary  of  HEW.  The  AMA  did  not  fight  to 
improve  this  law  but  insisted  it  was  unneces- 
sary. Our  arguments  were  unconvincing. 

Now  we  have  PL  89-97.  What  are  we 
going  to  do  about  it?  We  heard  many  cries  of 
non-participation.  These  were  sincere  cries  of 
anguish,  such  as  a woman  in  labor  might  make 
with  her  pains,  but  as  surely  as  her  babe  will  be 
born,  so  surely  will  physicians  participate. 
What  hospital  will  keep  on  its  staff  physicians 
who  fail  to  certify  and  recertify  patients’  need 
for  hospitalization?  The  required  utilization 
committees  are  being  established.  Is  this  not 
participation?  Who  will  refuse  to  bill  a patient 
on  the  required  form  so  that  patient  will  be 
reimbursed?  How  many  physicians  are  pleased 
to  be  relieved  of  medical  expenses  of  their 
elderly  parents?  How  many,  though  vocally 
opposing  third-party  medicine,  will  capitulate, 
and  have  patients  assign  their  benefits  directly 
to  the  doctor?  Now  is  the  time  to  put  one’s 
money  where  one’s  mouth  has  been.  We  can 
be  free  or  we  can  be  bought. 

As  a matter  of  fact,  one  could  argue  that 
PL  89-97  is  not  socialized  medicine,  but  only 
socialized  insurance.  Further,  the  insurance 
companies  are  encouraging  their  eligible  cus- 
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tomers  to  take  the  voluntary  physicians’  serv- 
ice coverage. 

The  regional  centers  for  stroke,  cancer,  and 
other  diseases  are  another  story.  Let  us  analyze 
this  plan  carefully,  working  to  keep  the  good 
and  to  change  the  dangerous  portions. 

The  image  of  medicine  has  been  tarnished. 
Although  labor  and  politicians  have  dimmed 
our  brightness,  we  are  not  entirely  blameless. 
If  we  are  to  regain  the  respect  of  our  fellow 
citizens,  let  us  show  by  our  character,  our  way 
of  life,  our  desire  to  render  service  that  we  are 
worthy  of  such  respect.  Let  us  divest  ourselves 
of  opportunistic  allies,  both  the  extremists  on 
the  right  and  on  the  left.  We  are  not  the  as- 
sociates of  Big  Business.  Indeed,  they  aban- 
doned us  a long  time  ago.  We  are  intellectuals 
with  our  feet  on  the  ground,  not  with  feet  of 
clay. 

Where  do  we  go  from  here?  Our  job  as 
organized  medicine  is  to  provide  the  best 
possible  medical  care,  including  preventive 
care  for  all,  while  safeguarding  the  freedom 
of  our  profession,  and  maintaining  its  dignity. 
We  must  consider  whether  our  mission  can  be 
accomplished  by  our  present  methods  of  edu- 
cation, practice,  and  research.  If  not,  we  must 
seek  new  ways.  We  cannot  reach  Utopia,  but 
we  can  improve. 

We  must  see  that  the  present  emphasis  on 
research  in  our  medical  schools  is  kept  vital, 
without  losing  sight  of  the  primary  purposes 
of  training  students  and  treating  patients. 

Let  us  join  together  in  a revitalization  of 
American  medicine.  Individually,  let  us  be- 
come better  physicians,  setting  an  example  to 
others  in  our  personal  and  community  lives, 
placing  service  ahead  of  material  rewards.  As 
organized  medicine,  let  us  strive  to  make  the 
AMA  represent  all  physicians.  It  is  the  duty  of 
able  physicians  to  assume  leadership  in  organ- 
ized medicine  at  all  levels.  Physicians  in  medi- 
cal schools,  in  research  institutions,  and  in 
government  must  return  to  join  the  private 
practictioners  in  leadership  of  the  AMA. 

We  in  organized  medicine  must  become  a 
symbol  of  forward  thinking,  planning  action. 
Let  us  abandon  our  policy  of  reaction.  Only 
then  can  the  goal  of  the  best  possible  medical 
care  for  all  be  achieved. 
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a new  formulation 
that  relieves  pain 
in  tension  headache 
and  neuralgia 


Dialog  is  a combination  of  15  mg  allobarbital  and 
300  mg  acetaminophen.  Allobarbital.  a proven  bar- 
biturate, provides  desirable  sedation  in  patients 
experiencing  pain  and  discomfort.  Acetaminophen 
is  a nonsalicylate  analgesic-antipyretic,  well  tolerated 
and  useful  in  a wide  range  of  mildly  painful  and 
febrile  conditions. 

Dialog  is  well  tolerated,  even  by  those  sensitive  to 
aspirin.  It  is  nonirritating  to  the  gastrointestinal  tract 
and  has  no  adverse  effects  on  the  kidneys. 
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• Raises  the  pain  threshold 

• Suppresses  the  pain-prodlicing  mechanism 

• Reduces  emotional  tension 


Dialog 

(allobarbital  and  acetaminophen  CIBA) 

Indications:  For  relief  of  pain  and  discomfort  of 
simple  headache;  neuralgia,  myalgia,  and  musculo- 
skeletal pain;  dysmenorrhea;  bursitis;  sinusitis; 
fibrositis.  Also  indicated  to  reduce  fever  and  to 
relieve  discomfort  due  to  respiratory  infections,  influ- 
enza, and  other  febrile  conditions. 

Contraindication:  Not  recommended  during  pregnancy. 

Caution:  May  be  habit-forming.  Do  not  use  in  patients 
sensitive  to  barbiturates  or  in  those  with  moderate 
to  severe  hepatic  disease. 


Side  Effects:  Nausea,  transitory  dizziness,  rash.  Over- 
dosage of  allobarbital  produces  symptoms  typical 
of  acute  barbiturate  excess. 

Dosage:  Adults:  1 or  2 tablets  every  4 hours.  Not  to  exceed 
8 tablets  in  24  hours.  Children  6 to  12:  V2  to  1 tablet  every 
4 hours.  Not  to  exceed  4 tablets  in  24  hours. 

Supplied:  Tablets  (white,  scored),  each  containing 
15  mg  allobarbital  and  300  mg  acetaminophen;  units  of 
3 bottles  of  30. 

For  your  convenience  — prescription-size  bottle  of  30. 

CIBA  Pharmaceutical  Company,  Summit,  N.J. 

CIBA 


LOMOTIL 


Each  tablet  and  each  5 cc.  of  liquid  contains: 

diphenoxylate  hydrochloride  2.5  mg. 

(Warning;  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


arrest  diarrhea 


Effectiveness:  Lomotil  possesses  a unique  degree  of 
effectiveness  in  both  acute  and  chronic  diarrhea. 


Convenience:  Lomotil  is  supplied  as  small,  easily  car- 
ried, easily  swallowed  tablets  and  as  a pleasant,  fruit- 
flavored  liquid. 

Versatility:  The  therapeutic  efficiency,  safety  and  con- 
venience of  Lomotil  may  be  used  to  advantage  alone 
or  as  adjunctive  therapy  in  diarrhea  associated  with; 


• Ulcerative  colitis 

• Acute  infections 

• Irritable  bowel 

• Regional  enteritis 

• Drug  therapy 


• Food  Poisoning 

• Functional  hypermotility 

• Malabsorption  syndrome 

• Ileostomy 

• Gastroenteritis  and  colitis 


Dosage:  For  correct  therapeutic  effect— Rx  correct  therapeutic  dos- 
age. The  recommended  initial  daily  dosages,  given  in  divided  doses, 
until  diarrhea  is  controlled,  are: 


Children: 

Age 

Total  Daily  Lomotil  Liquid  Dosage 

Lomotil  (Each  teaspoonful  [4  cc.]  contains 

Dosage  2 mg.  of  diphenoxylate  HCI) 

3-6  months 

. 3 rr\%. 

V2  tsp.  3 times  daily 

6-12  months 

¥2  tsp.  4 times  daily 

1-2  years . . 

. 5 xr\g. tsp.  5 times  daily 

2-5  years . . 

. 6 

1 tsp.  3 times  daily 

5-8  years . . 

1 tsp.  4 times  daily 

8-12  years  . 

10  tsp.  5 times  daily 

Adults:  20  mg.  (2  tsp.  5 times  daily  or  2 tablets  4 times  daily)  Based 
on  4 cc.  per  teaspoonful.  Maintenance  dosage  may  be  as  low  as 
one-fourth  the  initial  daily  dose. 

Precautions:  Lomotil,  brand  of  diphenoxylate  hydrochloride  with 
atropine  sulfate,  is  a Federally  exempt  narcotic  preparation  of  very 
low  addictive  potential.  Recommended  dosages  should  not  be 
exceeded.  Lomotil  should  be  kept  out  of  reach  of  children  since 
accidental  overdosage  may  cause  severe  respiratory  depression. 
Lomotil  should  be  used  with  caution  in  patients  with  impaired  liver 
function  and  in  patients  taking  addicting  drugs  or  barbiturates.  The 
subtherapeutic  amount  of  atropine  is  added  to  discourage  deliber- 
ate overdosage. 

Side  Effects:  Side  effects  are  relatively  uncommon  but  among  those 
reported  are  gastrointestinal  irritation,  sedation,  dizziness,  cutane- 
ous manifestations,  restlessness,  insomnia,  numbness  of  extremities, 
headache,  blurring  of  vision,  swelling  of  the  gums,  euphoria,  depres- 
sion and  general  malaise. 
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Research  in  the  Service  of  Medicine 


Everyone  says  she’s  a barrel  of  fun 


Many  overweight  patients 
can  benefit  from  the  appetite 
control  provided  by  the  sustained 
anorexigenic-tranquilizing 
action  of  BAMADEX  SEQUELS; 
anorexigenic  action  of 
amphetamine;  tranquilizing 
action  of  meprobamate; 
prolonged  action  through 
sustained  release  of 
active  ingredients. 

Bamadex®  Sequels® 

DEXTRO-AMPHETAMINE  sulfate  (15  mg.)  SUSTAINED  RELEASE  CAPSULES 
WITH  MEPROBAMATE  (300  mg.) 

to  help  establish 
a new  dietary  pattern 


Contraindications:  Dexfro-amphetamlne  sulfate:  In 
hyperexcifability  and  in  agitated  prepsychotic 
states.  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate. 

Precautions:  Use  with  caution  in  patients  hypersensi- 
tive to  sympathomimetic  compounds,  who  have 
coronary  or  cardiovasculor  disease,  or  are  severely 
hypertensive. 

Dextro-amphetamine  sulfate;  Excessive  use  by  un- 
stable individuals  may  result  in  psychological 
dependence. 

Meprobamate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised,  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use  in 
susceptible  persons,  e.g.  alcoholics,  former  addicts, 
ond  other  severe  psychoneurotics,  has  been  re- 
ported to  result  in  dependence  on  the  drug.  Where 
excessive  dosage  has  continued  for  weeks  or  months, 
reduce  dosage  grodually.  Sudden  withdrawal  may 
precipitate  recurrence  of  preexisting  symptoms  such 
os  anxiety,  anorexia,  or  insomnia;  or  withdrawal  re- 
actions such  as  vomiting,  ataxia,  tremors,  muscle 
twitching  and,  rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  distur- 
bances, reduce  dosage  and  avoid  operation  of 
motor  vehicles,  machinery  or  other  activity  requir- 
ing alertness.  Effects  of  excessive  alcohol  consump- 
tion may  be  increased  by  meprobamate.  Appropri- 
ate caution  is  recommended  with  patients  prone  to 
excessive  drinking.  In  patients  prone  to  both  petit 
and  grand  mal  epilepsy  meprobamate  may  precipi- 
tate grand  mal  attacks.  Prescribe  cautiously  and  in 
small  quantities  to  patients  with  suicidal  tendencies. 
Side  Effects:  Overstimulation  of  the  central  nervous 
system,  jitteriness  and  insomnia  or  drowsiness. 
Dextro-amphetamine  sulfate:  Insomnia,  excitability, 
and  increased  motor  activity  are  common  and  ordi- 
narily mild  side  effects.  Confusion,  anxiety,  aggres- 
siveness, increased  libido,  and  hallucinations  have 
also  been  observed,  especially  in  mentally  ill  pa- 
tients. Rebound  fatigue  and  depression  may  follow 
central  stimulation.  Other  effects  may  include  dry 
mouth,  anorexia,  nausea,  vomiting,  diarrhea,  and 
increased  cardiovascular  reactivity. 

Meprobamate;  Drowsiness  may  occur  and  can  be 
ossociated  with  ataxia;  the  symptom  can  usually  be 
controlled  by  decreasing  the  dose,  or  by  concomi- 
tont  administration  of  central  stimulants.  Allergic  or 
idiosyncratic  reactions:  maculopapular  rosh,  acute 
nonthrombocytopenic  purpura  with  petechiae,  ecchy- 
itioses,  peripheral  edema  and  fever,  transient  leu- 
kopenia. A case  of  fatal  bullous  dermatitis,  following 
odminisfration  of  meprobamate  and  prednisolone, 
hos  been  reported.  Hypersensitivity  has  produced 
fever,  fainting  spells,  angioneurotic  edema,  bron- 
chiol  spasms,  hypotensive  crises  (1  fatal  case), 
anuria,  stomatitis,  proctitis  (1  case),  anaphylaxis, 
agranulocytosis  ond  thrombocytopenic  purpura,  and 
q fatal  instance  of  aplastic  anemia,  but  only  when 
Other  drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity,  usually  after 
excessive  dosage.  Impairment  of  visual  accommo- 
dation. Massive  overdosage  may  produce  drowsi- 
ness lethargy,  stupor,  ataxia,  coma,  shock,  vaso- 
motor ond  respiratory  collapse. 
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Y'all  Come 


WHAT  advantages  to  us  are  there  in 
attending  the  State  Medical  Con- 
vention? A week  of  respite  from  the 
monthly  grind — a relaxing  trip  with  the  wife 
away  from  the  telephone  and  the  kids — a 
game  of  golf — dinner  and  an  evening  among 
classmates  and  friends — a few  days  to  clear 
the  cobwebs  from  the  mind  and  to  gain  new 
inspiration  for  the  months  ahead  between  now 
and  the  next  slowdown — Christmas. 

There  is  a distinct  advantage  in  a small  state 
meeting  such  as  ours  over  the  massive  and 
crowded  national  conventions  that  we  attend 
every  year.  Recognized  authorities  in  their  re- 
spective specialties  will  be  there  to  be  sure. 
You  have  read  of  them  in  this  and  preceding 
journals.  But  they  will  speak  before  small 
audiences;  one  may  even  ask  a question  and 
hear  the  answer.  You  may  buttonhole  the 
speaker  after  the  session  and  ask  him  to  elabo- 
rate. You  may  discuss  the  subject  at  length 
with  your  friends  and  gather  more  information 


perhaps  than  was  garnered  from  the  formal 
presentation.  You  will  at  least  learn  from  your 
colleague  that  his  problems  are  the  same  as 
yours,  or  even  worse,  and  that  neither  has 
he  found  a satisfying  solution.  We  are  bound 
to  return  home  wiser,  more  confident  and  self 
assured. 

Let  us  speak  first  of  pleasure,  next  of  learn- 
ing and  last  of  duty.  There  are  annually  new 
or  old  questions  to  which  an  answer  must  be 
found.  The  K.M.A.  cannot  function  effectively 
without  the  help  of  every  member.  If  you  are 
an  officer  or  trustee  you  bear  a specific  re- 
sponsibility; if  you  are  a delegate  the  house 
cannot  perform  well  in  your  absence;  if  you 
are  neither  you  still  have  a duty  as  a mem- 
ber to  express  your  opinion  before  the  assem- 
bly or  in  reference  committees  and  to  carry 
a well  informed  opinion  home  with  you. 

Will  look  for  you  in  Louisville  September 
20th,  21st  and  22nd.  Good  morning! 

Sam  a.  Overstreet,  M.D. 


We  Can  Help 


OUR  daily  papers  report  that  crime  and 
juvenile  delinquency  are  on  the  increase 
in  Kentucky  as  is  true  throughout  the 
country.  More  than  30,000  serious  crimes  are 
committed  in  the  state  in  any  year,  and  a 
large  percentage  of  these  are  charged  to  per- 
sons 18  years  old  or  younger.  There  were 
more  than  4,500  auto  thefts,  266,000  burgla- 
ries, and  164  murders  last  year.  The  public  is 
blamed  with  apathy  and  indifference  regard- 
ing this  apalling  increase.  Whether  this  charge 
is  justified  or  not  we  need  to  be  aroused  and 
alert  to  apply  individual  effort,  help,  profes- 


sional and  financial  support  to  every  reason- 
able means  of  reducing  crime. 

It  is  difficult  to  understand  the  motivation 
in  most  instances  of  criminal  acts.  A young 
skid  row  habitue  in  Chicago  willfully  murders 
eight  nurses  — a month  later  a student  of 
high  military  and  scholastic  record  premedi- 
tatedly  fires  upon  a great  number  and  kills 
sixteen  on  the  campus  of  a leading  state  uni- 
versity. Juvenile  delinquency  knows  no  social 
nor  economic  limitations.  Neither  criminolo- 
gists, teachers  nor  social  welfare  specialists 
have  approached  an  answer  either  to  the  cause 
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or  remedy.  In  such  a dilemma  it  is  sought 
to  promote  extensive  and  nation-wide  research 
upon  the  problem.  The  Mayor  of  Louisville 
and  many  other  concerned  individuals  propose 
that  police  methods  be  reviewed  and  improved 
because  the  present  crime  deterrents  seem  in- 
effective. 

One  thing  is  certain.  The  proper  training 
and  occupation  of  youth  groups  is  the  first 
and  most  effective  means  toward  the  preven- 
tion of  crime.  In  our  cities  those  neighborhoods 
with  active  settlement  houses,  civic  centers, 
boy’s  clubs  or  church  sponsored  youth  activi- 
ties are  able  to  show  an  appreciable  improve- 
ment in  the  rates  of  delinquency. 

In  Louisville  recently,  Mr.  Wilson  Wyatt 
took  the  initiative  in  calling  together  a group 
of  representative  citizens  to  activate  a local 
committee  to  support  and  extend  the  work 
of  the  National  Council  on  Crime  and  De- 
linquency. This  is  a nonprofit  organization, 
active  since  1907,  seeking  to  help,  control  and 
treat  crime  and  persons  with  criminal  intent. 
It  proposes  to  carry  out  research,  set  standards 
and  encourage  wider  interest  and  help  among 
citizens.  This  council  has  conducted  some  im- 
portant studies  of  Kentucky’s  correctional  sys- 
tems and  been  helpful  in  suggesting  some  much 
needed  reforms.  It  is  a participating  agency 
with  the  Community  Chest  of  Louisville  and 
Jefferson  County.  Dues  and  contributions  are 
tax  deductible.  The  Ford  Foundation  has  giv- 
en $1,250,000  to  make  a start  in  expanding 
its  nation-wide  citizens  action  program  to  com- 
bat crime. 

Physicians  are  never  unresponsive  to  civic 
concerns.  They  are  supposed  to  be  always 
among  the  leaders  in  social,  moral  and  edu- 
cational endeavors.  They  have  a special  and 
dual  responsibility  in  this  crusade  against  crime 
because  they,  perhaps  more  than  any  other 
professional  group,  have  an  opportunity  to  in- 
fluence the  social  and  moral  development  of 
youth. 

A recent  issue  of  the  Medical  Tribune  car- 
ried a page  discussion  by  physicians  on  our 
responsibility  in  the  control  of  juvenile  delin- 
quency. Ben  Sheppard,  M.D.,  a pediatrician  in 
Coral  Gables,  Florida,  serves  also  as  a judge 
of  the  Juvenile  Court  in  Miami.  He  believes 
many  danger  signals  are  purely  physical — 
hearing  difficulties,  poor  reading  ability,  short 
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attention  span,  complaints  from  the  school- 
room, inability  to  concentrate  on  any  one 
thing  very  long.  Such  clues  should  command 
the  physician’s  attention  and  prompt  him  to 
advise  the  parents  of  helpful  guidance  and 
preventive  measures.  He  regrets  that  obvious 
mental  and  emotional  problems  in  children  are 
for  the  most  part  ignored  by  medical  men  un- 
less help  is  specifically  requested  by  the  par- 
ents— and  parents  too  seldom  ask  for  the 
physician’s  advice  when  it  is  obviously  need- 
ed. 

Ruth  E.  Church,  M.D.,  Medical  Director  of 
the  Waukesha  County,  Wisconsin,  Health  De- 
partment, urges  that  the  physician,  if  too  busy 
or  uninformed  himself  for  adequate  counseling 
of  children  and  parents,  take  care  to  refer 
them  to  appropriately  trained  physicians  or 
welfare  agencies  where  proper  guidance  and 
help  can  be  obtained.  We  have  a civic  re- 
sponsibility to  report  to  the  proper  agencies 
acts  of  delinquency,  venereal  disease,  un- 
authorized use  of  drugs  or  behavior  sugges- 
tive of  moral  defectiveness  or  mental  illness. 
The  child  as  well  as  the  parent  should  be 
given  opportunity  to  present  his  problems  and 
should  be  given  every  confidence  that  we  are 
anxious  to  help  him  find  a satisfactory  solu- 
tion. 

W.  Alan  Hume,  M.D.,  has  a helpful  sug- 
gestion— responsibility  begins  at  home.  Let  us 
first  see  that  training  at  home  is  adequate. 
Neither  the  psychiatrist,  the  church,  the  school 
nor  the  court  can  assume  responsibility  that 
properly  rests  with  the  parents. 

Physicians  are  regarded  as  influential  lead- 
ers in  any  community.  We  can  well  exert  a 
stronger  effort  than  we  have  in  the  preven- 
tion of  delinquency  and  crime.  Our  voice 
should  be  heard  more  often  before  high  school 
and  college  groups,  before  church  and  civic 
gatherings,  on  radio  or  television,  whenever 
invited  to  participate.  Consultation  in  our  of- 
fices could  well  be  more  painstaking  and  defin- 
itive; membership  in  and  financial  contribu- 
tions to  organizations  directing  their  attention 
to  the  study  and  prevention  of  crime  are  a 
part  of  every  progressive  citizen’s  responsibili- 
ty. Let  us  be  careful  to  lead  and  to  help  in 
every  community-wide  endeavor  toward  this 
end. 

Sam  a.  Overstreet,  M.D. 
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Dr.  Walter  Judd  Keynote  Speaker 
At  ’66  President’s  Luncheon 

Medicine’s  place  in  the  future  and  the  influence 
it  should  exert  will  be  explored  by  one  of  the 
c o u n t r y’s  outstanding 
speakers  — Walter  H. 
Judd,  M.D.,  Washington, 
D.C. — at  the  1966  KM  A 
President's  Luncheon  in 
the  Flag  Room  of  the 
Kentucky  Hotel,  Wednes- 
day, September  21. 

In  order  to  accommodate 
the  large  crowd  expected 
to  attend  this  year’s 
luncheon  because  of  the 
unusually  high  calibre  of 
the  speaker,  the  lunch- 
eon will  be  held  in  the  Flag  Room  of  the  Kentucky 
Hotel  instead  of  in  the  Terrace  Room  as  originally 
planned. 

Everett  H.  Baker,  M.D.,  KMA  president,  who  an- 
nounced the  change,  said  he  was  particularly  grateful 
to  the  Woman’s  Auxiliary  for  graciously  relinquishing 
the  Flag  Room  for  the  Association’s  use. 

Since  demand  for  the  tickets  to  the  President’s 
Luncheon  is  expected  to  be  great,  you  are  urged  to 
get  your  tickets  early.  They  may  be  purchased  at  the 
same  time  you  register  for  the  Annual  Meeting. 

A noted  spokesman  for  Medicine,  Doctor  Judd’s 
topic  will  be  “Can  the  Best  be  Better?”.  He  has  ap- 
peared on  many  radio  and  tv  programs  and  is  in 
demand  as  a speaker  to  groups  throughout  the  nation. 
Doctor  Judd  served  20  years  in  the  U.S.  Congress, 
lived  in  China  10  years  as  a medical  missionary, 
and  will  be  remembered  by  many  for  his  keynote 
address  at  the  Republican  National  Convention  in 
1960. 

Another  feature  of  the  luncheon  will  be  presen- 
tation of  the  three  top  KMA  awards 

Color  TV  Clinics,  Top  Speakers 
Highlight  Annual  Meeting 

“Color  television  clinics,  nationally  known  guest 
speakers,  high  calibre  specialty  group  sessions,  scien- 
tific and  technical  exhibits,  an  outstanding  President’s 
Luncheon  speaker,  plus  the  fellowship  of  U of  L 
reunions  and  the  annual  golf  tournament  should 
combine  to  make  this  year’s  KMA  Annual  Meeting 
a “must”  for  all  Kentucky  physicians,”  according  to. 


Doctor  Judd 


Everett  H.  Baker,  M.D.,  Louisville,  KMA  president. 

“We  feel  that  this  year’s  program  is  unusually  ex- 
cellent,” Doctor  Baker  said, “and  we  hope  that  mem- 
bers will  avail  themselves  of  this  opportunity  for 
postgraduate  education  and  reunion  with  old  friends.” 

Five  Color  TV  Sessions 

The  general  sessions  of  the  meeting  at  the  Con- 
vention Center  from  September  20-22  will  be  high- 
lighted by  five  closed  circuit  color  tv  clinics  originat- 
ing at  the  U of  L Medical  Center  through  the 
auspices  of  Smith  Kline  & French  Laboratories.  Six- 
teen guest  speakers  will  be  featured  at  the  meeting. 

Seventeen  scientific  and  75  technical  exhibits  are 
planned  to  offer  physicians  a chance  to  keep  abreast 
of  the  latest  developments  in  medicine  and  allied 
fields. 

Special  “hospitality”  tours  of  the  U of  L Medical 
School  will  be  a new  addition  to  the  traditional 
medical  school  alumni  reunions  held  in  conjunction 
with  the  Annual  Meeting. 

The  Annual  KMA  golf  tournament  will  be  held 
at  the  Louisville  Country  Club  on  September  19. 


a 


AMPAC,  KEMPAC  Speakers  Slated 
For  Annual  Seminar  Oct.  19 

George  J.  Lawrence,  Jr.,  M.D.,  Flushing,  N.Y., 
representing  the  American  Medical  Political  Action 

Committee  (AMPAC) 
will  share  the  podium 
with  Kentucky  Educa- 
tional Medical  Political 
Action  Committee 
(KEMPAC)  speakers. 
Senators  Paul  J.  Fannin 
(R.  — Ariz.)  and  Dan- 
iel K.  Inouye  (D. — Ha- 
waii) at  the  fourth  an- 
nual seminar,  Monday 
evening,  September  19, 
at  the  Kentucky  Hotel. 
Doctor  Lawrence,  past 
secretary  - treasurer  of  AMPAC  and  a member  of 
its  Board  of  Directors,  is  president  of  the  Queens 
County  Medical  Society,  chairman  and  counselor  of 
the  First  District  Branch,  New  York  State  Medical 
Society,  and  is  diplomate  of  the  American  Board  of 
Obstetrics  and  Gynecology,  F.A.C.O.G.,  F.A.C.S. 

“Future  Legislative  National  Programs  Relating 
to  Medicine”  is  the  theme  of  this  year’s  seminar.  A 
reception  in  the  Flag  Room  at  6 p.m.  will  precede 
a dinner  at  7 p.m.,  according  to  Richard  F.  Great- 
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house,  M.D.,  Louisville,  secretary  of  the  KEMPAC 
Board  of  Directors,  The  seminar  will  follow  the 
dinner. 

A native  of  Ashland,  Ky„  Senator  Fannin  was 
elected  to  the  U.S.  Senate  in  1964  and  is  a member 
of  the  Senate  Interior  and  Insular  Affairs  Committee 
and  the  Senate  Labor  and  Public  Welfare  Committee. 
A 1930  graduate  of  Stanford  University,  he  is  a 
former  governor  of  Arizona.  Senator  Fannin  was  a 
member  of  the  President’s  Civil  Defense  Advisory 
Council  in  1963-4. 

Senator  Inouye  was  elected  to  the  Senate  in  1962, 
after  serving  two  terms  as  Hawaii’s  first  representa- 
tive. Chairman  of  the  speakers  bureau  of  the  Demo- 
cratic Senatorial  Campaign  Committee,  he  is  on  the 
Armed  Services  and  the  Public  Works  Committees. 
Senator  Inouye  lost  his  right  arm  in  battle  while 
serving  in  Italy  and  France  during  World  War  II. 


State  Board  of  Health  Elects 
Dr.  Baughman,  Dr.  Archer 

At  the  last  meeting  held  by  the  State  Board  of 
Health  in  August,  B.  B.  Baughman,  M.D.,  Frankfort, 
was  elected  chairman  of  the  Board.  George  P. 
Archer,  M.D.,  Prestonsburg,  is  the  new  vice-chairman. 

In  other  business,  the  Board  renewed  the  appoint- 
ment of  Russell  E.  Teague,  M.D.,  Frankfort,  as  Health 
Commissioner  for  the  next  four  years. 

Doctor  Baughman  succeeds  O.  Leon  Higdon,  M.D., 
Paducah,  as  chairman  of  the  Board.  Doctor  Baugh- 
man is  past  chairman  of  the  Kentucky  Medical  As- 
sociation Board  of  Trustees  and  Doctor  Archer  is 
past  president  of  KMA. 

This  was  the  first  meeting  for  Gabe  A.  Payne, 
Jr.,  M.D.,  Hopkinsville,  who  was  appointed  to  take 
Doctor  Higdon’s  place  when  the  former’s  term  ex- 
pired. Doctor  Payne  is  currently  a member  of  the 
KMA  Board  of  Trustees. 


Dial  584-2201,  Message  Center 
For  Emergency  Call  Service 

During  the  KMA  Annual  Meeting,  September  20- 
22,  your  telephone  number  will  be  584-2201  Code 
502,  the  number  of  the  message  center  located  in 
the  entrance  lobby  of  the  Center  and  in  the  Sci- 
entific Assembly  Hall. 

Please  leave  this  number  at  your  home,  office  or 
hospital  if  you  wish  to  be  contacted  while  attending 
the  meeting.  All  messages  will  be  on  file  and  may 
be  picked  up  at  the  message  center.  You  are  asked 
to  check  there  frequently  for  your  calls.  Only  emer- 
gency calls  will  be  posted  on  the  blackboards  in  the 
entrance  lobby  and  the  Scientific  Assembly  Hall. 

For  your  convenience  you  may  leave  a message 
to  be  delivered  to  friends  or  fellow  physicians  who 
are  also  attending  the  meeting.  In  order  to  receive 
calls  and  messages  quickly  you  are  urged  to  make 
full  use  of  the  message  booth. 


If  you  wish  to  be  reached  Monday,  September  19 
(beginning  at  9 a.m.)  while  attending  the  meetings 
of  the  House  of  Delegates,  or  Wednesday  evening, 
September  21  (starting  at  6;  30)  your  calls  should 
be  directed  to  the  Terrace  Room.  The  phone  number 
at  the  Kentucky  Hotel  is  587-1181. 

Board  Elects  Journal  Editors; 
Creates  Position  of  Asst.  Ed. 

Walter  S.  Coe,  M.D.,  Louisville,  was  elected  Editor 
of  the  Journal  of  the  Kentucky  Medical  Association 
by  the  Board  of  Trustees  at  its 
August  3 meeting.  Doctor  Coe 
succeeds  Sam  A.  Overstreet, 
M.D.,  Louisville,  whose  resigna- 
tion was  accepted  by  the  Board 
after  having  completed  four  con- 
secutive terms  as  Editor  of  the 
Journal. 

Recommendations  provided 
that  an  addition  to  the  Journal 
staff  be  made  by  creating  an  office  of  assistant 
editor.  Elected  for  this  position  was  Walter  I. 
Hume,  Jr.,  M.  D.,  Louisville,  a 1949  graduate  of  the 
Harvard  Medical  School.  Doctor  Hume,  is  certified  by 
the  American  Board  of  Surgery,  and  is  a member  of 
the  American  College  of  Surgeons.  He  will  meet  with 
the  regular  editors  at  the  Monday  Editors’  Meetings. 

Further  recommendations  had  been  made  that 
Doctor  Overstreet  continue  to  serve  on  the  Journal 
staff  as  associate  editor,  because  of  his  interest  and 
broad  knowledge  of  the  physicians  over  the  state. 
Doctor  Overstreet  was  medical  editorial  editor  for 
several  years  before  being  elected  as  editor. 

A graduate  of  the  University  of  Louisville  School 
of  Medicine  in  1943,  Doctor  Coe  served  for  several 
years  as  Book  Review  Editor  of  the  Jourtuil,  before 
serving  four  years  as  associate  editor.  Doctor  Coe, 
an  internist,  is  serving  his  second  term  as  Presi- 
dent of  the  Louisville  Heart  Association.  He  is  an 
associate  professor  of  medicine  at  the  University  of 
Louisville  School  of  medicine. 

District  V Ob-Gyn  Conference 
Scheduled  for  October  13-15 

A conference  on  Obstetric,  Gynecologic  and 
Neonatal  Nursing  will  be  held  by  the  District  V 
Fellows  October  13-15  at  the  Stouffer  Inn,  Louis- 
ville. The  District’s  Junior  Fellows  will  hold  a one- 
day  meeting  on  October  12,  during  which  they  will 
spend  the  morning  at  the  Louisville  General  Hospi- 
tal, and  the  afternoon  session  at  Stouffer  Inn. 

According  to  John  D.  Gordinier,  M.D.,  Louisville, 
the  forthcoming  program  will  contain  carefully  se- 
lected subjects,  and  all  Fellows  and  Junior  Fellows 
are  urged  to  attend. 

The  District  V Conference  on  Nursing,  held  at  the 
Brown  Hotel,  will  present  a number  of  scientific 
papers  at  seminars,  divided  according  to  obstetric, 
gynecologic,  and  neonatal  nursing  subjects. 
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Dr.  Scott,  1939  KMA  President 
Passed  Away,  July  22 


He  began  his  practice  of  medicine  in  1896,  and 
it  was  not  until  1960  that  he  retired.  Nevertheless, 
he  maintained  his  association  with  the  staff  at  both 
Good  Samaritan  and  St.  Joseph  Hospitals,  which  he 
served  during  his  practice. 

He  was  a past  president  and  dominant  figure  for 
many  years  in  Fayette  County  Medicine,  held  the 
title  of  Clinical  Professor  of  Medicine  at  the  Uni- 
versity of  Kentucky  College  of  Medicine,  was  a leader 
in  public  health  activity  and  active  in  community 
affairs. 

“Friday  Nighter’s  Cup”  Awarded 
To  Doctor  Pennington 

Robert  E.  Pennington,  M.D.,  London,  was  the 
recipient  of  the  Friday  Nighter's  Cup  presented  at 
the  32nd  Annual  Laurel 
County  Homecoming, 
August  26.  The  award  is 
given  for  outstanding 
service  to  the  community. 

The  Homecoming  is 
held  traditionally  on  the 
weekend  of  the  full  moon 
in  August.  At  each  of 
the  evening  programs, 
the  Homecoming,  oldest  countryside  event  of  its  kind 
in  Kentucky,  honors  a native  of  the  County  who  has 
made  significant  contributions  in  his  chosen  field. 

A graduate  of  the  University  of  Pennsylvania  in 
1936,  Doctor  Pennington  completed  his  training  in 
surgery  in  1941  and  has  practiced  in  London  since. 
He  served  in  the  China  Theatre  during  World  War  II 
and  was  discharged  by  the  U.S.  Army  in  1946  as  a 


lieutenant  colonel,  after  having  won  the  Bronze  Star 
Medal. 

He  is  a member  of  the  Health  Advisory  Council  to 
the  Appalachian  Regional  Commission,  the  Ken- 
tucky Health  Facilities  Advisory  Council,  the  Board 
of  Trustees  of  Sue  Bennett  College  in  London,  the 
Laurel  County  Development  Association,  Kentucky 
Chamber  of  Commerce  and  the  Methodist  Church. 

Dr.  Stovall,  KMA  Past-President 
Dies  Suddenly  at  His  Home 

J.  Watts  Stovall,  M.D.,  84,  former  president  of 
the  Kentucky  Medical  Association,  died  in  July  at  his 
home  in  Grayson.  Doc- 
tor Stovall  was  a former 
member  of  the  Carter 
County  Board  of  Educa- 
tion and  was  a member 
of  the  State  Board  of 
Health  for  36  years. 

Before  he  entered 
Kentucky  University 
Medical  Department, 
Louisville,  at  age  19, 
Doctor  Stovall  had 
served  in  the  Spanish- 
American  War,  and  the 
Philippines  campaign  under  General  Douglas  Mac- 
Arthur.  He  received  his  M.D.  degree  in  1905  and  re- 
turned to  Grayson  to  share  a practice  with  his  father. 

Later  he  took  postgraduate  courses  in  Chicago,  and 
at  Tulane  University,  New  Orleans.  In  1927  Doctor 
Stovall  organized  the  Stovall  Hospital  in  Grayson, 
where  he  was  Chief  Surgeon  and  Superintendent. 

Doctor  Stovall  served  on  the  KMA’s  first  grievance 
committee,  and  he  remained  active  in  the  KMA  for 
many  years.  His  devotion  and  participation  in  the 
medical  profession  and  civic  affairs  will  long  be  re- 
membered. 


Louisvillian  to  Head  AAGP 

Immediate  past  president  of  the  Kentucky  Chap- 
ter of  the  American  Academy  of  General  Practice, 
Carroll  L.  Witten,  M.D.,  Louisville  will  be  in- 
augurated Wednesday  evening.  October  12,  as  AAGP 
president  at  the  Sheraton  Hotel  in  Boston. 

The  October  10-13  AAGP  meeting  marks  the  first 
time  this  meeting  has  been  held  in  New  England  and 
in  the  Fall.  Some  3,000  physicians  are  expected  to 
hear  presentations  by  31  medical  authorities. 


Archer  Park,  a carefully  specialized  playground 
facility,  occupying  22  acres  in  Prestonsburg  was 
recently  dedicated.  The  park  was  named  for  Mayor 
George  P.  Archer,  M.D.,  past  president  of  KMA. 


Doctor  Pennington 


Doctor  Stovall 


John  W.  Scott,  M.D.,  Lexington,  past  president  of 
the  Kentucky  Medical  Association  in  1939,  and  re- 
cipient of  its  Distinguished  Service  Award,  passed 
away  July  22,  1966. 

Shortly  before  his  death, 
he  fractured  a hip  in  a 
fall.  He  remained  active, 
alert  and  in  good  spirits 
to  the  day  of  his  passing. 

Doctor  Scott  is  well 
remembered  by  Ken- 
tucky physicians  for  his 
many  years  of  active  and 
most  effective  service  in 
the  KMA  House  of 
Delegates.  He  was  a man 
of  strong  convictions,  ar- 
ticulate. and  ready  at  all 
times  to  support  any  position  he  had  taken.  Yet,  he 
was  known  and  respected  throughout  the  Association 
for  being  fair-minded  and  always  having  the  best 
interest  of  his  profession  and  the  people  it  served 
at  heart. 
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Kentucky  Supplies  38  Physicians 
For  Duty  in  Armed  Forces 

Thirty-eight  Kentucky  physicians  have  either  been 
inducted  into  the  armed  forces  in  recent  months  or 
have  accepted  commissions  and  are  subject  to  call, 
according  to  best  available  information.  J.  Duffy 
Hancock,  M.D.,  Louisville,  chairman  of  the  Ken- 
tucky Advisory  Committee  to  Selective  Service,  re- 
ported. 

Becouse  of  the  difficulty  in  following  develop- 
ments, despite  the  cooperation  of  the  State  Selective 
Service  system,  it  is  impossible  to  get  absolutely  ac- 
curate information.  Doctor  Hancock  said.  He  urged 
that  the  KMA  Headquarters  Office  b-  advised  im- 
mediately if  there  are  errors  in  the  following  list  of 
names  subject  to  call. 


Physicians  in  Military  Service 

Douglas  R.  Alvey,  M.D..  Franklin 
Gerald  Berman,  M.D.,  Louisville 
James  S.  Brashear,  M.D.,  Central  City 
Irvin  E.  Bronner,  M.D.,  Louisville 
William  K.  Burkhart,  M.D.,  Lexington 
Forrest  Wayne  Calico,  M.D.,  Lexington 
Ray  Cave,  M.D.,  Leitchfield 
Ronald  G.  Chism,  M.D.,  Louisville 
Fulton  Greer,  M.D.,  Mayfield 
Gordon  L.  Gutmann,  M.D.,  Louisville 
Thomas  W.  Hagan,  M.D.,  Louisville 
James  Hamilton,  M.D.,  Eddyville 
Charles  D.  Howard,  M.D.,  Springfield 
Elton  R.  House,  M.D.,  Henderson 
Chris  S.  Jackson,  M.D.,  Danville 
B.  J.  Kidd,  M.D.,  Louisville 
Jerry  W.  Martin,  M.D.,  Bowling  Green 
William  L.  Miller,  M.D.,  Louisville 
Alvin  D.  Poweleit,  M.D.,  Erlanger 
Carl  B.  Rankin,  M.D.,  Louisville 
Samuel  H.  Reid,  M.D.,  Danville 
Bernard  F.  Sams,  M.D.,  Louisville 
Ted  Joe  Sanders,  M.D.,  Flatwoods 
Robert  P.  Schiavone,  M.D.,  Louisville 
Charles  B.  Severs,  M.D.,  Valley  Station 
W.  L.  Thompson,  M.D.,  Louisville 
Lewis  Eugene  Wash,  M.D.,  Lawrenceburg 
Thomas  R.  Watson,  M.D.,  Louisville 
Chalmer  S.  Wheeler,  M.D.,  Louisville 
Ardy  C.  Wright,  M.D.,  Hazard 


Physicians  Who  Have  Accepted  Commissions 

Clegg  Farmer  Austin,  M.D.,  Murray 
Donald  Clyde  Barton,  M.D.,  Corbin 
Wallace  Earl  Combs,  M.D.,  Nicholasville 
Wendell  Elwood  Gordon,  M.D.,  Benton 
Vernon  Franklin  Hart,  M.D.,  Lexington 
Bradford  E.  Mutchler,  M.D , Paducah 
James  Wayne  Roney,  M.D.,  Lebanon  Junction 
Curtis  Lee  Songster,  M.D.,  Vine  Grove 
James  J.  Williamson,  M.D.,  Ashland 


Ky.  Pharmacy  Group  Elects 
Weisert  As  President 

The  89th  Convention  of  the  Kentucky  Pharma- 
ceutical Association  was  held  July  25-27  at  the  Lamp- 
lighter Motel  in  Covington.  Newly  elected  1966- 

67  president  is  Thomas 
L.  Weisert,  R.  Ph., 
Louisville,  who  succeeds 
John  H.  Oehlschlaeger, 
Jr.,  Paducah. 

A graduate  of  the  Uni- 
versity of  Kentucky  Col- 
lege of  Pharmacy  and  a 
member  of  Kappa  Psi 
Pharmaceutical  Fratern- 
ity, Mr.  Weisert  was  reg- 
istered in  1954  and  be- 
gan work  for  his  father 
at  Weisert’s  Pharmacy 
in  Louisville.  He  has  been  employed  by  the  Taylor 
Drug  Stores,  Louisville,  since  1956,  after  two  years 
with  the  Army  Medical  Service  Corps. 

During  the  September  22  meeting  of  the  KPA 
Board  of  Directors,  which  will  be  held  at  Kentucky 
Lake,  plans  will  be  made  for  the  1967  KPA  annual 
convention,  according  to  President  Weisert. 

1966  Diabetes  Detection  Drive 
Set  for  Week  of  Nov.  13-19 

The  week  of  November  13-19  has  been  set  aside 
for  the  Diabetes  Detection  and  Education  Drive  this 
year,  according  to  Irving  F.  Kanner,  M.D.,  Lexing- 
ton. chairman  of  the  Kentucky  Medical  Associ- 
ation’s Diabetes  Committee.  The  goal  of  the  annual 
drive  is  to  find  unknown  diabetics  and  help  them 
to  live  longer  and  more  useful  lives. 

Kentucky  was  the  first  state  to  initiate  an  annual 
Diabetes  Detection  and  Education  Week  and  this 
year  marks  the  16th  annual  drive  in  Kentucky.  In 
the  previous  15  years,  approximately  2,500  cases  of 
diabetes  have  been  found  during  the  week  set  aside  for 
this  public  service  program. 

Doctor  Kanner  urges  all  Kentucky  physicians  to 
take  part  in  this  program,  to  order  their  supply  of 
free  Clinistix  from  their  county  chairman,  and  to 
check  urine  samples  free  during  the  week  of  the 
drive.  Doctor  Kanner  stated  that,  “We  will  have  a 
most  successful  drive  if  each  doctor  of  medicine  gives 
his  full  cooperation”,  and  added  that,  “The  annual 
Diabetes  Detection  and  Education  Drive  can  cer- 
tainly help  simplify  the  problems  of  control  of  the 
disease.” 

ACS  to  Meet  Oct.  10-14 

The  52nd  annual  Clinical  Congress  of  the  Ameri- 
can College  of  Surgeons  will  be  held  in  San  Francisco, 
Oct.  10-14,  marking  the  largest  meeting  of  surgeons 
in  the  world.  More  than  12,000  Fellows  will  have 
an  opportunity  to  attend  the  five-day  program,  fea- 
turing reports,  postgraduate  courses,  panel  discussions, 
films,  and  telecasts,  which  will  cover  every  phase  of 
surgery. 
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D.  Lane  Tynes,  executive  officer  of  Blue  Cross-Blue  Shield  in  Kentucky,  hands  the  keys  to  the  new  Blue  Cross-Blue  Shield 
Mobile  Information  Center  to  Michael  Chandler,  manager  of  the  traveling  office.  The  purpose  of  the  project  is  to  bring 
information  about  health  care  protections  to  smaller  communities  throughout  Kentucky.  The  unit  will  also  be  used  at  fairs 
and  at  other  gatherings. 


Eleven  U of  L Class  Reunions 
Planned  During  Meeting 

Leslie  Shively,  Director  of  Alumni  Relations, 
University  of  Louisville,  has  announced  the  names 
of  the  chairmen  for  class  reunions  for  the  University 
of  Louisville  School  of  Medicine  that  will  be  held 
this  year  in  connection  with  the  KMA  Annual 
Meeting. 

This  year  plans  have  been  made  to  hold  eleven 
class  reunions.  The  oldest  would  be  those  who  were 
graduated  in  1911.  The  1916  group  will  have  their 
50th  anniversary.  The  1921,  their  45th  and  so  on. 

Special  tours  of  the  medical  school  and  medical 
center  area  have  been  arranged  for  the  reunion  classes. 
The  alumni  are  urged  to  meet  at  4:00  p.m.  Tuesday, 
September  20,  in  Rankin  Ampitheatre  from  which 
point  the  tours  will  begin.  Following  the  tours  Ken- 
tucky ham  and  beaten  biscuits  will  be  featured  at  a 
social  hour  according  to  the  alumni  office.  All  classes 
are  planning  reunion  dinners  on  the  20th. 

Classes  and  chairmen  are  as  follows: 

1911  Oscar  O.  Miller,  M.D.,  Louisville 
1916  Handled  by  Alumni  Office 
1921  E.  R.  Gernert,  M.D.,  Louisville 
1926  K.  Armand  Fischer,  M.D.,  Louisville 
1931  William  K.  Keller,  M.D.,  Louisville 
1936  George  F.  McAuliffe,  M.D.,  Louisville 
1941  Frederick  Ehrman,  M.D.,  Louisville 
1946  Alan  Willner,  M.D.,  Clarksville,  Ind. 

1951  Lyle  Havens,  M.D.,  Jeffersonville,  Ind. 

1956  David  C.  Shipp,  M.D.,  Louisville 
1961  Jay  Koby,  M.D.,  Louisville 


Ky.  Pharmacist  New  Pres-Elect 
of  National  Group 

George  W.  Grider,  a Danville  pharmacist  who 
serves  as  curator  of  the  McDowell  House  and 
Apothecary  Shop,  was  recently  chosen  president-elect 
of  the  American  Pharmaceutical  Association.  He  will 
be  installed  as  APhA  president  at  the  National  Con- 
vention in  April,  1967  and  will  serve  for  one  year. 

A 1940  graduate  of  the  Louisville  College  of 
Pharmacy,  Mr.  Grider  was  appointed  to  a five-year 
term  on  the  Kentucky  Board  of  Pharmacy  in  1955 
and  then  reappointed  to  an  unprecedented  additional 
term.  He  was  chairman  of  a special  committee  for 
restoration  of  the  McDowell  Apothecary  Shop.  Under 
his  direction  this  committee  raised  $40,000  and 
completed  the  restoration  in  1959. 

President-elect  Grider  has  served  his  local  state  and 
national  associations  in  various  capacities.  He  was 
elected  president  of  the  American  Institute  of  the 
History  of  Pharmacy  in  1964. 


Dr.  Denham  Attends  SREB  Workshop 

Mitchell  B.  Denham,  M.D.,  Maysville,  was  one  of 
eight  Kentucky  Legislators  chosen  by  Governor  Ed- 
ward T.  Breathitt  to  attend  the  annual  conference 
of  the  Southern  Regional  Education  Board  at  Ashe- 
ville, N.C.,  July  27-30.  Doctor  Denham,  representa- 
tive from  District  70  (Bracken  and  Mason  Counties), 
is  speaker-pro-tem  of  the  House  and  is  serving  in 
various  capacities  on  11  committees  of  the  House. 
In  addition  to  his  legislative  activities,  he  is  a KMA 
trustee  from  the  Ninth  District. 
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For  the  past 
two  years 
there’s  been 
one  new  case 
of  active  tuberculosis 
reported  for  every 
four  thousand 
of  U.S.  population. 


K^time 
to  tine. 


Tuberculin, 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  i 
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Fifty  Groups  Plan  Meetings  In 
Conjunction  with  KMA  Session 

Since  you  may  be  involved  in  one  or  more  of  the 
46  related  and  miscellaneous  meetings  held  in  con- 
junction with  the  1966  KMA  Annual  Meeting 
September  20-22.  you  may  want  to  carefully  check 
the  following  list  which  gives  date,  hour  and  lo- 
cation of  each  session. 

Arrangements  for  these  meetings,  in  the  great 
majority  of  cases,  were  made  by  or  with  assistance 
of  the  KMA  staff.  The  list  includes  all  known  meet- 
ings that  have  been  set  up  by  press  time. 


12:30  p.m. 
5:00  p.m. 
6:30  p.m. 


8:00  a.m. 
8:30  a.m. 
9:00  a.m. 
9:00  a.m. 
10:00  a.m. 

12:30  p.m. 
2:00  p.m. 

6:00  p.m. 


Sunday,  September  1 8 

KMA  Board  of  Trustees  Luncheon 
Meeting,  Parlor  A,  Kentucky  Hotel 
Social  Hour,  U.  of  K.  Medical  School, 
Parlors  B and  C,  Kentucky  Hotel 
Board  of  Directors,  Blue  Shield,  Dinner, 
Ship  Room,  Kentucky  Hotel 

Monday,  September  19 

Awards  Committee  Breakfast,  Room 
201,  Kentucky  Hotel 
Orientation  Program,  New  KMA  Mem- 
bers, Mirror  Room,  Kentucky  Hotel 
KMA  House  of  Delegates  Meeting, 
Terrace  Room,  Kentucky  Hotel 
Kentucky  Diabetes  Association  Meeting, 
Ship  Room,  Kentucky  Hotel 
Tee-Off  Time,  KMGA  Golf  Tourna- 
ment, Louisville  Country  Club,  Tee- 
Off  Deadline  2:00  p.m. 

Reference  Committee  Chairmen,  Lunch- 
eon, Room  317,  Kentucky  Hotel 
Seven  Reference  Committee  Meetings, 
Parlors  A,  B,  C and  D.  Rooms  203,  204 
and  205,  Kentucky  Hotel 
KEMPAC  Reception,  Banquet  and 
Seminar,  Flag  Room,  Kentucky  Hotel 


Tuesday,  September  20 

7:30  a.m.  Panel  on  “Modern  Concepts  in  Patho- 
genesis, Prevention  and  Treatment  of 
Erythroblastosis  Fetalis”,  Breakfast, 
Room  201,  Kentucky  Hotel 
12:00  noon  KMA  Maternal  Mortality  Study  Com- 
mittee, Luncheon  Meeting,  Room  204, 
Kentucky  Hotel 

12:00  noon  Executive  Committee.  Kentucky  Obstet- 
rical and  Gynecological  Association, 
Room  203 

3:00  p.m.  Kentucky  Plastic  Surgeons  Meeting, 
Parlor  C,  Kentucky  Hotel 

5:30  p.m.  Kentucky  Chapter,  American  College 
of  Chest  Physicians,  Social  Hour  and 
Dinner,  Ship  Room,  Kentucky  Hotel 

6:00  p.m.  Kentucky  Flying  Physicians,  Reorgan- 
izational  Meeting,  Room  317,  Kentuck> 
Hotel 

6:30  p.m.  Kentucky  Chapter,  American  Academy 
of  Pediatrics,  Social  Hour  and  Dinner, 
Ballroom  A,  Stouffer’s  Inn 

6:30  p.m.  Kentucky  Orthopaedic  Society,  Social 
Hour  and  Dinner,  Pendennis  Club 

6:30  p.m.  Kentucky  Urological  Association,  Social 
Hour  and  Dinner,  Plantation  Room, 
Sheraton  Hotel 


Wednesday,  September  21 

7:00  a.m.  Committee  on  Medicine  and  Religion, 
Breakfast,  Parlor  A,  Kentucky  Hotel 


7:30  a.m. 
7:30  a.m. 
7:30  a.m. 

9:00  a.m. 
11:50  a.m. 
5:00  p.m. 
6:00  p.m. 
6:00  p.m. 
6:30  p.m. 
7:00  p.m. 


KEMPAC  Board  of  Directors,  Break- 
fast, Parlor  B,  Kentucky  Hotel 
Panel  on  “Management  of  Infections”, 
Breakfast,  Room  201,  Kentucky  Hotel 
Trustees  of  KAGP  Group  Life  In- 
surance Plan,  Breakfast  Meeting,  Room 
205,  Kentucky  Hotel. 

State  Board  of  Health  Meeting,  Room 
317,  Kentucky  Hotel 
President’s  Luncheon,  Flag  Room,  Ken- 
tucky Hotel 

Board  of  Trustees  Meeting,  Parlor  B, 
Kentucky  Hotel 

Board  of  Trustees  Dinner,  Parlor  A, 
Kentucky  Hotel 

House  of  Delegates  Subscription  Din- 
ner, Terrace  Room,  Kentucky  Hotel 
Kentucky  EEN&T  Society,  Dinner,  Holi- 
day Inn,  N.  E. 

House  of  Delegates  Meeting,  Terrace 
Room,  Kentucky  Hotel 


7:00  a.m. 
7:30  a.m. 

7:30  a.m. 

8:15  a.m. 

12:00  noon 
12:00  noon 
12:30  p.m. 
12:30  p.m. 


2:00  p.m. 
5:00  p.m. 
6:00  p.m. 


Thursday,  September  22 

MEA  Liaison  Committee  Breakfast, 
Room  203,  Kentucky  Hotel 
Panel  on  “Drugs,  Their  Actions  and 
Reactions”,  Breakfast,  Room  202,  Ken- 
tucky Hotel 

Kentucky  Society  for  the  Prevention  of 
Blindness,  Breakfast,  Parlor  B,  Ken- 
tucky Hotel 

KMA  Cancer  Coordinating  Committee 
Breakfast  Meeting  with  Cancer  Clinic 
directors.  Parlor  C,  Kentucky  Hotel. 
KMA  Board  of  Trustees  Luncheon, 
Parlor  A,  Kentucky  Hotel 
Kentucky  Dermatological  Society, 
Luncheon,  Parlor  C,  Kentucky  Hotel 
Kentucky  EEN&T  Society,  President’s 
Luncheon,  Ship  Room,  Kentucky  Hotel 
Kentucky  Chapter,  American  College 
of  Surgeons,  Luncheon,  Room  317, 
Kentucky  Hotel 

County  School  Health  Chairmen,  Meet- 
ing, Room  208,  Convention  Center 
Kentucky  Society  of  Anesthesiologists, 
Social  Hour.  Parlor  B,  Kentucky  Hotel 
Kentucky  Chapter,  American  College  of 
Radiology.  Social  Hour  and  Dinner, 
Sheraton  Hotel 


Congress  on  Medical  Quackery 
in  Chicago,  Oct.  7-8 

“Quackery:  1966”  is  the  theme  of  the  Third  Na- 
tional Congress  on  Medical  Quackery  at  the  Pick- 
Congress  Hotel  in  Chicago  on  October  7-8. 

Aimed  at  calling  attention  to  the  perils  of  present- 
day  fads  and  fallacies  in  the  health  field,  the  Con- 
gress is  sponsored  jointly  by  the  AMA  and  the  Na- 
tional Health  Council.  Joint  announcement  of  the 
Congress  was  made  by  F.J.L.  Blasingame,  M.D., 
AMA  executive  vice-president,  and  Peter  G.  Meek, 
executive  director  of  the  National  Health  Council. 

Two  previous  National  Congresses  on  Medical 
Quackery,  in  1961  and  1963,  were  attended  by  more 
than  600  persons  representing  the  fields  of  education 
government,  and  professional  and  voluntary  organi- 
zations. J.  Campbell  Cantrill,  M.D.,  chairman  of  the 
KMA  Council  on  Legislative  Activities,  and  Gilbert 
A.  Armstrong,  of  the  KMA  staff,  will  attend  the 
(Continued  on  Page  794) 
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Most  of  my  patients  with 
high  blood  pressure  are 
as  old  as  I am.  A lot  of  them 
are  living  on  pensions. 
They’re  grateful  when  I can 
keep  prescription  costs 
down. 


Regroton* 

chlorthalidone  50  mg.  reserpine  0.25  mg. 

1 tablet  dally 
brings  pressure  down 

Advantage:  Both  components  of  Regroton 
are  long-acting. 

Average  dosage:  One  tablet  daily  with 
breakfast. 

Contraindications:  History  of  mental 
depression,  hypersensitivity,  and  most 
cases  of  severe  renal  or  hepatic  diseases. 
Warning:  Discontinue  2 weeks  before 
general  anesthesia,  1 week  before  electro- 
shock therapy,  and  if  depression  or 
peptic  ulcer  occurs.  With  administration 
of  enteric-coated  potassium  supplements, 
the  possibility  of  small  bowel  lesions 
should  be  kept  in  mind. 

Precautions;  Reduce  dosage  of  con- 
comitant antihypertensive  agents  by  one- 
half.  Discontinue  if  the  BUN  rises  or 
liver  dysfunction  is  aggravated.  Electro- 
lyte imbalance  and  potassium  depletion 
may  occur;  take  particular  care  in 
cirrhosis  or  .severe  ischemic  heart  disease, 
and  in  patients  receiving  corticosteroids, 
ACTH,  or  digitalis.  Salt  restriction  is  not 
recommended.  Use  with  caution  in 
patients  with  ulcerative  colitis,  gall- 
stones. or  bronchial  asthma. 

Side  effects:  Nausea,  vomiting,  diarrhea, 
muscle  cramps,  headaches  and  dizziness. 
Potential  side  effects  include  angina  pecto- 
ris, anxiety,  depression,  drowsiness, 
hyperglycemia,  hyperuricemia,  lassitude, 
leukopenia,  nasal  stuffiness,  nightmare, 
purpura,  urticaria,  and  weakness. 

For  full  details,  see  the  complete  prescrib- 
ing information. 

Availabitity:  Bottles  of  100  and  1000  tablets. 

Geigy 


(Continued  from  Page  792) 

Congress.  For  additional  information  contact:  John 

G.  Thomsen,  M.D.,  chairman,  AMA  Committee  on 
Quackery,  535  N.  Dearborn,  Chicago,  60610. 

Medical  Progress  Demonstrated 
By  Scientific  Exhibits 

Sixteen  scientific  exhibits,  featuring  the  most  re- 
cent developments  in  medical  research  and  techniques, 
will  be  presented  this  year  at  the  KMA  Annual  Meet- 
ing, according  to  Benjamin  B.  Jackson,  M.D.,  chair- 
man of  the  Committee  on  Scientific  Exhibits. 

Located  in  the  Convention  Center  between  the 
Technical  Exhibit  Hall  and  the  Scientific  Assembly 
Hall,  the  exhibits  are  conveniently  arranged  for  easy 
access. 

The  exhibitor  with  the  outstanding  scientific  exhibit 
at  the  meeting  will  be  presented  with  a plaque  by 
KMA  and  in  addition  will  receive  a check  in  the 
amount  of  $200  and  a certificate  from  Mead 
Johnson  Laboratories  as  winner  of  the  Aesculapius 
Award.  Each  exhibitor  will  also  receive  a certificate 
from  KMA. 

A list  of  exhibitors  follows: 

Pathophysiology  and  Therapy  of  Hemorrhagic  Shock 
Lewis  C.  Mills,  M.D. 

Hahnemann  Medical  College  and  Hospital 

Study  of  a Prison  Population:  Testing  Ground  for 
New  Drugs 
Harry  Brick,  M.D. 

W.  H.  Doub,  Jr. 

W.  C.  Perdue,  M.S. 

Virginia  State  Penitentiary 

Renal  Homotransplantation  in  Man 
D.  M.  Hume,  M.D. 

H.  M.  Kauffman,  M.D. 

R.  J Cleveland,  M.D. 

Medical  College  of  Virginia 

The  Surgical  Treatment  of  Post-Surgical  Dumping  and 
Diarrhea 

George  B.  Sanders,  M.D. 

Surgical  Treatment  of  Baldness 

James  W.  Burks,  M.D. 

John  M.  Yarborough,  Jr.,  M.D. 

Tulane  University 

Thrombectomy  for  Acute  Iliofemoral  Venous  Throm- 
bosis 

Giles  Stephens,  M.D. 

St.  Joseph  Infirmary,  Louisville 

Plannet  Parenthood 

Louisville  Planned  Parent-Hood  Clinic,  Inc. 

Ronald  L.  Levine,  M.D.,  Medical  Director 

Surgical  Treatment  of  Involuntary  Movement  Disor- 
ders 

B.  O.  Rand,  M.D. 

Horace  Norrell,  M.D. 

Le;,mgton  Veterans  Administration  Hospital 


Evaluation  of  Analgesics  and  a New  Episiotomy 
Procedure  in  Relief  of  Post-Partum  Pain  and  Trauma 
J.  Morton  Schneider,  M.D. 

Ralph  C.  Benson,  M.D. 

Raphael  B.  Durfee,  M.D. 

Progress  in  Surgery  for  Cancer  of  the  Head  and  Neck 
Fitzhugh  Mullins,  M.D. 

Condict  Moore,  M.D. 

Cardiac  Arrest  and  Resuscitation 

George  F.  Brockman,  M.D. 

Robert  E.  Robbins,  M.D. 

Depletion  of  Storage  Iron  in  the  Female 
Wilk  O.  West,  M.D. 

Lexington  Clinic 

Possible  Consequences  from  Irresponsible  Use  of 
Ionizing  Radiation 

Kentucky  State  Department  of  Health 
Radiological  Health  Program 

Vascular  Changes  in  Arthritis  of  the  Hand 
T.  R.  Marshall,  M.D. 

Multi-Phasic  Health  Screening 
Malcolm  L.  Barnes,  M.D. 

Early  Therapy  in  the  Treatment  of  Bacterial  Infec- 
tions 

Malcolm  L.  Barnes,  M.D. 

Glaucoma  Screening  Plans  Set 

Tentative  plans  for  glaucoma  screening  during  the 
KMA  Annual  Meeting  have  been  made  as  a co- 
operative effort  of  the  Kentucky  EEN&T  Society  and 
the  Kentucky  Society  for  the  Prevention  of  Blind- 
ness. 

The  glaucoma  screening  project  will  be  set  up  in 
the  Louisville  Convention  Center  and  will  be  avail- 
able to  all  KMA  members  attending  the  Annual  Ses- 
sion if  current  plans  materialize. 

Diabetes  Assn.  Meeting  Sept.  19 

The  Fifth  Annual  Scientific  Meeting  of  the  Ken- 
tucky Diabetes  Association  will  be  held  September 
19  at  the  Kentucky  Hotel,  Louisville,  preceding  the 
KMA  Annual  Meeting.  The  program  will  consist 
of  four  guest  speakers  and  a question  and  answer 
panel  on  Diabetic  Complications,  the  topic  of  the 
meeting,  according  to  President  William  W.  Winter- 
nitz,  M.D.,  Lexington.  All  physicians  are  invited  to 
attend. 

Index  Shows  Drug  Prices  Down 

The  Pharmaceutical  Manufacturers  Association 
disclosed  at  press  time  that  the  government’s  whole- 
sale Price  Index  for  ethical  drug  preparations  dropped 
.3  percent  in  June  to  a new  record  low  of  93.8.  In 
other  words,  prescription  ingredients  sold  by  manu- 
facturers for  $10  in  January,  1961,  when  the  index 
was  begun,  were  available  in  June,  1966,  for  only 
$9.38.  The  data  was  compiled  by  the  Bureau  of 
Labor  Statistics  of  the  U.S.  Labor  Department. 
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low-cost  tetracycline / antifungal  therapy 

for  broad-spectrum  activity 
plus  specific  antifungal  prophylaxis 
at  significant  patient  savings 


Whenever  tetracycline  rs  indicated  in  these  candidates  for  Candida: 


2.  nonpregnant  women  with  a history  of  recent 

diabetic  patients  or  recurrent  monilial  vaginitis  3.  elderly  or  debilitated  patients 


5.  patients  on  long-term  tetracycline  or  cortico- 
patients  with  a past  history  of  moniliasis  steroid  therapy 


BRISTOL  THERAPEUTIC  SUMMARY;  For  complete  in- 
formation  consult  Official  Package  Circular.  Indications: 
Infections  of  respiratory,  gastrointestinal  and  genitourinary 
tracts  and  skin  and  soft  tissues  due  to  tetracycline-sensi- 
tive organisms,  in  patients  with  increased  susceptibility 
to  monilial  infections.  Contraindications : The  drug  is  con- 
traindicated in  patients  hypersensitive  to  its  components. 
framings:  Photodynamic  reactions  have  been  produced  by 
tetracyclines.  Natural  and  artificial  sunlight  should  be 
avoided  during  therapy.  Stop  treatment  if  skin  discomfort 
occurs.  With  renal  impairment,  systemic  accumulation  and 
hepatotoxicity  may  occur.  In  this  situation,  lower  doses 
should  be  used.  Tooth  staining  and  enamel  hypoplasia  may 
be  induced  during  tooth  development  (last  trimester  of 
pregnancy,  neonatal  period  and  childhood).  Precautions: 
Bacterial  superinfection  may  occur.  Infants  may  develop 
increased  intracranial  pressure  with  bulging  fontanels.  In 
gonorrheal  therapy,  serologic  tests  for  syphilis  should  be 
conducted  initially  and  monthly  for  3 months.  Adverse 
Reactions:  Glossitis,  stomatitis,  nausea,  diarrhea,  fiatu* 
lence,  proctitis,  vaginitis,  dermatitis,  and  allergic  reactions 
may  occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Continue 
therapy  for  10  days  in  beta-hemolytic  streptococca)  infec- 
tions. Administer  one  hour  before  or  2 hours  after  meals. 
Supply:  Capsules,  bottles  of  16.  Each  capsule  contains  tet- 
raaycline  phosphate  complex  equivalent  to  250  mg.  tetra- 
cycline HCl  activity  and  230,000  units  of  nystatjn. 


BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York 


Tetrex-F 


ach  capsule  contains  tetracycline  phosphate  complex  equivalent  to  tetracycline  hydrochloride  250  mg.  and  nystatin  250,000  units. 

Tetrex-F  is  priced  lower 
than  most 

tetracycline-antifungal  products. 


Summary  of  KMA  Board  of  Trustees  Meeting  August  3 and  4 


The  fifth  meeting  of  the  Board  was  held  in  four 
sessions  beginning  early  Wednesday  afternoon  and 
ending  late  Thursday. 

The  Legal  Counsel  reported  that  to  date  he  had 
been  unable  to  find  a liability  policy  covering  as- 
sociation officers  in  carrying  out  their  duties. 

The  resignation  of  Sam  A.  Overstreet,  M.D., 
Louisville,  who  had  served  as  editor  of  The  Journal 
for  eight  years  was  accepted  with  deep  appreciation 
and  his  associate,  Walter  S.  Coe,  M.D.,  Louisville, 
was  elected  for  a two-year  term.  At  Doctor  Coe’s 
suggestion,  the  Board  elected  Doctor  Overstreet  as 
associate  editor  for  a two-year  term  and  created  the 
new  post  of  assistant  editor  and  elected  Walter  I. 
Hume,  Jr.,  M.D.,  Louisville,  to  fill  that  post. 

The  Morehead  matter  was  reviewed  and  resolu- 
tions presented  by  the  Fayette  County  Medical  So- 
ciety in  the  area  of  direct  billing  and  third  party 
connections  were  carefully  considered  and  recom- 
mended to  the  House  of  Delegates. 

The  revising  of  the  fee  schedule  for  the  ODMC 
contract,  which  had  not  been  changed  for  six  years, 
was  discussed.  It  was  indicated  that  the  renewal  date 
of  July  1 had  been  changed  to  December  1 and  the 
Executive  Committee  was  authorized  to  give  active 
consideration  to  this  problem. 

The  Board  expressed  its  appreciation  to  the  Ken- 
tucky Surgical  Society  for  a $1,000  contribution  to 
the  McDowell  House  and  picked  Ken-Bar  Inn,  ad- 
jacent to  and  just  west  of  Kentucky  Lake  State  Park 
for  the  site  of  the  1967  Interim  Meeting  and  fixed 
the  date  as  April  19  and  20. 

The  Board  heard  a report  of  a special  joint  meet- 
ing between  the  executive  Committee  and  the  physi- 
cian members  of  the  Board  of  Health,  which  had 
been  held  in  executive  session.  The  Executive  Com- 
mittee, as  a result  of  this  meeting,  had  recom- 
mended that  the  Board  give  consideration  to  carrying 
out  a study  which  would  provide  information  on 
fees  that  would  enable  the  medical  care  division  of 
the  State  Department  of  Health  to  predict  costs  in 
the  implementation  of  Title  XIX.  The  Board  re- 
ferred the  matter  back  to  the  Executive  Committee 


and  asked  it  to  explore  the  possibility  of  such  a sur- 
vey in  depth. 

Approximately  two  of  the  four  sessions  held  dur- 
ing this  two-day  meeting  were  devoted  to  hearing 
reports  of  councils  and  standing  committees  as  pro- 
vided for  in  the  Bylaws.  Since  action  on  each  coun- 
cil and  committee  report  will  be  printed  at  the  con- 
clusion of  all  of  these  reports  which  are  considered 
by  the  House  of  Delegates,  they  will  not  be  re- 
ported here. 

In  considering  separate  recommendations  to  the 
Board  from  committees  and  councils,  the  Board  ap- 
proved the  request  of  the  School  Health  Committee 
for  the  use  of  a room  in  the  Convention  Center 
during  the  Annual  Meeting.  A recommendation  from 
the  Public  Health  Committee  that  KMA  encourage 
county  medical  societies  to  participate  in  the  intro- 
duction of  VD  instructions  in  the  schools  in  the 
counties,  and  the  request  that  information  on  laws 
relating  to  infectious  diseases  be  included  in  KMA 
Orientation  programs  was  approved. 

From  the  KMA  Blood  Banks  Committee  came  a 
recommendation  to  the  Board  asking  for  KMA  sup- 
port of  a bill  in  Congress,  SI 353,  concerning  blood 
banks  and  anti-trust  laws  and  the  approval  of  a 
statement  relating  to  payment  of  money  indemnities 
under  health  insurance  contracts. 

A recommendation  from  the  KMA  Diabetes  Com- 
mittee concerning  the  use  of  blood  sugar  testing 
kits  to  be  prepared  by  the  State  Department  of 
Health  and  used  by  the  county  medical  society  dia- 
betes chairmen  was  disapproved.  Reasons  given  in- 
cluded that  this  would  involve  extra  expense  for  the 
already  tight  budget  of  the  State  Department  of 
Health  and  that  present  procedures  using  Ames 
products  were  satisfactory. 

The  dates  of  September  7 and  8 were  set  for  the 
next  meeting  of  the  Executive  Committee,  which 
would  among  other  things,  make  nominations  for 
personnel  of  committees  and  councils  for  the  com- 
ing year. 

The  Board  then  set  its  own  schedule  for  meetings 
to  be  held  during  the  Annual  Session  on  September 
18,  21,  and  22. 


Las  Vegas  is  Site  of  November 
AMA  Clinical  Convention 

The  20th  Clinical  Convention  of  the  American 
Medical  Association  is  scheduled  for  November  27- 
30  in  Las  Vegas,  Nevada,  according  to  an  announce- 
ment from  Charles  L.  Hudson,  M.D.,  AMA  presi- 
dent. 

Scientific  sessions  on  18  major  topics,  three  post- 
graduate courses,  breakfast  roundtable  conferences, 
closed  circuit  television  and  medical  motion  picture 
programs,  and  a variety  of  scientific  exhibits  will  be 
included  in  the  four-day  program. 

All  scientific  meetings  and  scientific  and  indus- 


trial exhibits  will  be  in  the  newly  expanded  Las 
Vegas  Convention  Center.  The  AMA  House  of 
Delegates  will  meet  in  the  Dunes  Hotel  and  Caesar’s 
Palace. 

AHA  Award  of  Honor  Presented 

The  American  Hospital  Association  has  presented 
its  first  Award  of  Honor  at  the  first  session  of  the 
AHA  House  of  Delegates  during  the  68th.  Annual 
Meeting  of  the  AHA,  held  in  Chicago,  August  29- 
September  1.  Senator  Lister  Hill  (D.  Ala.)  was 
named  recipient  of  the  Award,  in  recognition  of  his 
outstanding  contributions  to  the  hospital  field  and 
health  of  the  nation. 
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MOLECULAR  REMODELING- 

laboratory  exercise  or  clinical  necessity? 


More  than  twenty-five  years  have  passed 
since  the  discovery  of  the  diuretic  activ- 
ity of  sulfanilamide  started  pharmacol- 
ogists on  a succession  of  molecular  re- 
modelings to  find  the  ideal  diuretic. 

Diuresis— a sought-after  clinical 
effect  from  an  unwanted  side  effect 

It  started  in  1937  when  a clinician  re- 
ported that  the  administration  of  a sul- 
fonamide was  sometimes  accompanied 
by  an  unexplainable  side  effect— meta- 
bolic acidosis.^  Three  years  later  the 
side  effect  was  explained.  The  sulfona- 
mide radical  of  sulfanilamide  inhibited 
carbonic  anhydrase,-  the  enzyme  re- 
sponsible for  converting  carbon  diox- 
ide and  water  to  hydrogen  ions  and  bi- 
carbonate ions. 

Later,  other  investigators  showed  by 
dog  experiments  that  metabolic  acidosis 
probably  resulted  when  the  inhibition  of 
carbonic  anhydrase  upset  the  exchange 
of  hydrogen  and  sodium  ions,  causing 
increased  excretion  of  sodium  as  the 
bicarbonate.^ 

It  was  twelve  long  years  after  the 
first  report  of  the  unexplainable  side 
effect  (metabolic  acidosis)  that  it  was 
finally  shown  that  large  doses  of  sulfa- 
nilamide administered  to  edematous 
patients  were  indeed  capable  of  pro- 
moting diuresis.^  However,  the  possibil- 
ity of  toxic  effects  from  its  prolonged 
use  and  its  relatively  weak  diuretic  ac- 
tion made  it  impractical  for  clinical  use 
as  a diuretic.5 

Because  the  inhibition  of  carbonic 
anh\  drase  seemed  to  be  the  key  to  ef- 
fective diuresis,  investigators  began  to 
look  for  more  potent  enzyme  inhibitors 
—in  the  hopes  that  they  would  be  more 
effective  diuretics. 

The  most  important  of  these  early 
compounds,  acetazolamide,  enjoyed  sev- 
eral years  of  fairly  wide  clinical  use. 

Its  carbonic  anhydrase  inhibitory  ac- 
tivity was  several  hundred  times  greater 
than  that  of  sulfanilamide.®  The  in- 
crease in  inhibitory  activity,  however, 
increased  not  only  the  excretion  of  so- 
dium and  bicarbonate  ions,  but  also  the 
excretion  of  potassium.'^  And,  like  its 
predecessor,  acetazolamide  precipitated 
mild  acidosis.  Its  prolonged  use  could 
result  in  hypokalemic  acidosis.^ 

The  ‘thiazides’— an  answ'er  to  the 
metabolic  acidosis  caused  by 
carbonic  anhydrase  inhibition 

Despite  the  fact  that  the  sulfonamide 


group  appeared  to  be  responsible  for 
carbonic  anhydrase  inhibition  which  in 
turn  appeared  to  be  responsible  for  di- 
uresis, investigators  began  to  synthesize 
compounds  with  structural  alterations 
to  the  sulfonamide  group. 

The  first  major  breakthrough  came 
with  the  synthesis  of  chlorothiazide. 
Altering  the  sulfonamide  group  did  in- 
deed alter  the  ability  of  chlorothiazide 
to  inhibit  carbonic  anhydrase— it  was 
only  1/  10th  as  potent  as  acetazolamide 
in  inhibiting  the  enzyme.®  Despite  the 
drop  in  inhibitory  potency,  however, 
chlorothiazide  proved  to  be  an  effective 
diuretic— an  observation  that  led  to  the 
conclusion  that  its  diuretic  action  was 
due  to  some  mechanism  other  than  its 
action  on  carbonic  anhydrase.®- 

For  effective  diuresis,  chlorothiazide 
was  administered  in  daily  dosages  rang- 
ing from  250  to  2000  mg.^^  It  increased 
the  excretion  of  sodium  and  chloride; 
and,  to  a lesser  extent,  potassium  and 
bicarbonate.il  The  excretion  of  potas- 
sium appeared  to  be  maximal  at  higher 
dose  levels  at  which,  theoretically,  the 
carbonic  anhydrase  inhibitory  effect  is 
more  active,  n Its  prolonged  use,  there- 
fore, could  sometimes  result  in  meta- 
bolic hypokalemic,  hypochloremic  al- 
kalosis.i 

Naturerin- effective  diuresis  with 
more  favorable  electrolyte  balance 

Other  thiazides  followed  — with  im- 
provements being  aimed  at  two  particu- 
lar areas:  1.  attempts  to  increase  di- 
uretic action  in  relation  to  the  milli- 
gram potency  of  the  drug,  and  2.  at- 
tempts at  a more  favorable  sodium/ 
potassium  ratio  in  the  urine,  i.e.,  to  de- 
crease the  excretion  of  potassium  while 
maintaining  the  excretion  of  sodium. i^ 
One  of  these,  Naturetin,  Squibb  Ben- 
droflumethiazide,  has  made  advances 
on  both  these  points.  “By  adding  a 3- 
benzyl  radical  to  hydroflumethiazide  a 
rather  dramatic  reduction  in  dose  range 
is  accomplished.  With  this  drug,  effec- 
tive sodium  excretion  is  obtained  with 


doses  between  2.5  and  10  mg.,  which  is 
a 200  to  1 ratio  as  compared  to  chloro- 
thiazide...”!® 

Moreover,  due  probably  to  its  virtual 
lack  of  carbonic  anhydrase  inhibition, 
Naturetin  (bendroflumethiazide)  has 
been  shown  to  cause  less  potassium  and 
bicarbonate  loss  and  less  alteration  in 
urinary  pH  than  either  chlorothiazide 
or  hydrochlorothiazide. 

Naturetin  is  outstandingly  effective 
not  only  in  establishing,  but  also  in 
maintaining,  excretion  of  retained  fluid 
in  edematous  patients.  And  its  duration 
of  action  is  sufficiently  prolonged  to 
allow  a single  daily  administration  in 
most  patients.  Naturetin  is  also  an  ef- 
fective antihypertensive  agent. 

Contraindications:  Severe  renal  impairment; 
previous  hypersensitivity. 

Warning:  Ulcerative  small  bowel  lesions  have 
occurred  with  potassium-containing  thiazide 
preparations  or  with  enteric-coated  potassium 
salts  supplementally.  Stop  medication  if  ab- 
dominal pain,  distension,  nausea,  vomiting,  or 
G.I.  bleeding  occur. 

Precautions:  The  dosage  of  ganglionic  block- 
ing agents,  veratrum,  or  hydralazine  when 
used  concomitantly  must  be  reduced  by  at 
least  50%  to  avoid  orthostatic  hypotension. 
Electrolyte  disturbances  are  possible  in  cir- 
rhotic or  digitalized  patients. 

Side  Effects:  Bendroflumethiazide  may  cause 
increases  in  serum  uric  acid,  unmask  diabetes, 
increase  glycemia  and  glycosuria  in  diabetic 
patients  and  may  cause  hypochloremic  alka- 
losis, hypokalemia;  cramps,  pruritus,  paresthe- 
sias, and  rashes  may  occur. 

Supplied:  Naturetin  (Squibb  Bendroflumethia- 
zide) 5 mg.  and  2.5  mg.  tablets.  Also  available 
Naturetin  c K [Squibb  Bendroflumethiazide 
(5  or  2.5  mg.)  with  Potassium  Chloride  (500 
mg.)].  For  full  information,  see  Product  Brief. 
References:  1.  Southworth,  H.:  Proc.  Soc. 
Exper.  Biol.  & Med.  36:58,  1937.  2.  Mann,  T. 
and  Keilin,  D.:  Nature  746:164,  1940.  3.  Pitts, 
R.  F.,  and  Alexander,  R.  S.:  Am.  J.  Physiol. 
744:239,  1945.  4.  Schwartz,  W.  B.:  New  Eng- 
land J.  Med.  240:173,  1949.  5.  Friedberg, 
C.  K.,  in  Moyer,  J.  H.,  and  Fuchs,  M.:  Edema 
Mechanisms  and  Management,  Philadelphia, 
W.  B.  Saunders  Co.,  1960,  p.  259.  6.  Cum- 
ming,  J.  R.;  Tabachnick,  E.,  and  Seelig,  M.,  in 
Moyer,  J.  H.,  and  Fuchs,  M.:  op.  cit.,  p.  254. 
7.  Werko,  L.,  in  Moyer,  J.  H.,  and  Fuchs,  M.: 
op.  cit.,  p.  188.  8.  Beyer,  K.  H.,  Jr.,  in  Moyer, 
J.  H.,  and  Fuchs,  M.:  op.  cit.,  p.  274.  9.  Maren, 
T.  H.,  and  Wiley,  C.  E.:  J.  Pharmacol.  & 
Exper.  Therap.  743:230,  1964.  10.  Earley, 

L.  E.,  and  Orloff,  J.:  Ann.  Rev.  Med.  75:149, 
1964.  11.  Fuchs,  M.,  and  Mallin,  S.  R.,  in 
Moyer,  J.  H.,  and  Fuchs,  M.:  op.  cit.,  p.  276. 
12.  Ford,  R.  V.,  in  Moyer,  J.  H.,  and  Fuchs, 

M. :  op.  cit.,  p.  290. 13.  cited  in  Fuchs,  M.,  and 
Mallin,  S.  R.  (ref.  11):  op.  cit.,  p.  283. 
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Dr.  Pellegrino  to  Leave  UK 
For  Position  in  N.Y. 

Edmund  D.  Pellegrino,  M.D.,  chairman  of  the 
University  of  Kentucky  Department  of  Medicine 
since  its  establishment,  will  become  medical  center 
director  at  a new  campus  of  the  State  University  of 
New  York,  Stony  Brook,  Long  Island,  on  September 
15. 

Doctor  Pellegrino  will  also  be  professor  and  chair- 
man of  the  Department  of  Medicine  there.  A gradu- 
ate of  the  New  York  University  College  of  Medicine. 
Doctor  Pellegrino  had  been  a faculty  member  there 
for  six  years  before  he  came  to  UK  in  1959.  He 
came  to  Kentucky  a year  before  the  UK  College  of 
Medicine  admitted  its  first  students. 

In  announcing  Doctor  Pellegrino’s  resignation,  the 
executive  vice  president  of  UK  said,  “It  is  with  great 
regret  that  we  see  this  outstanding  medical  educator 
leave  the  University,  where  his  services  as  teacher, 
administrator  and  research  sclentifist  have  been  of 
major  importance”. 

Grants  Made  to  UK  Med.  School 

The  University  of  Kentucky  Research  Foundation, 
Lexington,  was  awarded  $113,916  in  federal  grants  in 
July.  The  grants,  allocated  by  the  Public  Health 
Service  and  the  National  Cancer  Institute,  will  be 
used  for  research  and  clinical  training  in  cancer. 

The  purpose  of  the  program  will  be  to  train  stu- 
dents, interns,  and  local  and  state  practitioners  in  the 
use  of  modern  cancer  techniques,  according  to  Larry 
Hinderberger,  research  administrator  at  the  Medical 
Center.  All  of  the  grants  are  for  continuing  pro- 
grams, but  funds  are  granted  for  only  one  year  at  a 
time. 

Ky.  M.D.  Honored  by  the  AMA 

O.  B.  Murphy,  M.D.,  Lexington,  has  been  desig- 
nated as  the  official  American  Medical  Association 
representative  to  the  Tenth  Congress  International 
Society  of  Orthopedic  Surgery  and  Traumatology. 
According  to  F.  J.  L.  Blasingame,  M.D.,  executive 
vice-president  of  AMA,  Doctor  Murphy  was  sched- 
uled to  attend  the  conference  held  in  Paris,  France, 
September  4-9. 

9 Louisville  M.D.’s  Join  KMA 

New  KMA  members  reported  by  the  membership 
office  have  totaled  nine  for  the  month  of  August. 
All  of  the  following  doctors  are  located  in  Louisville: 
Fielding  W.  Daniel,  M.D.;  William  C.  Edwards, 
M.D.;  Dean  Fitzgerald,  M.D.;  Gary  Hogge,  M.D.; 
Thomas  Hutsell,  M.D.;  Ronald  Kaplan,  M.D.;  Louis 
Nagel,  M.D.;  G.  Dudley  Nelson,  M.D.;  Robert  G. 
Spurling,  M.D. 

5 Research  Grants  Awarded  UK 

Five  research  grants  totaling  $317,439,  were  award- 
ed to  the  University  of  Kentucky’s  Research  Founda- 
tion in  June  by  the  LJ.S.  Agricultural  Research 


Service.  The  grants,  divided  into  five  projects,  will  be 
applied  to  the  following  departments:  Department  of 
Pathology,  directed  by  Irene  Roeckel,  Dr.  M.Sc., 
$44,367;  Department  of  Pharmacology,  directed  by 
J.  W.  Flesher,  Ph.D.,  $64,166;  Department  of  Medi- 
cine, directed  by  P.  Mandlestam,  M.D.,  Ph.D.,  and 
E.  D.  Rees,  M.D.,  $56,500;  Department  of  Chemistry, 
directed  by  E.  V.  Brown,  Ph.D.,  $86,323;  and  the 
College  of  Dentistry,  directed  by  P.  R.  Courant, 
D.M.D.,  $66,083. 

Med.  Scholarships  Set  by  UK 

The  University  of  Kentucky  College  of  Medicine 
announced  in  June,  a new  scholarship  program  es- 
tablished and  financed  by  the  New  York  Life  In- 
surance Company.  The  program,  to  begin  in  the  fall, 
will  provide  a scholarship  for  one  student  out  of  each 
medical  class. 

Recipients  will  be  selected  according  to  their  fi- 
nancial needs,  and  the  amount  of  each  grant  will 
depend  on  a budget  worked  out  by  Roy  K.  Jarecky, 
M.D.,  associate  dean  for  admissions  at  the  medical 
school.  The  UK  Medical  School  is  one  of  11  in  the 
U.S.  and  Canada  to  participate  in  the  program. 

$9.7  Million  Grant  Presented 
To  UL  Medical  School 

A federal  grant  of  9.7  million  dollars  was  issued 
August  3,  1966  to  the  University  of  Louisville  Medi- 
cal School  to  begin  work  on  the  new  $24.8  million 
medical  and  dental  school  buildings.  The  grant,  from 
the  Department  of  Health,  Education  and  Welfare, 
brings  total  federal  funds  for  the  project  to  $12.4 
million. 

Construction  on  the  buildings  will  begin  during 
the  summer  of  1967,  and  is  scheduled  to  be  com- 
pleted by  September,  1969.  The  new  facilities  will 
consist  of  a medical-dental  complex  in  the  pro- 
posed Medical  Center  of  downtown  Louisville,  plus 
two  other  buildings,  a medical  library  and  a faculty 
research  tower. 

The  new  facility  will  take  the  place  of  the  old 
medical  and  dental  school  buildings  where  conditions 
are  crowded.  The  buildings  will  also  permit  a sig- 
nificant increase  in  enrollment  for  the  two  schools. 

The  annual  meeting  of  the  American  Academy  of 

Forensic  Sciences  will  be  held  February  20-25,  1967 
in  Honolulu,  Hawaii,  at  the  Princess  Kaiulani  Hotel. 
The  academy  encompasses  the  disciplines  of  toxi- 
cology, pathology,  psychiatry,  questioned  documents, 
criminalistics  and  forensic  jurisprudence.  It  was 
founded  in  1948  to  centralize  the  various  disciplines 
of  the  forensic  sciences  and  to  develop  and  extend 
better  understanding  of  the  application  of  legal  doc- 
trines to  scientific  professions. 

Ray  A.  Cave,  M.D.,  Leitchfield,  reported  August 
1,  at  Fort  Sam  Houston,  Texas  for  service  in  the 
U.S.  Army.  Doctor  Cave,  a 1960  graduate  of  the 
University  of  Louisville  School  of  Medicine,  has  been 
a general  practitioner  in  Leitchfield  for  the  past 
five  years. 
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Phenaphen 

withCodaiiiB 


the  only  leading  compound 
analgesic  that  calms 
instead  of  caffeinates 


Each  capsule  contains: 

Phenobarbital  (%  gr.) 16.2  mg. 

(Warning:  may  be  habit  forming) 

Aspirin  (2V2  gr.) 162.0  mg. 

Phenacetin  (3  gr.) 194.0  mg. 

Hyoscyamine  sulfate 0.031  mg. 

Codeine  phosphate Va,  gr.  (No.  2), 


1/2  gr.  (No.  3),  1 gr.  (No.  4) 
(Warning:  may  be  habit  forming) 


Contraindications:  Hypersensitivity  to  any  ingredient. 


Precautions:  As  with  all  phenacetin-containing  products,  avoid 
excessive  or  prolonged  use. 


Side  Effects:  Side  effects  are  uncommon  — nausea,  constipation, 
and  drowsiness  have  been  reported. 


AH' 


A.  H.  ROBINS  CO.,  INC.,  Richmond,  Va.  23220 


[ROBINS 


UP  TO  10-12  HOURS'  CLEAR  BREATHING  ON  ONE  TABLET 

Dimetapp”  Extentabs* 


(Dimetane®  [brompheniramine  maleatel,  12  mg.;  phenylephrine  HCI,  15  mg.;  phenylpropanolamine  HCI,  15  mg.) 


In  sinusitis,  colds,  or  U.R.I., 

Dimetapp  lets  congested  patients 
breathe  easy  again.  Each  Extentab 
brings  welcome  relief  all  day  or  all  night, 
usually  without  drowsiness  or  over- 
stimulation.  Its  key  to  success?  The 
Dimetapp  formula  — Dimetane  (brom- 
pheniramine maleate),  a potent  anti- 
histamine reported  in  one  study  to  have 
elicited  side  effects  as  few  as  the  placebo,  * 
teamed  with  decongestants  phenyl- 
ephrine and  phenyipropanolamine  — 
in  a dependable  10-  to  12-hour  form. 

'Schiller,  I.  W.,  and  Lowell,  F.  C.:  New  England 
J.  Med.  261:478,  1959. 


Contraindications:  Patients  hypersen- 
sitive to  antihistamines.  Not  recom- 
mended for  use  during  pregnancy. 

Precautions:  Until  the  patient’s 
response  has  been  determined,  he 
should  be  cautioned  against  engaging 
in  operations  requiring  alertness. 
Administer  with  care  to  patients  with 
cardiac  or  peripheral  vascular 
diseases  or  hypertension. 

Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia have  been  reported  on 


rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of  the 
mouth,  mydriasis,  increased  irritability, 
or  excitement  may  be  encountered. 

Dosage:  1 Extentab  morning 
and  evening,  or  as  needed. 

Suppiied:  Bottles  of  100  and  500. 

Also  available:  Dimetapp®  Elixir  for 
conventional  t.i.d.  or  q.i.d.  dosage. 

See  package  insert  for  further  details. 

A.  H.  ROBINS  CO.,  INC. 

RICHMOND,  VIRGINIA  23220 


11:47  pm  11:53  pm  12:06  am 


The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 


TRAOe-MARK  iSl 


things  go 

better,! 

Coke 


WHERE 

In  Addition  To  Suitable  Medical  and 

HAPPINESS  IS  Nursing  Care  for  Chronic, 

Convalescent  and  Geriatric  Patients 

SKILLFULLY  ADMINISTERED 

NEW  CASTLE  SANITARIUM 

TELEPHONE  3621 
NEW  CASTLE,  KY. 

Active  medical  staff  of  six  physicians.  Physicians  ayailable  at  all  hours.  24  hour  efficient  and 
cheerful  nursing  care  WITH  SPECIAL  EMPHASIS  ON  MAKING  EACH  PATIENT  FEEL  LOVED, 
WANTED  AND  IMPORTANT. 

Special  diets  prepared  and  tray  service  to  all  rooms  at  no  extra  charge. 

Diversional  activities,  physio-therapy  treatments,  rehabilitation  program  and  emergency  facilities 
available. 

Adequate  shade  trees,  ramps,  also  day  room  with  abundance  of  flowers,  television. 

PRIVATE,  SEMI-PRIVATE  AND  WARD  ACCOMMODATIONS  AVAILABLE.  Private  and  semi- 
private rooms  with  intercorrununication,  beautifully  decorated  and  furnished,  beds  equipped  with  Tren- 
delenburg springs  and  innerspring  mattresses. 

Insulated  brick  and  block  structure,  heated  in  winter  by  “Selectemp”  Modulated  Steam  Heat  with 
filtered  air  for  maximum  comfort  and  safety  (each  room  having  thermostatic  even-heat  control  with  its 
own  circulating  air  unit) . 

Protected  throughout  with  automatic  fire  detection  and  alarm  system. 

Cares  for  men  or  women,  nursing  or  boarding  care  cases,  bedridden  or  ambulatory.  Admits  some 
mildly  senile,  nervous  and  neurotic  patients  but  accepts  no  alcoholics  or  dmg  addiction  cases. 

REASONABLE  RATES 

IRA  O.  WALLACE,  Administrator  - IMARGARET  KELLY,  R.  N.,  Director  of  Nurses 


MEMBER 

National  Geriatrics  Society 
American  Hospital  Association 
American  Nursing  Home  Association 
Licensed  and  Approved  by  State  of  Ky. 


801 


NEWS  ITEMS 


C.  William  Rogers,  M.D.,  Madisonville,  has  joined 
the  staff  at  Trover  Clinic  in  June,  for  the  practice 
of  radiology.  A 1955  graduate  of  the  University  of 
N.C.  Medical  School,  Doctor  Rogers  interned  at  the 
U.S.N.  Hospital,  Charleston,  S.C.,  and  served  his 
residency  at  the  U.S.N.  Hospital,  Bethesda,  Md., 
and  at  the  University  of  Chicago  in  radiology.  From 
1955-1964,  he  also  served  in  the  U.S.  Navy. 

Emery  E.  Lane,  M.D.,  Whitesburg  has  been  added 
to  the  staff  at  The  Daniel  Boone  Clinic  in  June. 
Doctor  Lane  is  a 1964  graduate  of  the  University 
of  Louisville  Medical  School.  He  served  his  internship 
and  residency  at  the  Louisville  General  Hospital 
during  1964-66. 

Carroll  M.  Steinfeld,  M.D.,  Providence  is  now 
practicing  in  association  with  Trover  Clinic  as  of 
July  1,  1966.  Doctor  Steinfeld  is  a 1963  graduate 
of  the  University  of  Louisville  School  of  Medicine. 
He  served  his  internship  at  the  Philadelphia  General 
Hospital  and  for  the  past  two  years,  he  has  been 
in  the  U.S.  Air  Force. 

Yasuo  Sasuki,  M.D.,  who  lives  in  Cincinnati,  has 
opened  an  office  in  Newport  in  June.  Doctor  Sasuki, 
who  previously  practiced  in  Covington,  graduated 
from  the  University  of  Cincinnati  Medical  College 
in  1941.  He  began  his  general  practice  in  1942, 
after  serving  his  internship  in  Covington. 


Richard  Albert  Blair,  M.D.,  Paducah,  has  recently 
begun  practice  in  association  with  O.  Leon  Higdon, 
M.D.,  Harold  D.  Priddle,  M.D.,  and  Charles  J. 
Bohle,  M.D.,  all  of  Paducah.  Doctor  Blair,  whose 
practice  is  limited  to  obstetrics  and  gynecology,  is  a 
1959  graduate  of  the  University  of  Louisville  School 
of  Medicine.  He  interned  at  the  Ss.  Mary  and 
Elizabeth  Hospital,  Louisville,  and  served  his  resi- 
dency at  St.  Joseph  Infirmary  and  Louisville  General 
Hospital.  During  the  years  1961-1963,  Doctor  Blair 
served  as  a Captain  in  the  U.S.  Army  Medical  Corps. 

Kenneth  S.  Welsh,  M.D.,  former  Rowan  County 
Health  Director,  has  resigned  to  take  specialized 
training  at  Johns  Hopkins  in  Baltimore.  Doctor  Welsh 
is  a 1963  graduate  of  the  Western  Reserve  University 
School  of  Medicine,  Cleveland. 

Anthony  Flandina,  M.D.,  recently  retired  chief 
house  officer  of  the  Central  Baptist  Hospital,  Lexing- 
ton, was  honored  July  13  by  the  physicians,  staff 
and  employees,  who  paid  him  tribute  for  his  ten  years 
service  there. 

John  F.  Knox,  M.D.,  Stanton,  was  honored  at  a 
testimonial  dinner  in  July.  Doctor  Knox  was  pre- 
sented with  a bronze  plaque  in  recognition  of  his 
service  for  58  years  in  the  medical  profession.  Until 
recent  years.  Doctor  Knox,  a general  practitioner, 
was  located  in  Mt.  Sterling. 
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USE  TOLYSPORIN’. 

POLYMYXIN  B-BACITRACIH 

OINTMENT 


for  topical  antibiotic  therapy  with  minimum 
risk  of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms,  including 
fungi.  Appropriate  measures  should  be  taken  if  this  occurs. 

Supplied  in  Vz  oz.  and  1 oz.  tubes. 

Complete  literature  available  on  request  from  Professional 
Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tuckahoe,  N.Y. 


brand 


‘POLYSPORm 

POLYMYXIN  B-BACITlUai® 

OINTMENT  j 

prevent  infection^ 
l>«rn$,and  obrasion^j 
old  in  beqlii^ 
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WHEN 

THE  BACTERIAL  U.R.I. 


ACHROCIDIN' 

Tetracycline  HCI-Antihistamine-Analgesic  Compound 


Each  tablet  contains:  Caffeine  30  mg 

ACHROMYCIN®  Tetracycline  HCI  125  mg  Salicylamide  150  mg 

Phenacetin  120  mg  Chlorothen  Citrate 25  mg 

The  patient  can  feel  better  while  getting  better.  ACHROCIDIN  brings  the  treatment  together  in  a single  prescription- 
prompt  symptomatic  relief  together  with  early,  potent  control  of  the  tetracycline-sensitive  organisms  frequently  respon- 
sible for  complications  leading  to  prolonged  disability  in  the  susceptible  patient. 


Effective  in  controlling  complicating  tetracycline-sensitive  bac- 
terial infection  and  providing  symptomatic  relief  in  allergic 
diseases  of  the  upper  respiratory  tract. 

Contraindication— History  of  hypersensitivity  to  tetracycline. 

Warning-lf  renal  impairment  exists,  even  usual  doses  may  lead 
to  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
are  indicated  and  if  therapy  is  prolonged,  tetracycline  serum 
level  determination  may  be  advisable.  Hypersensitive  individuals 
may  develop  a photodynamic  reaction  to  natural  or  artificial  sun- 
light during  use.  Individuals  with  a history  of  photosensitivity 
reactions  should  avoid  direct  exposure  while  under  treatment  and 
treatment  should  be  discontinued  at  first  evidence  of  skin 
discomfort. 

Precautions— Some  individuals  may  experience  drowsiness,  ano- 


rexia, and  slight  gastric  distress.  If  excessive  drowsiness  occurs, 
it  may  be  necessary  to  increase  the  interval  between  doses.  Per- 
sons on  full  dosage  should  not  operate  any  vehicle.  Use  may 
result  in  overgrowth  of  nonsusceptible  organisms.  If  infections 
appear  during  therapy,  appropriate  measures  should  be  taken.  If 
adverse  reaction  or  idiosyncrasy  occurs,  discontinue  medication 
and  institute  appropriate  therapy.  Infections  caused  by  beta- 
hemolytic  streptococci  should  be  treated  for  at  least  10  full  days 
to  help  prevent  rheumatic  fever  or  acute  glomerulonephritis.  Use 
of  tetracycline  during  tooth  development  (last  trimester  of  preg- 
nancy, neonatal  period  and  early  childhood)  may  cause  discolora- 
tion of  the  teeth  (yellow-grey-brownish).  This  effect  has  been 
observed  in  usual  short  treatment  courses. 

Average  adult  dosage;  2 tablets  four  times  daily,  given  at  least 
one  hour  before,  or  two  hours  after  meals. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


«0«-CO3»3 


icky  Medical  Association  • September  1966 


803 


When  uncontrolled 
diarrhea  brings 
a call  for  help 


When  the  diarrhea  sufferer  has  run  the  gamut  of 
home  remedies  without  success,  pleasant-tasting 
CREMOMYCIN  Can  answer  the  call  for  help.  It  can  be 
counted  on  to  consolidate  fluid  stools,  soothe  intes- 
tinal inflammation,  inhibit  enteric  pathogens,  and 
detoxify  putrefactive  materials  — usually  within  a 
few  hours. 


CREMOMYCIN  Combines  the  bacteriostatic  agents, 
succinylsulfathiazole  and  neomycin,  with  the  ad- 
sorbent and  protective  demulcents,  kaolin  and  pec- 
tin, for  comprehensive  control  of  diarrhea. 

INDICATIONS:  Diarrhea. 

CONTRAINDICATIONS:  Do  not  use  in  intestinal  obstruction,  ex- 
tensive ulceration  of  bowel,  or  diverticulosis;  in  hypersensitivity 
to  sulfonamides  or  neomycin;  in  pregnancy  at  term,  in  premature 
infants,  or  during  first  week  of  life  in  the  newborn.  ; 

WARNINGS:  Use  only  after  critical  appraisal  in  patients  with 
hepatic  or  renal  damage,  urinary  obstruction,  or  blood  dyscra- 
sias.  Fatal  hypersensitivity  reactions  and  blood  dyscrasias  re- 
ported with  use  of  sulfonamides.  Consider  periodic  blood  counts, 
hepatic  and  renal  function  tests  during  intermittent  or  chronic 
use. 

PRECAUTIONS:  Succinylsulfathiazole:  Use  with  caution  if  there 
is  history  of  significant  allergies  and/or  asthma.  Continued  use 
requires  supplementary  vitamins  B;  and  K.  Neomycin;  Watch  for 
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curare-like  neuromuscular  block  during  anesthesia  if  neomycin 
is  used  preoperatively  in  large  doses  when  renal  function  is 
poor;  watch  for  overgrowth  of  nonsusceptible  organisms.  Con- 
sider possibility  of  ototoxicity  and  nephrotoxicity  with  prolonged 
high  dosage. 


Where  today’s  theory  is  tomorrow’s  therapy 


Before  prescribing  or  administering,  read  package  circular  with 
product  or  available  on  request. 

promptly  relieves  diarrheal  distress 

Cremomycin* 

A 'VT'T'T'rkT  A ■D'DTJTr'  AT  ^ 


Composition:  Each  30  cc.  contains  neomycin  sulfate  300  mg. 
(equivalent  to  210  mg.  of  neomycin  base),  succinylsulfathiazole 
3.0  Gm.,  colloidal  kaolin  3.0  Gm.,  pectin  0.27  Gm. 

t 

^MERCK  SHARP  & DQHME  Division  of  Merck  & Co.,  Inc.,  West  Point,  Pa. 


SIDE  EFFECTS:  As  with  all  sulfonamides:  Headache,  malaise,  an- 
orexia, G.l.  symptoms,  hepatitis,  pancreatitis,  blood  dyscrasias, 
neuropathy,  drug  fever,  rash,  conjunctival  and  scleral  injection, 
petechiae,  purpura,  hematuria,  and  crystalluria  have  been  noted. 
Reduced  fecal  output  of  thiamine  and  decreased  synthesis  of 
vitamin  K have  been  reported.  Neomycin:  Nausea,  loose  stools. 


your  for 
Cremomycin 
can  provide  relief 


■cky  Medical  Association  • September  1966 


805 


3n  iWemoriam 


JOSEPH  M.  WITHERS,  M.D. 

Cynthiana,  Ky. 

1934-1966 

Joseph  M.  Withers,  M.D.,  general  practitioner 
from  Harrison  County,  was  killed,  in  July  in 
the  crash  of  his  private  plane  near  Jacksonville,  N.C. 
Doctor  Withers,  a 1960  graduate  of  the  University 
of  Louisville  School  of  Medicine,  was  a member  of 
the  Kentucky  Medical  Association,  and  of  the 
American  Academy  of  General  Practice.  Only  a few 
days  previous,  he  had  announced  his  induction  into 
the  Armed  Services. 

GEORGE  FIELDING  JONES,  M.D. 

Henderson,  Ky. 

1890-1966 

George  Fielding  Jones,  M.D.,  Henderson,  died  on 
August  10.  A retired  general  practitioner  and  gen- 
eral surgeon.  Doctor  Jones  graduated  from  the  Uni- 
versity of  Louisville  School  of  Medicine  in  1912.  He 
was  76  years  of  age. 

PAUL  EMIL  KERKOW 
South  Fort  Mitchell,  Ky. 

1884-1966 

Paul  E.  Kerkow,  M.D.,  81,  a retired  general 
practitioner  who  served  northern  Kentucky  for  half 


a century,  died  July  11,  1966,  of  a coronary 
thrombosis.  Doctor  Kerkow,  who  received  his  medical 
degree  in  1907  from  the  Pulte  Medical  College, 
Cincinnati,  was  widely  known  as  the  founder  of  the 
Spence  Kerkow  Memorial  Golf  Tournament,  in 
honor  of  his  son. 

Sponsors  Essay  Contest 

The  Central  States  Society  of  Industrial  Medicine 
and  Surgery  has  announced  a contest,  open  to  all 
medical  students,  interns  or  residents,  on  any  subject 
concerning  occupational  health.  Winners,  to  be  judged 
after  the  contest  closes  at  midnight,  December  31, 
1966,  will  receive  a $250.00  award.  The  criteria  will 
be  based  on  clarity,  validity,  objectivity,  originality 
and  style.  Contest  rules  may  be  obtained  from: 
Industrial  Medical  Association,  55  East  Washington 
St.,  Chicago,  111,  60602. 

“The  Measurement  of  Depression”  is  a 22  minute 
film  depicting  the  development,  validation,  and  use 
of  a scale  for  the  quantitative  measurement  of  de- 
pression. The  film  is  designed  for  medical  educational 
purposes  at  meetings  of  hospital  staffs,  county  socie- 
ties or  specialty  groups.  Designed  by  psychiatrist, 
William  W.K.  Zung,  M.D.,  Durham,  N.C.,  the  scale 
was  initially  devised  for  use  in  psychiatric  research, 
but  it  is  also  used  in  the  general  practice  of  medicine 
where  most  depressions  are  first  encountered.  Both 
the  film  and  pads  of  the  self-rating  scale  are  available 
free  upon  request  from  Lakeside  Laboratories,  Inc., 
Milwaukee,  Wise. 
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PROFESSIONAL  LIABILITY  INSURANCE 

is  a Li^L  marl^  distinction 


Professional  Protection  Exclusively  since  1899 


r 


LOUISVILLE  OFFICE:  Riley  Lassiter,  Representative 
203  Parkside  Building,  4140  Shelbyville  Road 
Telephone:  502-895-5501 

Mailing  Address:  P.O.  Box  20065,  Louisville  40207 
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In  the  management  of  mild  to  moderate  pain,  give  your  patients  comprehensive  relief. 
TRANCO-GESIC  extends  the  range  of  usefulness  of  aspirin  by  dimming  pain  perception— 
and  also  reducing  mental  and  muscle  tension. 


TRANCO-GESIC 

tablets 

chlormezanone  100  mg.  with  aspirin  300  mg. 

subdues  the  major 
contributors  to  pain: 

• pain  perception 

• mental  tension 

• muscle  tension-spasm 


WINTHROP  LABORATORIES.  NEW  YORK.  N.  Y.  1001# 


TRANCO-GESIC  is  so  well  tolerated  it  can  be 
prescribed  for  anyone  who  can  take  aspirin.  It 
is  non-narcotic,  and  free  from  dangers  of 
addiction,  habituation,  or  dependence. 
TRANCO-GESIC  is  effective  in  all  types  of  mild 
and  moderate  pain.  Of  862  patients  who  were 
treated  with  chlormezanone  and  aspirin  for 
various  disorders,  88%  reported  excellent  or 
good  pain  relief.'' 

Side  effects  have  been  minor.  Occasionally  gastric  distress, 
weakness,  sedation  or  dizziness  occur.  Reversible  cholestatic 
jaundice  has  been  reported  on  rare  occasions.  However,  in 
4,653  patients  treated  with  chlormezanone,  97.7'/o  had  no  side 
effects.'  Contraindication:  just  one;  sensitivity  to  aspirin. 
Dosage:  Adults,  usually  2 tablets  three  or  four  times  daily. 
Children  (from  5 to  12  years),  1 tablet  three  or  (our  times  daily. 
1.  Collective  studies.  Department  of  Medical  Research, 
Winthrop  Laboratories. 


Cinemicrography*of  living  tissue  shows 
that  Synalar  works  at  the  cellular  level  to  stop 
the  inflammatory  chain  reaction 


water  escapes 
into  the  tissue, 
causing  edema 


white  blood 
cells  escape 
through  permeable 
capillary  walls, 
invade  injured 
tissue  and  become 
macrophages 
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high  state 
of  activity, 
much  distorted 


Inflammatory  reaction  after  injury 


♦A  New  View  of  Corticosteriod  Action  in  Inflammatory  Dermatoses 
A 16  mm.  film  utilizing  time-phase  cinemicrographic  techniques.  Available  for  showing  on  request  to  Syntex  Laboratories. 


In  contact  dermatitis 

Sjnalar 

(fluocinolone  acetonide) 

stabilizes  cell  and  capillary  walls 
protects  against  the  chemical  impact  of  cytotoxins 

interrupts  the  chain  reaction  of  destructive 
changes  at  the  cellular  level 

permits  inactivation,  absorption  and  transportation 
of  toxins  away  from  the  injured  area  by  natural 
processes... edema  is  absorbed  and  cells  return 
to  normal  size,  shape,  and  activity 


In  inflammatory  dermatoses  choose  a steroid  syn- 
thesized specifically  for  topical  use.  Synalar  (fluocin- 
olone acetonide)  provides  therapeutic  results  often 
comparable  to  those  of  systemic  and  intralesional 
corticosteroids  with  fewer  hazards.''^ 


when  complicated  by  infection 

iieo'STiialar^ 

(fluocinolone  acetonide-neomycin  sulfate  cream) 


For  initiation  of  therapy:  Cream  0.025%,  5 and  15  Gm. 
tubes,  425  Gm.  jars;  for  emollient  effect:  Ointment 
0.025%,  15  Gm.  tubes;  for  maintenance  therapy:  Cream 
0.01%,  15  Gm.  tubes,  45  Gm.  tubes,  120  Gm.  jars;  for 
intertriginous  or  hairy  sites:  Solution  0.01%,  20  cc.  and 
60  cc.  plastic  squeeze  bottles;  for  infected  inflammatory 
dermatoses:  Neo-Synalar®  Cream  (0.025%  fluocinolone 
acetonide,  neomycin  sulfate,  equivalent  to  0.35%  neo- 
mycin base),  5 and  15  Gm.  tubes. 

Contraindications:  Tuberculous,  fungal,  and  most  viral 


lesions  of  the  skin,  (including  herpes  simplex,  vaccinia, 
and  varicella).  Not  for  ophthalmic  use.  Contraindicated 
in  individuals  with  a history  of  hypersensitivity  to  any  of 
its  components.  Precautions:  Synalar  preparations  are 
virtually  nonsensitizing  and  nonirritating.  However,  the 
solution  may  produce  burning  or  stinging  when  applied 
to  denuded  or  fissured  areas.  In  some  patients  with  dry 
lesions,  the  solution  may  increase  dryness,  scaling  or 
itching.  The  neomycin  in  Neo-Synalar  Cream  rarely 
produces  allergic  reactions.  Prolonged  use  of  any  anti- 
biotic may  result  in  overgrowth  of  nonsusceptible  orga- 
nisms; if  this  occurs,  appropriate  therapy  should  be 
instituted.  Where  severe  local  infection  or  systemic 
infection  exists,  the  use  of  systemic  antibiotics  should 
be  considered,  based  on  susceptibility  testing.  While 
topical  steroids  have  not  been  reported  to  have  an 
adverse  effect  on  pregnancy,  the  safety  of  their  use  on 
pregnant  females  has  not  absolutely  been  established. 
Therefore,  they  should  not  be  used  extensively  on  preg- 
nant patients,  in  large  amounts,  or  for  prolonged  periods 
of  time.  Side  Effects:  Side  effects  are  not  ordinarily 
encountered  with  topically  applied  corticosteroids.  As 
with  all  drugs,  however,  a few  patients  may  react  un- 
favorably to  Synalar  under  certain  conditions. 

References  ■ 1.  Kanee.  B. : Can  ad  Med  Ass  J 88:999  (May  18)  1963.  2.  Scholtz, 
J.  R.:  Calf  Med  95:224  (Oct.)  1961.  3.  Jansen.  G.  T.,  Dillaha,  C.  J.,  and 
Honeycutt,  W.  M.:  Arch  Derm  92:283  (Sept.)  1965. 


fluocinolone  acetonide — an  original  steroid  from 
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Why  is  one  manls  ^strie  uleer 
another  manls  dnodenal? 


Geographic  variation  in  the  incidence  of  peptic 
ulcer  is  a familiar  fact.  But  the  proclivity  of  certain 
kinds  of  ulcer  for  certain  geographic  areas  is  a 
recently  recognized  phenomenon 

For  example,  in  one  particular  Norwegian  fishing 
village  there  is  a tendency  for  patients  to  develop 
a gastric  ulcer;  anywhere  else  in  Norway,  ulcers  are 
usually  duodenal.  Peruvians  high  in  the  Andes 
have  more  gastric  ulcers  than  their  compatriots  in 
the  lowlands.  Why.?  Nobody  knows. 

Social  variations,  too.  Even  in  the  same 
geographic  areas  there  are  interesting  variations.  An  Englishman’s  ulcer  depends 
on  his  social  standing — professional  men  suffer  with  duodenal  ulcers,  while 
workingmen  have  more  of  the  gastric  variety.  In  southern  India  the  pattern  is 
reversed.  Here,  duodenal  ulcers  are  common  among  laborers  and  agricultural 
workers  and  rare  among  the  upper  classes. 

Investigators  are  exploring  every  possible  theoretical  avenue  in  their  search 
for  the  cause  of  peptic  ulcer.  Of  all  the  factors  implicated  in  ulcerogenesis, 
the  one  that  is  generally  acknowledged  to  be  of  primary  importance  is  hyper- 
secretion of  gastric  acid.^'®  Or,  as  one  author  states  it:  “The  medical  management 
of  peptic  ulcer  pharmacologically  is,  in  the  final  analysis,  concerned  largely 
with  the  effective  inhibition  of  peptic  activity.”® 

Robinul  (glycopyrrolate)  provides  potent,  rapid,  specific  antisecretory  action 
confirmed  by  gastric  analyses  and  x-ray  evidence  of  clinical  effectiveness.®'^*®”^® 
Relieves  pain  with  “impressive”  promptness.®  Quickly  alleviates  acute  discomfort, 
and  effectively  counteracts  gnawing  pain,  preprandial  midepigastric  pain, 
belching  and  other  ulcer  symptoms.®  Suppression  of  nocturnal  pain  is  “out- 
standing.”^® Maximally  effective  doses  may  be  given  with  minimal  side 
reactions,  and  the  incidence  of  unwanted  anticholinergic  effects  is  negligible.®*®'^^ 


no  matter  what  the  uleer  theory...  the  fact  Is  that 

Robinul 

(^ycopyrrolate) 

promotes  the  essential  ulcer-healing  environment 

/I'H'DOBINS 

I \ ( briei  summary  i allows ) 


INDUSTRIAL  MEDICINE:  IN- 
TERNIST OR  GENERALIST.  Active 
career  position  in  Cincinnati  for 
healthy  physician  with  large  progres- 
sive company  noted  for  excellent  em- 
ployees, work  conditions  and  bene- 
fits. An  Equal  Opportunity  Employer. 
Write  Medical  Director,  Procter  & 
Gamble  Company,  Cincinnati,  Ohio 
45217. 


STAFF  PHYSICIAN 

Full  time  industrial  physician  for  Frigidaire  Division 
of  General  Motors  Corporation,  Dayton,  Ohio.  Medical 
staff  includes  three  full  time  physicians,  fifteen  nurses 
and  an  industrial  hygiene  laboratory  fully  equipped 
and  staffed. 

Duties  will  include  pre-employment  physical  examina- 
tions, treating  illnesses  and  injuries  and  assisting  Medi- 
cal Director  in  overseeing  health  of  16,000  employees. 

Good  starting  salary,  bonus  plan  and  outstanding 
employee  benefits.  Relocation  expenses  paid.  Contact 
J.  L.  Colglazier,  M.D.,  Medical  Director,  Frigidaire  Di- 
vision, GMC,  Dayton,  Ohio  45401. 

An  Equal  Opportunity  Employer 


VACANCY  FOR 

ASSOCIATE  MEDICAL  DIRECTOR 

This  position  in  a large  company  offers 
opportunity  for  advancement  and  has  a 
modern  benefit  program.  Salary  open. 

Applicant  may  be  a generalist  with  a 
sincere  interest  in  industrial  type  practice, 
or  have  special  training. 

Applicant  must  have  Indiana  license  or 
be  eligible  for  same  and  be  in  good  health. 

This  is  an  excellent  opportunity  in 
Occupational  Medicine  which  should  be 
investigated  to  appreciate. 

CONTACT:  Joseph  T.  Noe,  M.D. 

Medical  Director 
Inland  Steel  Company 
Indiana  Harbor  Works 
East  Chicago,  Indiana  46312 
Telephone:  397-2300,  Ext.  2577 
Area  Code  219 

An  Equal  Opportunity  Employer 
In  the  Plans  for  Progress  Program 


RoMnul' 

(^yeopyrrolate) 

promotes  the 
essential  ulcer-healing 
environment 

Indications:  In  addition  to  its  primary  indica- 
tions for  duodenal  and  gastric  ulcer,  Robinul  (gly- 
copyrrolate)  is  indicated  for  other  GI  conditions 
that  may  benefit  from  anticholinergic  therapy. 
Robinul-PH  Forte  (glycopyrrolate  2 mg.  with 
phenobarbital)  is  indicated  when  these  situations 
are  complicated  by  mild  anxiety  and  tension. 
Contraindications:  Glaucoma,  urinary  bladder 
neck  obstruction,  pyloric  obstruction,  stenosis  with 
significant  gastric  retention,  prostatic  hypertrophy, 
duodenal  obstruction,  cardiospasm  (megaesopha- 
gus), and  achalasia  of  the  esophagus,  and  in  the 
case  of  Robinul-PH  Forte,  sensitivity  to  pheno- 
barbital. 

Precautions:  Administer  with  caution  in  the  pres- 
ence of  incipient  glaucoma. 

Adverse  Reactions:  Dryness  of  the  mouth, 
blurred  vision,  urinary  difficulties,  and  constipa- 
tion are  rarely  troublesome  and  may  generally  be 
controlled  by  reduction  of  dosage.  Other  side  ef- 
fects associated  with  the  use  of  anticholinergic 
drugs  include  tachycardia,  palpitation,  dilatation 
of  the  pupil,  increased  ocular  tension,  weakness, 
nausea,  vomiting,  headache,  dizziness,  drowsiness, 
and  rash. 

Dosage:  Dosage  should  be  adjusted  according  to 
individual  patient  response.  Average  and  maxi- 
mum recommended  dose  is  1 tablet  3 times  a day: 
in  the  a.m.,  early  p.m.,  and  at  bedtime.  See  prod- 
uct literature  jor  jull  prescribing  information. 
Supply:  Robinul  (glycopyrrolate  1 mg.);  Robinul 
Forte  (glycopyrrolate  2 mg.);  Robinul-PH  (glyco- 
pyrrolate 1 mg.)  with  phenobarbital  16.2  mg. 
(Warning:  May  be  habit-forming);  Robinul-PH 
Forte  (glycopyrrolate  2 mg.)  with  phenobarbital 
16.2  mg.  (Warning:  May  be  habit-forming.)  In 
bottles  of  100  and  500  scored  tablets. 

References:  1.  Jones,  F.  A.,  and  Cummer,  J.  W.  P. : 
Clinical  gastroenterology,  Springfield,  111.,  Charles  C 
Thomas,  1960,  pp.  322-3.  2.  Bockus,  H.  L.:  Gastroenter- 
ology, 2nd  ed.,  vol.  I,  Philadelphia,  Saunders,  1963,  p, 
468.  3.  Sun,  D.  C.  H.:  Ann  NY  Acad  Sci  99:153  (Feb, 
28)  1962.  4.  Moore,  V.  A.:  Postgrad  Med  38:216  (Sept.) 
1965.  5.  Dragstedt,  L.  R.,  Woodward,  E.  R.,  Storer, 
E.  H.,  Oberhelman,  H.  A.,  Jr.,  and  Smith,  C.  A.:  Ann 
Surg  132:626  (Oct.)  1950.  6.  Posey,  E.  L.,  Jr.,  Smith,  P., 
Turner,  C.,  and  Aldridge,  J.:  Amer  J Dig  Dis  10:399 
(May)  1965.  7.  Lamphier,  T.  A.,  Siegel,  L.,  and  Goldberg, 
R.  I.:  Amer  J Gastroent  37:551  (May)  1962.  8.  Kasich, 
A.  M.,  and  Fein,  H.  D.:  Ibid  39:61  (jan.)  1963.  9.  Ep- 
stein, J.  H.:  Ibid  37:295  (Mar.)  1962.  10.  Moeller, 
H.  C.:  Ann  NY  Acad  Sci  99:158  (Feb.  28)  1962. 

11.  Slanger,  A.:  J New  Drugs  2:215  (Jul.-Aug.)  1962. 

12.  Barman,  M.  L.,  and  Larson,  R.  K. : Amer  J Med 
Sci  246:325  (Sept.)  1963.  13.  Shutkin,  M.  W.:  Amer  J 
Gastroent  38:682  (Dec.)  1962.  14.  Fleshier,  B.:  J New 
Drugs  2:211  (Jul.-Aug.)  1962.  A.  H.  ROBINS  CO.,  INC. 

Richmond,  Virginia 
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greater  potency 

lower  mg  Intake  per  day 

600  mg  versus  1,000  mg 


in  G.U.  infections 
broad-spectrum  performance 


high  activity 


1-2  “extra’days  activity 

after  the  last  dose  to  protect  against  relapse 


BECIX>MYCI>f 

DEMETHYLCHLOKTErRACYCLINE 

Effective  in  a wide  range  of  everyday  infections  — respiratory,  urinary  tract  and 
others  — in  the  young  and  aged  — the  acutely  or  chronically  ill— when  the 
offending  organisms  are  tetracycline-sensitive. 

Contraindication  — History  of  hypersensitivity  to  demethylchlortetracycline. 
Warning— in  renal  impairment,  usual  doses  may  lead  to  excessive  systemic 
accumulation  and  liver  toxicity.  Under  such  conditions,  iower  than  usual  doses 
are  indicated  and,  if  therapy  is  prolonged,  serum  level  determinations  may  be 
advisable.  A photodynamic  reaction  to  natural  or  artificial  sunlight  has  been 
observed.  Small  amounts  of  drug  and  short  exposure  may  produce  an  exagger- 
ated sunburn  reaction  which  may  range  from  erythema  to  severe  skin  manifes- 
tations. In  a smaller  proportion,  photoallergic  reactions  have  been  reported. 
Patients  should  avoid  direct  exposure  to  sunlight  and  discontinue  drug  at  the 
first  evidence  of  skin  discomfort. 

Precautions  and  Side  Effects  — Overgrowth  of  nonsusceptible  organisms  may 
occur.  Constant  observation  is  essential.  If  new  infections  appear,  appropriate 
measures  should  be  taken.  Use  of  demethylchlortetracycline  during  tooth  devel- 
opment (last  trimester  of  pregnancy,  neonatal  period  and  early  childhood)  may 
cause  discoloration  of  the  teeth  (yellow-grey-brownish).  This  effect  occurs 
mostly  during  long-term  use  but  has  also  been  observed  in  short  treatment 
courses.  In  infants,  increased  intracranial  pressure  with  bulging  fontanels  has 
been  observed.  All  signs  and  symptoms  have  disappeared  rapidly  upon  cessa- 
tion of  treatment.  Side  reactions  include  glossitis,  stomatitis,  proctitis,  nausea, 
diarrhea,  vaginitis  and  dermatitis.  If  adverse  reaction  or  idiosyncrasy  occurs, 
discontinue  medication  and  institute  appropriate  therapy.  Anaphylactoid  reac- 
tions have  been  reported. 


•n  Q 

— between — ^ 
0 6 


Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Should  be  given  1 
hour  before  or  2 hours  after  meals,  since  absorption  is  impaired  by  the  con- 
comitant administration  of  high  calcium  content  drugs,  foods  and  some  dairy 
products. 

Capsules:  150  mg;  Tablets:  film  coated,  300  mg,  150  mg,  and  75  mg  of  de- 
methylchlortetracycline HCI. 


one  300  mg  Tablet 
mid-morning 


one  300  mg  Tablet 
mid-evening 


It’s  made  for  b.i.d. 


ml, 


4 


I cncDi  c 1 ADnoATDDicc  ^ 


QUESTION: 

ANSWER: 

QUESTION: 

ANSWER: 

QUESTION: 

ANSWER: 

QUESTION: 

ANSWER: 

QUESTION: 

ANSWER: 

QUESTION: 

ANSWER: 

QUESTION: 

ANSWER: 

QUESTION: 

ANSWER: 


Answers  to  Questions  About  Your 
Blue  Shield 

How  will  Blue  Cross-Blue  Shield  members  be  billed  when  one  family  member 
is  under  65  and  the  other  is  over  65? 

Separately,  one  for  regular  Blue  Cross-Blue  Shield,  the  other  for  “Blue  Cross- 
Blue  Shield  65”.  Blue  Cross  and  Blue  Shield  will  make  the  necessary  conversion 
to  provide  all  eligible  dependents  with  continuous  coverage. 

What  happens  to  Blue  Cross-Blue  Shield  members  who  reach  age  65  after  July  1, 

1966? 

If  they  are  direct  pay  members,  a notice  will  be  sent  to  them  with  an  application 
to  transfer  to  “Blue  Cross-Blue  Shield  65”. 

It  is  necessary  for  groups  to  contact  Blue  Cross-Blue  Shield  regarding  their  em- 
ployees or  retires  on  the  group  plan  who  reach  age  65. 

May  persons  who  are  not  Blue  Cross-Blue  Shield  members  who  reach  65  after 
July  1,  1966,  apply  for  “Blue  Cross-Blue  Shield  65”? 

They  may  apply  within  60  days  before  to  30  days  after  reaching  age  65,  and  will 
be  accepted  if  they  meet  health  requirements.  A $2.00  enrollment  fee  will  be 
required. 

Is  there  any  waiting  period  for  Blue  Cross-Blue  Shield  members  transferring  to 
“Blue  Cross  65”? 

No. 

Does  a person  accepted  for  “Blue  Cross-Blue  Shield  65”  who  was  not  already  a 
Blue  Cross-Blue  Shield  member  have  any  waiting  period  for  pre-existing  conditions? 

Yes.  Six  months  from  effective  date  for  pre-existing  conditions  whether  known  or 
unknown  prior  to  effective  date. 

Can  “Blue  Cross-Blue  Shield  65”  be  transferred  from  one  Plan  area  to  another? 

>No.  Each  Plan  will  bill  these  members  regardless  of  the  area  in  which  they  live. 

What  are  the  dues  for  “Blue  Cross-Blue  Shield  65”? 

Rates  are  $5.00  per  month,  per  member.  Nongroup  (direct  pay)  members  will 
pay  quarterly;  group  members  monthly. 

Will  there  be  any  family  contracts  for  Blue  Cross-Blue  Shield  65”? 

No.  To  make  the  adjustment  to  “Blue  Cross-Blue  Shield  65”  a husband  and  a 
wife  must  each  complete  an  application  to  transfer  to  two  single  contracts. 
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A non-profit,  psychiatric  institution,  offering  therapeutic 
milieu,  group  and  individual  psychotherapy,  and  standard 
somatic  treatments.  Limited  day-patient  and  out-patient  serv- 
ices. The  hospital  is  located  in  a 75-acre  park  amid  the 
scenic  beauties  of  the  Smoky  Mountain  Range  of  Western 
North  Carolina,  affording  exceptional  opportunity  for 
physical  and  emotional  rehabilitation. 


Founded  in  1904 

Highland  Hospital,  inc. 

ASHEVILLE,  NORTH  CAROLINA 
Affiliated  with  Duke  University 


Contact:  Medical  Director,  Highland  Hospital,  Asheville, 
N.C.  28801 


MEN’S 

SHOP 


...  in  the 

SOUTHERN  OPTICAL  BUILDING,  640 

S.  4th  St.,  between  Broadway  and  Chestnut . . . 
where  a man  is  king.  In  its 
masculine  surroundings,  you’ll  experience 
the  same  comfort  while  being  fitted 
for  glasses  as  you  do  when  being  fitted 
for  clothes. 


* 


SOUTHERN  OPTICAL  BLDG..  640  S.  4th 
(Midway  between  Broadway  & Chestnut) 
MEDICAL  ARTS  BLDG  . Eastern  Parkway 
ST  MATTHEWS.  Wallace  Center 
MEDICAL  TOWERS  BLOG  , Floyd  & Gray 
CONTACT  LENSES.  640  S.  4th 


Contact  Lens  and  Artificial  Eye  Service  on  Opthamologist's  Prescription  Only 
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The  human  spine  is  not  engineered  for 
prolonged  sitting  at  desks,  pianos,  type- 
writers and  drafting  boards.  The  stresses 
set  up  by  the  heavy,  forward-tilted  head 
and  trunk,  balanced  precariously  on  an 
insufficient  base,  result  in  strain  of  the 
dorsal  musculature,  particularly  at  the 
low  lumbar  level. 

The  unusual  muscle-relaxant  and  anal- 
gesic properties  of  ‘Soma’  make  it  espe- 
cially useful  in  the  treatment  of  low  back 
sprains  and  strains.  ‘Soma’  is  widely 
prescribed  □ to  relieve  pain  □ to  relax 
muscles  □ to  restore  mobility. 

Indications;  ‘Soma’  is  useful  for  management  ol 
muscle  spasm,  pain,  and  stiffness  in  a variety  of 
inflammatory,  traumatic,  and  degenerative  muscu- 
loskeletal conditions.  It  also  may  act  to  normalize 
motor  activity  in  certain  neurologic  disturbances 

Contraindications:  Allergic  or  idiosyncratic  reac- 
tions to  carisoprodol. 

Precautions:  ‘Soma’,  like  other  central  nervous  i 
system  depressants,  should  be  used  \with  cautior 
in  patients  with  known  propensity  for  taking  ex 
cessive  quantities  of  drugs  and  in  patients  witt 
known  sensitivity  to  compounds  of  similar  chemi 
cal  structure,  e.g.,  meprobamate. 

Side  Effects:  The  only  side  effect  reported  with  anj 
frequency  is  sleepiness,  usually  on  higher  thar 
recommended  doses.  An  occasional  patient  ma; 
not  tolerate  carisoprodol  because  of  an  individua 
reaction,  such  as  a sensation  of  weakness.  Othe 
rarely  observed  reactions  have  included  dizziness 
ataxia,  tremor,  agitation,  irritability,  headache,  in 
crease  in  eosinophil  count,  flushing  of  face,  am 
gastrointestinal  symptoms. 

One  instance  each  of  pancytopenia  and  leukc 
penia,  occurring  when  carisoprodol  was  admir 
istered  with  other  drugs,  has  been  reported,  as  ha 
an  instance  of  fixed  drug  eruption  with  carisoprodc 
and  subsequent  cross  reaction  to  meprobamate 
Rare  allergic  reactions,  usually  mild,  have  include 
one  case  each  of  anaphylactoid  reaction  with  mil 
shock  and  angioneurotic  edema  with  respirator 
difficulty,  both  reversed  with  appropriate  therap; 

In  cases  of  allergic  or  hypersensitivity  reaction:, 
carisoprodol  should  be  discontinued  and  appropr 
ate  therapy  initiated.  Suicidal  attempts  may  prr 
duce  coma  and/or  mild  shock  and  respirator 
depression. 

Dosage:  Usual  adult  dose  is  one  350  mg.  tablf 
three  times  daily  and  at  bedtime. 

Supplied:  Two  Strengths:  350  mg.  white  table’ 
and  250  mg.  orange,  two-piece  capsules. 

Before  prescribing,  consult  package  circular. 

for  the  relief  i 
of  low  back 
sprains  and  straini 

SOMA 

(CARISOPRODOL 


Wallace  Laboratories,  Cranbury,  NJ 


brings 
peace  to  the 
hyperactive 
colon 


CANTIL 

(mepenzolate  bromide) 


helps  restore  normal  motility  and  tone 


“In  40  of  44  cases  of  irritable  or  spastic 
colon,  Cantil  [mepenzolate  bromide]  or 
Cantil  with  Phenobarbital  reduced  or 
abolished  abdominal  pain,  diarrhea  and 
distention  and  promoted  restoration 
of  normal  bowel  function  ...  Cantil 
[mepenzolate  bromide]  proved  to  be 
singularly  free  of  anticholinergic  side- 
effects  . . . Urinary  retention,  noted  in 
two  cases  was  eliminated  in  one  by  re- 
ducing dosage."’ 


LAKESIDE 


IN  BRIEF:  One  or  two  tablets  three  times  a day  and  one  or 
two  at  bedtime  usually  provide  prompt  relief.  Cantil  with  Phe- 
nobarbital may  be  prescribed  if  sedation  is  required. 

Dryness  of  the  mouth  or  blurring  of  vision  may  occur  but  it  is 
usually  mild  and  transitory.  Urinary  retention  is  rare.  Caution 
should  be  observed  in  prostatic  hypertrophy— withhold  in  glau- 
coma. Cantil  with  Phenobarbital  is  contraindicated  in  patients 
sensitive  to  phenobarbital. 

Supplied:  CANTIL  (mepenzolate  bromide)— 25  mg.  per  scored 
tablet.  Bottles  of  100  and  250.  CANTIL  with  PHENCBARBITAL 
—containing  in  each  scored  tablet  16  mg.  phenobarbital  (warn- 
ing; may  be  habit  forming)  and  25  mg.  mepenzolate  bromide. 
Bottles  of  100  and  250. 

1.  RIese,  J.  A.:  Amer,  J.  Gastroent.  23:541  (Nov.)  1957 
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PRODUCTS 
FOR  PATIENTS 
YOU  SEE 
EVERY  DAY 
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DACTILASE® 

Each  tablet  contains: 

Dactil®  (piperidolate  hydrochloride),  50  mg.; 
Standardized  cellulolytic*  enzyme,  2 mg.; 
Standardized  amylolytic  enzyme,  15  mg,; 
Standardized  proteolytic  enzyme,  10  mg.; 
Pancreatin  3X**  (source  of  lipolytic  activity), 

100  mg.;  Taurocholic  acid,  15  mg. 

*Need  in  human  nutrition  not  established. 

••As  acid  resistant  granules  equivalent  In  activity  to  300  mg.  Pancreatin  N.F» 


WHEN 
STOMACHS 
ARE  ALL 
BUTTERFLIES 


In  chronic  or  acute  indigestion,  fluttery, 
gassy  stomachs  obtain  prompt,  gratifying 
relief  through  the  antispasmodic,  surface 
anesthetic  and  enzymatic  activity  of 
Dactilase.  Dactilase  decreases  hypermotility 
and  pain  and  reduces  the  production  of 
gas.  Dactilase  does  not  induce  stasis,  but 
helps  restore  normal  tone.  It  has  little  or  no 
effect  on  enzyme  secretions,  but  adds 
enzymes,  thus  contributing  to  the  digestive 
efficiency  of  the  patient. 

Side  Effects  and  Contraindications: 

Dactilase  is  almost  entirely  free  of  side 
effects.  However,  it  should  be  withheld 
in  glaucoma  and  in  jaundice  due  to 
complete  biliary  obstruction. 

Administration  and  Dosage:  One  tablet 
with,  or  immediately  following,  each  meal. 
Tablets  should  be  swallowed  whole. 

Supplied:  Bottles  of  60  and  250. 
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For  cold  hands  and  feet,  nothing 
beats  hot  stoves— but  they  are 
awkward  to  carry  around.  Now 
Gerilid,  in  good-tasting  take-along 
chewable  tablets  can  provide 
rapid  vasodilation  of  peripheral 
circulation,  bringing  real  warmth 
to  the  extremities  and  decreasing 
sensitivity  to  sudden  temperature 
change.  Patients  like  Gerilid  and 
know  they  are  getting  relief. 


GERILID 


Each  chewable  tablet  contains: 
nicotinic  acid  (niacin)  75  mg.  and 
aminoacetic  acid  (glycine)  750  mg. 

Administration  and  Dosage:  One  or  two 
chewable  tablets  3 times  a day  before 
meals.  If  flushing  is  objectionable,  dosage 
may  be  lowered.  However,  tolerance  to 
flushing  usually  develops  without  loss  of 
efficacy  in  regard  to  vasodilation.  The 
recommended  dosage  should  not 
be  exceeded. 

Side  effects:  Occasional  lightheadedness 
or  transient  itching  which  may  disappear 
with  continued  use.  There  are  no  known 
contraindications;  however,  caution  is 
advised  when  there  is  a concomitant 
administration  of  a coronary  vasodilator. 

Supplied : Packages  of  50  chewable  tablets. 

Also  available  in  liquid  form  as 
Geriliquid®,  in  bottles  of  8 and  16  ounces. 
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In  fact,  there's  as  much  iron. ..250  mg. 

...in  a 5 cc.  ampul  of  Imferon  (iron  dextran 
injection)  as  in  a pint  of  whole  blood. 

When  iron  deficient  patients  are  intolerant 
of  oral  iron. ..or  orally  administered  iron 
proves  ineffective  or  impractical .. .or  if 
the  patient  cannot  be  relied  upon  to  take  oral 
iron  as  prescribed,  Imferon  (iron  dextran 
injection)  dependably  increases  hemoglobin 
and  rapidly  replenishes  iron  reserves. 


WHAT’S  THE 

COMMON 

DENOMINATOR? 


. . IRON 


IMFERON® 

(iron  dextran  injection) 

IN  BRIEF:  ACTION  AND  USES;  A single  dose  of  Imferon 
(Iron  dextran  injection)  will  measurably  begin  to  raise  hemo- 
globin and  a complete  course  of  therapy  will  effectively  rebuild 
iron  reserves.  The  drug  is  indicated  only  for  specifically- 
diagnosed  cases  of  iron  deficiency  anemia  and  then  only  when 
oral  administration  of  iron  is  ineffective  or  impractical.  Such 
iron  deficiency  may  include:  patients  in  the  last  trimester  of 
pregnancy;  patients  with  gastrointestinal  disease  or  those  re- 
covering from  gastrointestinal  surgery;  patients  with  chronic 
bleeding  with  continual  and  extensive  iron  losses  not  rapidly 
replenishable  with  oral  iron;  patients  intolerant  of  blood  trans- 
fusion as  a source  of  iron;  infants  with  hypochromic  anemia: 
patients  who  cannot  be  relied  upon  to  take  oral  iron. 
COMPOSITION:  Imferon  (iron  dextran  injection)  is  a well- 
tolerated  solution  of  iron  dextran  complex  providing  an  equiva- 
lent of  50  mg.  in  each  cc.  The  solution  contains  0.9%  sodium 
chloride  and  has  a pH  of  5.2-6.0.  The  10  cc.  vial  contains  0.5% 
phenol  as  a preservative. 

ADMINISTRATION  AND  DOSAGE:  Dosage,  based  upon 
body  weight  and  Gm.  Hb/100  cc.  of  blood,  ranges  from  0.5  cc. 
in  infants  to  5.0  cc.  in  adults,  daily,  every  other  day,  or  weekly. 
Initial  test  doses  are  advisable.  The  total  iron  requirement  for 
the  individual  patient  is  readily  obtainable  from  the  dosage 
chart  in  the  package  insert.  Deep  intramuscular  injection  in 
the  upper  outer  quadrant  of  the  buttock,  using  a Z-track 
technique,  (with  displacement  of  the  skin  laterally  prior  to 
injection),  insures  absorption  and  will  help  avoid  staining  of 
the  skin.  A 2-inch  needle  is  recommended  for  the  adult  of 
average  size. 

SIDE  EFFECTS;  Local  and  systemic  side  effects  are  few. 
Staining  of  the  skin  may  occur.  Excessive  dosage,  beyond  the 
calculated  need,  may  cause  hemosiderosis.  Although  allergic 
or  anaphylatoid  reactions  are  not  common,  occasional  severe 
reactions  have  been  observed,  including  three  fatal  reactions 
which  may  have  been  due  to  Imferon  (iron  dextran  injection). 
Urticaria,  arthralgia,  lymphadenopathy,  nausea,  headache  and 
fever  have  occasionally  been  reported. 

PRECAUTIONS;  If  sensitivity  to  test  doses  is  manifested,  the 
drug  should  not  be  given.  Imferon  (iron  dextran  injection)  must 
be  administered  by  deep  intramuscular  injection  only.  Inject 
only  in  the  upper  outer  quadrant  of  the  buttock,  not  in  the  arm 
or  other  exposed  area. 

CONTRAINDICATIONS:  Imferon  (iron  dextran  injection)  is 
contraindicated  in  patients  sensitive  to  iron  dextran  complex. 
Since  its  use  is  intended  for  the  treatment  of  iron  deficiency 
anemia  only  it  is  contraindicated  in  other  anemias. 
CARCINOGENICITY  POTENTIAL;  Using  relatively  massive 
doses.  Imferon  (iron  dextran  injection)  has  been  shown  to 
produce  sarcoma  in  rats,  mice  and  rabbits  and  possibly  in 
hamsters,  but  not  in  guinea  pigs.  The  risk  of  carcinogenesis, 
if  any  in  man,  following  recommended  therapy  with  Imferon 
(iron  dextran  injection)  appears  to  be  extremely  small. 
SUPPLIED:  2 cc.  ampuls,  boxes  of  10;  5 cc.  ampuls,  boxes 
of  4;  10  cc.  multiple  dose  vials. 
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METAHYDRIN  (trichlormethiazide) 
is  prescribed  by  physicians  because  it 
not  only  approximates  the  diuretic 
efficacy  of  parenteral  meralluride 
injection  , . . but,  it  is  the  least  expensive 
of  all  "brand-name”  thiazides.  Therefore, 
when  you  prescribe  METAHYDRIN 
(trichlormethiazide)  your  patients  receive 
the  thiazide  diuretic  that  removes  a little 
more  salt  and  water  than  earlier 
thiazides,  with  relatively  less  loss  of 
potassium  . . . and,  it's  therapy  they  can 
more  easily  afford  . . . only  pennies  a day. 


SAVES 

LIVES 

SAVES 

MONEY 

WASTES 

WATER 


METAHYDRIN* 

(trichlormethiazide) 

oral  diuretic 

Dosage:  One  2 or  4 mg.  tablet 
once  or  twice  daily. 

Precautions:  As  with  all  effective 
diuretics,  vigorous  therapy  may  produce 
electrolyte  depletion.  Patients  with 
severely  reduced  renal  function  should 
be  observed  carefully  since  thiazides 
may  be  contraindicated.  Care  should 
be  taken  with  patients  predisposed  to 
diabetes  or  gout.  Patients  with  a 
tendency  to  potassium  deficiency,  as  in 
hepatic  cirrhosis  or  diarrheal  syndromes, 
or  those  under  therapy  with  digitalis, 

ACTH,  or  certain  adrenal  steroids,  also 
should  be  watched  carefully. 

Side  Effects:  Nausea,  flushing, 
constipation,  skin  rash,  muscle  cramps 
and  gastric  discomfort  have  occasionally 
been  noted;  rarely  thrombocytopenia 
and  bone  marrow  depression, 
photosensitivity,  cholestatic  jaundice, 
pancreatitis,  perimacular  edema,  gout 
and  diabetes  have  been  caused  by 
the  administration  of  thiazides. 
Contraindications:  Complete  renal 
shutdown;  rising  azotemia  or 
development  of  hyperkalemia  or 
acidosis  in  severe  renal  disease; 
demonstrated  hypersensitivity. 

How  Supplied:  Bottles  of  100  and 
1000  tablets. 
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Metatensin  lowers  blood  pressure  and 
keeps  it  low— effectively  and 
economically.  It  combines  reserpine 
with  trichiormethiazide  which  affords 
more  potent  saiuresis  with  iess  loss  of 
potassium  than  from  eariier  thiazides. 
Reserpine  contributes  antihypertensive 
effect  by  reiieving  anxiety  and  tension. 
Metatensin  is  weli-tolerated  over  iong 
periods;  with  its  effectiveness  and 
economy  it  assures  antihypertensive 
therapy  you  and  your  patients 
can  stay  with. 


BRING  IT  DOWN 
AND 

KEEP  IT  DOWN 


METATENSIN’ 

Each  scored  tablet  contains: 

METAHYDRiN®  (trichiormethiazide) 

2 mg.  or  4 mg.  and 
Reserpine  0.1  mg. 

Usual  adult  dose:  One  tablet  twice 
daily.  Precautions  and  side  effects: 

Patients  with  hepatic  cirrhosis  or 
diarrheal  syndromes,  or  under  therapy 
with  digitalis,  ACTH,  or  potassium-losing 
steroids,  should  be  observed  for  signs 
of  hypokaiemia.  With  thiazides, 
electrolyte  depletion,  diabetes,  gout, 
granulopenia,  nausea,  pancreatitis, 
cholestatic  jaundice,  fiushing,  miid 
muscle  cramps,  constipation, 
photosensitivity,  acute  myopia, 
perimacular  edema,  paresthesias, 
neonatal  bone  marrow  depression  in 
infants  of  mothers  who  received 
thiazides  during  pregnancy,  skin  rash 
or  purpura  with  or  without 
thrombocytopenia,  may  occur.  With 
reserpine,  untoward  effects  may  include 
depression,  peptic  ulcer  and  bronchial 
asthma.  Withdraw  medication  at  least 
7 days  prior  to  electroshock  therapy, 

2 weeks  prior  to  elective  surgery. 

Contraindications:  Compiete  renal 
shutdown,  rising  azotemia  or  development 
of  hyperkalemia  or  acidosis  in  severe 
renal  disease. 

Supplied:  Metatensin  tablets,  2 mg., 

4 mg.— bottles  of  100  and  1000. 
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When  depressed  patients  say: 

<5^ 

"1  can’t  sleep  at  night" 

"I’m  tired  all  day  long” 

NORPRAMIN^ 

(desipramine  hydrochloride) 


non-sedating  - rapid-acting 
ANTI DEPR  ESSANT 


helps  restore  normal  patterns  of  sleep  and  activity 


Norpramin  (desipramine  hydrochloride) 
often  reverses  the  signs  and  symptoms 
of  depression  including  sleep  disturb- 
ances feeling  of  sadness,  guilt,  anxiety, 
worthlessness  and  bodily  complaints 
without  physical  basis.  In  2-5  days  most 
patients  become  more  hopeful,  active  and 
less  weighed  down  by  their  problems. 


Norpramin  (desipramine  hydrochloride) 
has  only  slight  sedative  qualities,  never- 
theless sleep  disturbances  and  restless- 
ness are  relieved  as  depression  is  lifted. 
If  anxiety  or  tension  develop  or  persist  a 
tranquilizer  may  be  added  or  dosage 
reduced.  Side  effects  are  usually  mild, 
occurring  in  about  1 of  4 patients. 


Indications:  In  moderate  to  severe  depression— neurotic  or  psychotic.  Dosage:  Optimal  results  are 
obtained  at  a dosage  of  two  25  mg.  tablets  t.i.d.  (150  mg. /day).  Contraindications  and  Precautions:  Glau- 
coma, urethral  or  ureteral  spasm,  recent  myocardial  infarction,  severe  coronary  heart  disease  and  epilepsy. 
Should  not  be  given  within  two  weeks  of  an  MAO  inhibitor.  Safety  in  human  pregnancy  has  not  been 
established.  Adverse  Effects:  Usually  mild,  may  include:  dry  mouth,  constipation,  dizziness,  palpitation, 
delayed  urination,  “bad  taste”,  sensory  illusion,  tinnitus,  agitation  and  stimulation,  sweating,  drowsiness, 
headache,  orthostatic  hypotension,  flushing,  nausea,  cramps,  weakness,  blurred  vision  and  mydriasis, 
rash,  allergy,  transient  eosinophilia,  granulopenia,  altered  liver  function,  ataxia  and  extrapyramidal  signs. 
Supplied:  Norpramin  (desipramine  hydrochloride)  tablets  of  25  mg.,  in  bottles  of  50,  500  and  1000. 
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In  colicky  infants  Pediatric  Piptal  with 
Phenobarbitai  slows  down  spasm,  diminishes 
pain  and  crying  and  improves  feeding  pat- 
terns. It  permits  sleep  and  rest  for  patient  and 
family.  The  less  than  hypnotic  amount  of 
phenobarbitai  in  the  recommended  dose 
affords  a mild,  calming  action  and  enhances 
the  antispasmodic  action  of  Piptal  (pipenzo- 
late  bromide).  The  latter  drug,  as  reported  in 
the  medical  literature,  has  a favorable  ratio  of 
effectiveness  to  side-effects  which  is  unusual 
in  anticholinergics  and  thus  is  particularly 
appropriate  to  pediatric  use. 


QUIETS  PHONES 
QUIETS  PARENTS 
QUIETS  COLIC 


PEDIATRIC  PIPTAL® 

WITH 

PHENOBARBITAL 

each  cc.  contains  6 mg.  phenobarbitai  (warning;  may 
be  habit  forming);  4 mg.  Piptal®  (pipenzolate  bromide), 
and  20%  alcohol. 


Pleasant-tasting  Pediatric  Piptal  with 
Phenobarbitai  is  miscible  in  milk,  formulas 
and  fruit  juices,  and  may  also  be  given  by 
dropper  directly  on  the  infant’s  tongue.  Dos- 
age is  0.5  cc.  15  minutes  before  feeding;  in 
severe  cases,  1.0  cc.  four  times  daily.  High 
doses  may  occasionally  cause  constipation 
with  tenesmus  and,  rarely,  flushing  without 
fever.  It  is  contraindicated  in  bowel  obstruc- 
tion or  sensitivity  to  phenobarbitai  or  anti- 
cholinergics. Available  in  30  cc.  dropper 
bottles,  droppers  calibrated  to  deliver  0.5  cc. 
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folMiil 

infection 


B and  C vitamins  are  therapy:  STRESSCAPS  B and  C vitamins  in  thera- 
peutic amounts . . . help  the  body  mobilize  defenses  during  convalescence . . . aid 
response  to  primary  therapy.  The  patient  with  a severe  infection,  and  many 
others  undergoing  physiologic  stress,  may  benefit  from  STRESSCAPS  capsules. 


S(resscaps* 

Stress  Formula  Vitamins  Lederle  JIL 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  Ne\w  York 


Each  capsule  contains: 

Vitamin  B,  (as  Thiamine  Mononitrate)  10  mg 
Vitamin  Bj  (Riboflavin)  10  mg 

Vitamin  B»  (Pyridoxine  HCI)  2 mg 

Vitamin  B,,  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 

Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decoralive  “reminder" 
jars  of  30  and  100;  bottles  of  500. 
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DORSEY 


A journal  within  a journal  published  quarterly  in  the  interests 
of  better  medicine  by  Dorsey  Laboratories,  a division  of  The 
Wander  Company,  Lincoln,  Nebraska.  Address  communica- 
tions to  Raymond  C.  Pogge,  M.  D.,  Director  of  Medicine. 


this  issue:  emergency  anesthesia  and  the  common  cold 


When  emergency  anesthesia  is 

complicated  by  the  common  cold 

Barry  Belonsky,  M.D.,  F.A.C.A. 

Staff  Anesthesiologist,  Hospital  of  The  Albert  Einstein  College  of  Medicine,  New  York  City 


Hledical  facilities  are  often 
presented  with  unfamiliar 
patients  who  have  un- 
known health  histories. 
This  is  particularly  true  in 
emergency  situations  that 
arise  due  to  accidents  or 
acute  illnesses.  These  cases 
may  need  prompt  care  re- 
quiring anesthesia,  and  if  they  involve  colds,  nasal 
allergies  or  other  upper  respiratory  infections,  can 
account  for  many  complications  which  make  up  a 
major  hazard  during  emergency  anesthesia. 


Administration  of  general  anesthesia  to  a patient 
with  a cold  or  upper  respiratory  infection  is  a haz- 
ardous undertaking.  It  should  be  avoided  if  at  all 
possible.  Indeed,  the  presence  of  U.R.I.  is  good  rea- 
son for  postponement  of  elective  surgery.'  In  emer- 
gency surgery,  regional  or  local  block  should  be 
considered,  but  if  general  anesthesia  is  mandatory, 
it  should  be  approached  with  utmost  caution. 

Since  the  attitude  of  "emergency  surgery  — hurry” 
has  been  replaced  by  "emergency  surgery  — watch 
out”,^  a knowledge  of  the  complications  is  a great 
help  in  preventing  them.  Here  is  a brief  outline  of 
the  problems  involved  and  their  treatment.  Preven- 
tion of  the  complications  is  discussed  later. 


Complications  during  the  induction  ot  anes- 
thesia Most  of  the  complications  are  a direct  re- 
sult of  secretions  and  some  a result  of  accompanying 
secondary  infection.  For  example,  airway  obstruc- 
tion due  to  excessive  secretions  occurs  very  com- 
monly and  is  the  direct  effect  of  the  cold.  Respiratory 
exchange  may  be  obstructed  at  any  time  during 
anesthesia  because  of  excessive  secretions,  but  is 
most  likely  to  occur  during  induction.  Suction  ap- 
paratus must  be  available  to  overcome  this.^ 

Excess  secretions  which  stimulate  and  irritate  the 
epiglottis  and  vocal  chords  can  cause  laryngeal 
stridor  and  obstruction.  This  can  lead  to  complete 
laryngeal  closure  with  resultant  anoxia  and  death. 


Bronchospasm  and  laryngospasm  can  result  from 
secretions  penetrating  the  bronchi  and  bronchioles. 
In  laryngospasm,  there  are  both  inspiratory  and  ex- 
piratory stridor  and  difficulty  in  inflating  the  chest; 
in  bronchospasm  there  is  an  expiratory  wheeze,  but 
not  as  much  difficulty  in  inflation,  although  some 
resistance  may  be  felt.  Stridor  is  due  to  partial  or 
complete  closure  of  the  vocal  cords  in  spasm  and  the 
"crowing”  sound  is  almost  pathognomonic. 

Secretions  obstruct  the  nasal  airways.  This  produces 
difficulty  in  ventilation  through  the  mouth  until  the 
patient  is  deep  enough  to  place  an  oral  airway.  An 
intravenous  agent  can  be  given  to  facilitate  the  in- 
duction of  anesthesia. 

Difficulties  can  arise  if  intubation  is  performed  to 
ventilate  the  patient.  For  example,  teeth  can  be 
broken  by  too  vigorous  attempts  at  intubation,  or 
the  intubation  itself  may  be  technically  difficult  due 
to  secretions  obstructing  the  view  of  the  glottis.  The 
postoperative  sequelae  of  intubation  ranges  from 
mild  laryngitis  to  pneumonia  with  atelectasis,  and 
are  seen  far  more  commonly  in  patients  suffering 
from  colds  than  in  normal  patients. 


Successive  stages  of  laryngospasm  tvhich  produce  the  char- 
acteristic stridor  or  "crowing”  sound. 


Progression  of 

bronchioles  into  hronchospasm 


Complications  during  the  maintenance  of 

anesthesia  Bronchospasm  can  occur  in  an  un- 
intubated patient  due  to  secretions  entering  the  bron- 
chial tree  from  above,  and  acting  as  an  irritant  to 
the  bronchi  and  bronchioles.  Secretions  accumulate 
quickly  and  the  patient  has  to  be  suctioned  continu- 
ally. The  whole  cycle  of  coughing,  bucking,  laryngo- 
spasm  and  bronchospasm  may  ensue.  The  difficult 
decision  here  is  whether  it  is  better  to  suction  the 
patient  continually  or  to  use  an  endotracheal  tube 
which  protects  the  cords  and  bronchi  but  introduces 
the  risk  of  attendant  complications. 


Postoperative  complications  Postoperatively, 

complications  can  be  more  serious  than  even  the  intra- 
anesthesia complications,  and  occur  much  more  fre- 
quently in  a patient  who  has  been  intubated.'* 

Sore  throat  and  pharyngitis  can  result  both  from  the 
preoperative  upper  respiratory  infection  and  from 
the  drying  of  the  mucous  membranes  which  occurs 
during  anesthesia. 


Tracheitis  and  bronchitis  often  result  from  secre- 
tions trickling  down  the  tracheobronchial  tree. 

Laryngitis  is  frequently  seen  in  patients  with  upper 
respiratory  infections  who  have  been  intubated. 
There  is  a significant  increase  in  the  incidence  of 
laryngitis  compared  to  that  in  patients  without  up- 
per respiratory  infections. 

Subglottic  edema  is  a condition  which  occurs  mainly 
in  children  who  have  been  intubated.  This  pathol- 
ogy results  from  an  exudate  developing  in  the  areo- 
lar tissue  just  below  the  cords.  Because  of  the  small 
size  of  the  child’s  trachea,  even  a 1 mm  increase  in 


size  of  the  mucous  membrane  can  severely  impair 
the  air  passage.  Children  exhibit  this  by  severe  ex- 
piratory stridor  and  may  even  become  cyanotic.  This 
may  so  severely  embarrass  the  child’s  breathing  that 
it  must  be  treated  vigorously.  Most  authorities  agree 
on  the  treatmenC’^’^’®  consisting  of  a high  oxygen 
concentration  in  the  inspired  air  (60%),  plus  high 
humidity  (close  to  100%).  Adequate  parenteral 
fluid  intake  and  slight  cooling  of  the  body  tempera- 
ture (by  a cooled  oxygen  tent)  also  help  in  mild  cases. 
In  severe  cases,  there  may  be  hypoxia  which  in- 
creases the  restlessness  and  the  oxygen  demand  rises. 
Sedation  is  often  necessary,  although  concomitant 
depression  of  the  respiratory  center  is  undesirable. 
An  antihistaminic  accomplishes  this  purpose  well, 
and  adds  sedation.  Since  there  is  always  a possibility 
that  an  allergic  response  plays  a role  in  edema,  some 
relief  of  the  respiratory  distress  may  occur.  Steroids 
should  be  used  to  control  inflammatory  and  allergic 
phenomena  and  swelling.  If  all  this  fails,  and  the 
patient  is  still  restless  and  hypoxic,  a tracheostomy 
should  be  performed  immediately. 

(concluded  on  following  page) 


Open  noses  ail  the  way  I 


Your  patient  can  breathe  easily,  flying  from  New  York  to 
Rome,  on  just  one  Triaminic  timed -release  tablet. 

One  tablet  goes  a long  way.  For  24  hour  relief  of  nasal 
congestion  and  postnasal  drip  due  to  sinusitis,  colds  and 
respiratory  allergies  — simply  prescribe  one  Triaminic 
timed-release  tablet,  swallowed  whole,  in  morning,  mid- 
afternoon and  at  bedtime. 


Side  Effects:  Occasional  drowsiness,  blurred  vision,  car- 
diac palpitations,  flushing,  dizziness,  nervousness,  or 
gastrointestinal  upsets.  Precautions:  The  patient  should 
be  advised  not  to  drive  a car  or  operate  dangerous  ma- 
chinery if  drowsiness  occurs.  Use  with  caution  in  pa- 
tients with  hypertension,  heart  disease,  diabetes  or 
thyrotoxicosis. 


EachTriaminic' 


timed-release  tablet  contains . . . 


Phenylpropanolamine  hydrochloride  50  mg. 

Pheniramine  maleate 25  mg. 

Pyrilamine  maleate 25  mg. 


(Advertisement) 


come  more  watery  under  humidification,  clear  more 
thoroughly  preoperatively  and  are  more  easily  suc- 
tioned from  the  airway  during  anesthesia. 

Give  intravenous  fluids  to  those  patients  who  appear 
dehydrated  due  to  a cold.  In  a well  hydrated  patient 
the  respiratory  tract  secretions  are  less  viscid  and 
more  watery.  This  is  particularly  true  in  asthmatics. 

Summary:  Administration  of  emergency  anesthe- 
sia to  a patient  with  a cold  or  upper  respiratory  in- 
fection can  lead  to  a chain  of  events  that  may  result 
in  increased  postoperative  morbidity  and  even  death. 
This  is  because  of  the  excess  secretions  formed  in 
these  conditions.  Preoperative  measures  to  prevent 
or  reduce  these  secretions  should  be  undertaken  and 
will  result  in  smoother  and  safer  anesthesia. 


Cross  section  of  trachea  showing  subglottic  edema  and 
lumen  reduction  due  to  mucous  membrane  congestion. 

Fneumonta  may  also  follow  anesthesia  administered 
to  a patient  with  a cold.  This  can  be  caused  by  accu- 
mulated secretions  becoming  secondarily  infected 
and  causing  consolidation  of  the  lung.  Atelectasis 
of  the  lung  can  result  if  one  of  the  bronchioles  be- 
comes plugged  by  secretions,  preventing  aeration  of 
the  distal  part  of  that  lung.  This  is  seen  more  fre- 
quently following  upper  respiratory  infection  be- 
cause dry  anesthetic  gases  aggravate  the  infection, 
causing  secretions  to  change  from  watery  to  thick 
and  viscid,  and  consequently  difficult  to  suction. 
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Prevention  of  complications  The  first  rule  to 

prevent  complications,  of  course,  is  to  use  a regional 
or  local  anesthesia  whenever  possible.  But  when 
emergency  surgery  is  a must,  in  spite  of  the  presence 
of  a cold,  allergy,  or  upper  respiratory  infection, 
here  are  some  ways  to  prevent  complications. 

Give  nose  drops  preoperatively.  This  can  help  shrink 
the  congested  nasal  mucous  membranes  and  reduce 
secretions  for  better  air  passage.  (Results  of  this 
method  are  sometimes  unsatisfactory  because  of  the 
short  duration  of  effect  or  rebound  congestion.)  For 
longer  effect,  oral  antihistamines  with  nasal  decon- 
gestants are  often  given  to  provide  and  maintain  a 
drying  effect  on  secretions. 

To  clear  the  tracheobronchial  tree,  instruct  the  pa- 
tient to  cough  preoperatively.  Cold  steam  or  water 
nebulizers  effectively  humidify  the  nasal,  pharyn- 
geal and  bronchial  passages  and  often  make  the 
patient  more  comfortable.  Tenacious  secretions  be- 


An expectorant  that  makes  coughs  count  by  in- 
creasing respiratory  tract  fluid  nearly  200%— 
plus  an  oral  decongestant  to  relieve  a probable 
cause  of  cough,  postnasal  drip.  Your  patients 
receive  these  benefits  when  you  prescribe . . . 

Tridminic^  Expectorant 


Each  teaspoonful  (5  ml.)  contains: 
Phenylpropanolamine  hydrochloride  12.5  mg. 

Pheniramine  maleate 6.25  mg. 

Pyrilamine  maleate  6.25  mg. 

Glyceryl  guaiacolate  100  mg. 

Alcohol  5% 


Dosage:  Adults— 2 teaspoonfuls;  Children  6 to 
12  years— 1 tsp.;  Children  1 to  6 years— % tsp. 
Administer  every  four  hours.  Side  effects:  Occa- 
sional drowsiness,  blurred  vision,  cardiac  palpi- 
tations, flushing,  dizziness,  nervousness,  or 
gastrointestinal  upsets.  Precautions:  The  pa- 
tient should  be  advised  not  to  drive  a car  or  oper- 
ate dangerous  machinery  if  drowsiness  occurs. 
Use  with  caution  in  patients  with  hypertension, 
heart  disease,  diabetes  or  thyrotoxicosis. 
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new  from  Ames 
5 basic  uro-analytical 
facts  in  30  seconds 


Labstix- 

BRAND  REAGENT  STRIPS 

...broadest  urine  screening  possible  from 
a single  reagent  strip 

Urine  test  results  with  Labstix  Reagent  Strips  can  represent 
significant  guides  to  differential  diagnosis  or  therapy  in  many 
conditions.  An  unexpected  “positive”  may  enable  you  to  detect 
hidden  pathology  — long  before  more  recognizable  symptoms 
become  evident.  Negative  results,  which  permit  you  to  rule  out 
abnormalities  in  a broad  clinical  range,  can  serve  as  baseline 
values  for  reference  in  future  examinations.  The  5 colorimetric 
test  areas  encompassed  on  Labstix  Reagent  Strips  are: 

pH  — values  are  read  numerically  in  the  essential  range 
of  pH  5 to  pH  9. 

Protein— results  are  read  either  in  the  “plus”  system  or  in 
mg.  % in  amounts  approximating  “trace,”  30, 100,  300,  and  over 
1000  mg.  %. 

Glucose  - provides  a “Yes-or-No”  answer  for  urine  “sugar  spill.” 

Ketones- detects  ketone  bodies  in  urine  — both  acetoacetic 
acid  and  acetone.  Reacts  with  as  little  as  5 to  10  mg.  % 
of  acetoacetic  acid. 

Occult  Blood  — specific  test  for  intact  red  cells,  hemoglobin  or 
myoglobin.  Results  are  read  as  negative,  small,  moderate  or  large 
amounts. 

Now  a Clear  Reagent  Strip  of  Firm  Construction 
...facilitates  handling  during  testing  procedure.  Excellent  color 
contrast  made  possible  by  the  clear  plastic  strip,  together  with  the 
clearly  defined  color  charts  provided,  permits  precise,  reproducible 
colorimetric  readings  in  all  5 test  areas.  A more  definitive  inter- 
pretation of  uro-analytical  facts  is  made  possible. 

Available:  Labstix  Reagent  Strips,  bottles  of  100 
are  supplied  with  each  bottle). 


Ames  Company,  Inc.,  Elkhart,  Indiana 
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when  anxiety 
is  part  of  the 

clinical  picture 


Librium 

(chlordiazepoxide  HCl) 


Before  prescribing,  please  consult  complete  product  information,  a summary  of  which  follows: 
Contraindications:  Patients  with  known  hypersensitivity  to  the  drug. 


Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants. 
Warn  against  hazardous  occupations  requiring  complete  mental  alertness.  Use  caution  in  adminis- 
tering to  addiction-prone  patients  or  those  who  might  increase  dosage;  withdrawal  symptoms 
(including  convulsions),  following  discontinuation  of  the  drug  and  similar  to  those  seen  with 
barbiturates,  have  been  reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women  of  child- 
bearing age  requires  that  its  potential  benefits  be  weighed  against  its  possible  hazards. 


Precautions:  In  elderly  and  debilitated  and  in  children  over  five,  limit  dosage  to  smallest  effective 
amount,  increasing  gradually  as  needed  and  tolerated.  In  general,  concomitant  use  with  other 
psychotropics  is  not  recommended.  Paradoxical  reactions  have  been  reported  in  psychiatric  patients 
and  hyperactive  aggressive  children.  Variable  effects  on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral  anticoagulants;  causal  relationship  has  not  been 
established  clinically.  Observe  usual  precautions  in  presence  of  impaired  renal  or  hepatic  function, 
impending  depression  and  suicidal  tendencies. 

Adverse  reactions:  Drowsiness,  ataxia  and  confusion  may  occur,  especially  in  elderly  and  debilitated. 
These  are  reversible  in  most  instances  by  proper  dosage  adjustment,  but  are  also  occasionally 
observed  at  the  lower  dosage  ranges.  Syncope  occurs  rarely.  Also  encountered  are  isolated  instances 
of  skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea  and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased  libido  — all  infrequent  and  generally  controlled  with  dosage 
reduction;  changes  in  EEC  patterns  (low-voltage  fast  activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranulocytosis,  jaundice  and  hepatic  dysfunction)  may  develop 
occasionally,  making  periodic  blood  counts  and  liver-function  tests  advisable  during  protracted 
therapy.  Individual  maintenance  dosages  should  be  determined. 


Dosage:  Ora/  — Adults:  Mild  to  moderate  anxiety  and  tension,  5 or  10  mg  t.i.d.  or  q.i.d.; 
severe  states,  20  or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to  q.i.d. 
Supplied:  Capsules,  5 mg,  10  mg  and  25  mg  — bottles  of  50. 

Roche  Laboratories  • Division  of  Hoffmann-La  Roche  Inc  • IMutley,  N.J.  07110 
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color,  shape, 
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Benadryr 

(diphenhydramine 

hydrochloride) 

PARKE-DAVIS 

for  control  of 
allergic  symptoms 
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Whether  the  allergen  is  red  and  round,  or  unseen 
and  unknown,  BENADRYL  provides  relief  of 
symptomatic  distress  through  its  antihistaminic 
and  antispasmodic  actions.  PRECAUTIONS: 
Persons  who  have  become  drowsy  on  this  or 
other  antihistamine-containing  drugs,  or  whose 
tolerance  is  not  known,  should  not  drive  vehicles 
or  engage  in  other  activities  requiring  keen 
response  while  using  this  product.  Hypnotics, 
sedatives,  or  tranquilizers  if  used  with 
BENADRYL  should  be  prescribed  with  caution 


because  of  possible  additive  effect.  Diphenhy- 
dramine has  an  atropine-like  action  which  should 
be  considered  when  prescribing  BENADRYL. 

SIDE  EFFECTS:  Side  reactions,  commonly  asso- 
ciated with  antihistaminic  therapy  and  generally 
mild,  may  affect  the  nervous,  gastrointestinal,  and 
cardiovascular  systems.  Most  frequent  reactions 
are  drowsiness,  dizziness,  dryness  of  the  mouth, 
nausea,  and  nervousness.  BENADRYL  is  available 
in  Kapseals®  of  50  mg.  and  Capsules  of  25  mg.  ooees 
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When  the  stagnant  sinus 
must  be  drained... 


In  the  common  cold,  Neo-Synephrine  is  unsur- 
passed for  reducing  nasal  turgescence.  It  stops 
the  stuffy  feeling  at  once.  It  opens  sinus  ostia  to 
re-establish  drainage  and  lessen  the  chance  of 
sinusitis.  With  Neo-Synephrine,  in  the  concentra- 
tions most  commoniy  used,  decongestion  lasts 
long  enough  for  extended  breathing  comfort, 
without  endangering  delicate  respiratory  tissue. 
Systemic  side  effects  are  virtually  unknown. 
There  is  littie  rebound  tendency. 


Winthrop  Laboratories,  New  York,  N.Y.  10016 


l/j^nthrop 


Brand  of  phenylephrine  hydrochloride 


is  available  in  a variety  of  forms, 
for  all  ages: 

V6®/o  solution  for  infants 

V4®/o  solution  for  children  and  adults 

V4®/o  pediatric  nasal  spray  for  children 

V2®/o  solution  for  adults 

Vj®/o  nasal  spray  for  adults 

Vj®/o  jelly  for  children  and  adults 

1®/o  solution  for  adults  (resistant  cases) 

Also  NTZ®  Solution  or  Spray 
Antihistamine-decongestant 


f 


When 

thiazide 

or 

reserpine 

alone 

won’t 


Establish  and 
maintain  early, 
more  decisive 
control  of 
blood  pressure 


Cryptenamine  1.0  mg.*  Methyclothiazide  2.5  mg.  Reserpine  0.1  mg. 


When  blood  pressure  won’t  stay  down  despite  initial  therapy— 
when  complaints  of  headache,  fatigue  or  dizziness  are  often  voiced— 
it  may  be  time  for  a change  to  Diutensen-R. 

Diutensen-R  is  thiazide  and  reserpine  plus  cryptenamine— a rational, 
comprehensive  therapy  to  help  establish  and  maintain  early, 
more  decisive  control  of  blood  pressure. 

The  cryptenamine  in  Diutensen-R  helps  improve  normal  vasodilating 
reflexes  while  the  thiazide  and  reserpine  components  maintain 
vasorelaxant,  sedative,  and  saluretic  benefits.  Cryptenamine  lowers 
pressoreceptor  reflex  thresholds  (which  may  be  abnormally  high  in 
hypertension)  —"resets”  pressoreceptors  to  function  at  more  nearly 
normotensive  levels. 

Early,  more  decisive  control  with  Diutensen-R  helps  secure 
continuing  benefits  — may  reduce  or  even  obviate  the  need  for  poorly 
tolerated  drugs  later  in  therapy. 


..  quite  apart  from  the  problem  of  vascular  damage,  there 
arises  a possibility  of  virtual  ‘cure’  or  remission  of  hypertension 
when  treatment  is  early,  i.e.,  before  too  many  other  secondary 
pressor  systems  have  entered  into  the  disequilibrium  of  pressor  con- 
trol, and  when  it  is  adequately  suppressive.” 

Corcoran,  A.  C.:  The  choice  of  drugs  in  the  treatment  of  hypertension.  In:  Drugs 
of  Choice  1966-67,  W.  Modell,  Ed.,  St.  Louis,  C.  V.  Mosby  Company,  1966,  p.  417, 


Indications:  Diutensen-R  may  be  employed  in  all  grades  of  essential  hypertension. 
Dosages:  Usual  dose  is  1 tablet  twice  daily,  at  morning  and  evening  meals. 
However,  adjustment  of  dosage  to  suit  individual  circumstances  may  be 
required.  Please  refer  to  package  insert  for  full  particulars.  Side  effects  and 
precautions:  The  side  effects  observed  with  patients  on  Diutensen-R  have 
been  of  a mild  and  nonlimiting  nature.  These  include  occasional  urinary  frequency, 
nocturia,  nasal  congestion,  muscle  cramps,  skin  rash,  joint  pains  due  to  gout 
symptoms  and  nausea  and  dizziness  which  have  been  reported  for  the  individual 
components.  Most  of  these  symptoms  disappear  while  the  drug  is  continued  at 
the  same  or  lower  dosage  level.  The  concomitant  use  of  digitalis  and  Diutensen-R 
may  increase  the  possibility  of  digitalis-like  intoxication.  If  there  is 
evidence  of  myocardial  irritability  (extrasystoles,  bigeminy  or  AV  block),  dosage 
of  Diutensen-R  should  be  reduced  or  discontinued.  Nocturia  in  patients 
with  marginal  cardiac  status  and  salt  and  fluid  retention  can  be  effectively 
controlled  by  limiting  the  time  of  administration  to  early  afternoon. 

Diutensen-R  should  not  be  used  in  patients  with  a known  intolerance  to  reserpine. 
Package  inserts  furnish  a complete  summary  of  recommended  cautions  related  to 
each  of  the  ingredients  of  Diutensen-R. 

*As  tannate  salts  equivalent  to  130  Carotid  Sinus  Reflex  Units. 


NEISLER 


NEISLER  LABORATORIES.  INC.  • DECATUR.  ILLINOIS 
SUBSIDIARY  OF  UNION  CARBIDE  CORPORATION 


MESSAGE 
EROM  THE 
PRESIDENT 


During  the  annual  meeting  of  the  AMA  in  Chicago  I had  the  privilege 
of  hearing  a group  of  young  college  students  who  had  given  a year  of 
their  lives  traveling  over  the  United  States,  and  the  world,  as  a singing 
group  called  “Sing  Out  66”.  They  gave  a very  enthusiastic  and  entertaining 
program  based  around  a theme  of  patriotism  and  our  American  heritage. 

Recently  they  appeared  on  a national  television  program  and  having  been  so 
impressed  with  them  before,  I listened  again.  The  finale  of  their  program  was 
a song  entitled  “Freedom  Isn’t  Free”.  While  listening,  and  frequently  since,  I 
could  not  but  reflect  how  this  subject  applied  to  medicine  today. 

Some  of  our  freedom  has  been  recently  curtailed  by  the  biggest  step  in  our 
history  of  governmental  participation  in  medicine.  This  was  a disappointment 
to  the  majority  of  our  profession  as  they  feel  it  is  the  “foot  in  the  door”  to 
further  domination  of  private  physicians  by  governmental  bureaucracies.  But  this 
step  is  only  trivial  compared  with  the  restraints  placed  on  our  colleagues  in  other 
countries  and  are  planned  for  us  by  some  of  the  more  militant  left-wing. 

Some  physicians  blame  their  leaders  in  the  local,  state,  and  national  organi- 
zations for  this  legislation.  Some  talk  of  withdrawing  from  these  societies,  deem- 
ing them  ineffective  and  their  dues  a waste  of  money.  If  one  does  not  agree 
with  his  society,  more  can  be  accomplished  by  working  within  an  organization 
than  being  outside  and  unfamiliar  with  its  policy  and  activity. 

There  are  many  other  activities  in  which  these  medical  organizations  partici- 
pate besides  socioeconomic.  The  best  way  to  tear  them  down  and  bring  on  total 
and  complete  domination  of  private  medicine  would  be  by  passive  resistance 
and  resignation  of  defeat.  This  is  a time  for  further  dedication  of  our  ideals 
of  providing  the  best  medical  care  for  the  most  people  without  third  party 
intervention. 

No,  freedom  isn’t  free.  You  can’t  buy  it,  as  many  ineffective  governmental 
programs  will  attest.  You  can  attain  it  by  a cohesive  effort,  by  diligence,  hard 
work,  and  having  an  objective  attitude  toward  unsolved  medical  problems. 
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SQUIBB  NOTES  ON  THERAPY 


Breast-feeding 
and  the 

“modern  mother” 

Despite  a mild  resurgence  of  interest  in  the  impor- 
tance of  breast-feeding  a few  years  ago,  many 
women  today  do  not  choose  to  nurse  their  young. 
This  is  for  a variety  of  reasons  — social,  economic, 
cultural  and  sometimes  medical.  In  such  cases  the 
physician’s  task  is  to  find  the  most  suitable  means 
of  preventing  lactation  and  easing  the  pain  of  breast 
engorgement. 

The  means  of  therapy 

The  value  of  hormone  therapy  for  this  indication  is 
of  course  well  established.  Both  androgen  and 
estrogen  are  known  to  inhibit  the  production  and 
secretion  of  the  lactogenic  hormone  by  the  anterior 
pituitary.  As  estrogen  levels  decline  sharply  at  par- 
turition, lactogenesis  is  established.  When  androgen 
and  estrogen  are  administered  to  the  patient  before 
the  release  of  the  lactogenic  hormone  lactation  and 
breast  engorgement  are  usually  prevented. 

The  time  of  therapy 

The  time  of  administration  of  this  combined  medi- 
cation is  crucial;  it  must  be  given  early  enough  to 
suppress  the  pituitary  prolactin  and  last  long 
enough  to  permit  physiologic  readjustment  during 
the  puerperium.  Excellent  results  are  most  often 
seen  when  therapy  is  administered  before  the  onset 
of  the  second  stage  of  labor. 


However,  factors  other  than  effectiveness  must 
also  be  considered.  The  agent  selected  should  not 
interfere  in  any  way  with  parturition,  subsequent 
uterine  Involution  and  the  restoration  of  normal 
ovarian  cyclic  function.  Furthermore,  it  should  not 
cause  rebound  breast  engorgement  or  other  mani- 
festations of  hormonal  imbalance. 

A balanced  formulation 

Providing  single-dose  therapy  for  the  prevention  of 
lactation  and  breast  engorgement,  Deladumone  OB 
is  a potent  androgen-estrogen  combination  with  a 
prolonged  action.  The  optimal  balance  of  andro- 
genic and  estrogenic  hormones  achieved  in  this 
preparation  minimizes  the  disadvantages  inherent 
in  single  hormone  therapy,  such  as  rebound  breast 
engorgement.  Involution  of  the  uterus  and  resump- 
tion of  menstrual  cycles  are  not  affected. 

As  reported  in  a recent  published  study  (Roser, 
D.  M.;  Obstet.  & Gynec.  27:73,  1966),  Deladu- 
mone OB  provided  good  suppression  of  breast  en- 
gorgement in  95.3%  and  suppression  of  lactation 
in  81.1%  of  86  obstetrical  patients.  These  results 
are  in  general  agreement  with  those  of  many  earlier 
investigations;  in  several  studies  this  injectable  an- 
drogen-estrogen combination  proved  to  be  superior 
to  oral  medication. 

Dosage: 

As  a single  Injection  of  2 cc.  before  the  onset  of  the 
second  stage  of  labor. 

Contraindications: 

Established  or  suspected  mammary  cancer  or  geni- 
tal malignancy. 

Precautions  and  Side  Effects: 

Certain  patients  may  be  unusually  responsive  to 
either  estrogenic  or  androgenic  therapy.  In  such 
individuals  virilization,  uterine  bleeding  or  masto- 
dynia  may  occur. 

Supply: 

Deladumone  OB,  providing  180  mg.  testosterone 
enanthate  and  8 mg.  estradiol  valerate  per  cc.,  is 
available  in  2 cc.  Unimatic®  disposable  syringes  and 
in  2 cc.  vials.  Both  preparations  are  dissolved  in 
sesame  oil,  with  2%  benzyl  alcohol  as  a preservative. 
Before  use,  consult  product  literature  for  full  pre- 
scribing information. 

Deladumone®  OB 

Squibb  Testosterone  Enanthate  (1 80  mg./cc.) 
and  Estradiol  Valerate  (8  mg./cc.) 

Single-dose  injection  for  lactation  inhibition 


Squibb 


‘The  Priceless  Ingredient'  of  every  product 
is  the  honor  and  integrity  of  its  maker. 
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When  uncontrolled 
diarrhea  brings 
a call  for  help 


When  the  diarrhea  sufferer  has  run  the  gamut  of 
home  remedies  without  success,  pleasant-tasting 
CREMOMYCiN  Can  answer  the  call  for  help.  It  can  be 
counted  on  to  consolidate  fluid  stools,  soothe  intes- 
tinal inflammation,  inhibit  enteric  pathogens,  and 
detoxify  putrefactive  materials  — usually  within  a 
few  hours. 


CREMOMYCIN  Combines  the  bacteriostatic  agents, 
succinylsulfathiazole  and  neomycin,  with  the  ad- 
sorbent and  protective  demulcents,  kaolin  and  pec- 
tin, for  comprehensive  control  of  diarrhea. 

INDICATIONS:  Diarrhea. 

CONTRAINDICATIONS:  Do  not  use  in  intestinal  obstruction,  ex- 
tensive ulceration  of  bowel,  or  diverticulosis;  in  hypersensitivity 
to  sulfonamides  or  neomycin;  in  pregnancy  at  term,  in  premature 
infants,  or  during  first  week  of  life  in  the  newborn. 

WARNINGS:  Use  only  after  critical  appraisal  in  patients  with 
hepatic  or  renal  damage,  urinary  obstruction,  or  blood  dyscra- 
sias.  Fatal  hypersensitivity  reactions  and  blood  dyscrasias  re- 
ported with  use  of  sulfonamides.  Consider  periodic  blood  counts, 
hepatic  and  renal  function  tests  during  intermittent  or  chronic 
use. 

PRECAUTIONS:  Succinylsulfathiazole:  Use  with  caution  if  there 
is  history  of  significant  allergies  and/or  asthma.  Continued  use 
requires  supplementary  vitamins  B;  and  K.  Neomycin:  Watch  for 


842 


October  1966  • The  Journal  of 


your  for 
Cremomycin 
can  provide  relief 


curare-like  neuromuscular  block  during  anesthesia  if  neomycin 
is  used  preoperatively  in  large  doses  when  renal  function  is 
poor;  watch  for  overgrowth  of  nonsusceptible  organisms.  Con- 
sider possibility  of  ototoxicity  and  nephrotoxicity  with  prolonged 
high  dosage. 

SIDE  EFFECTS:  As  with  all  sulfonamides:  Headache,  malaise,  an- 
orexia, G.l.  symptoms,  hepatitis,  pancreatitis,  blood  dyscrasias, 
neuropathy,  drug  fever,  rash,  conjunctival  and  scleral  injection, 
petechiae,  purpura,  hematuria,  and  crystaliuria  have  been  noted. 
Reduced  fecal  output  of  thiamine  and  decreased  synthesis  of 
vitamin  K have  been  reported.  Neomycin:  Nausea,  loose  stools. 

Before  prescribing  or  administering,  read  package  circular  with 
product  or  avaiiable  on  request. 

promptly  relieves  diarrheal  distress 

Cremomycin® 

ANTIDIARRHEAL  ^ 

\composition:  Each  30  cc.  contains  neomycin  suifate  300  mg. 
((equivalent  to  210  mg.  of  neomycin  base),  succinylsulfathiazole 
3.0  Gm.,  colioidal  kaolin  3.0  Gm.,  pectin  0.27  Gm. 

©MERCK  SHARP  & DOHME 


Division  of  Merck  4 Co..  Inc..  West  Point, 


where  today's  theory  is  tomorrow’s  therapy 
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How  long  will 
it  take  her 
to  recover  from 
her  hip  fracture 
if  she  just 
doesn’t  care? 


Does  she  really  care? 

[s  she  alert,  encouraged, 
positive  and  optimistic 
about  getting  completely 
well  soon? 

Or  has  she  given  in  to 
the  demoralizing  impact 
confinement,  disability 
and  dependency? 

When  functional  fatigue 
bomplicates  convalescence, 
\lertonic  can  help... 


Pleasant-tasting  Alertonic  is  pipradrol  hydrochloride 
— an  effective  cerebral  stimulant  whose  gentle  ana- 
leptic action  helps  counteract  the  apathy  and  inertia 
that  can  often  delay  convalescence— together  with  an 
excellent  vitamin  and  mineral  formula,  in  a satisfy- 
ing 15%  alcohol  vehicle. 

Nothing  fosters  confidence  and  a sense  of  well- 
being better  than  your  own  personal  warmth,  under- 
standing and  encouragement  together  with  Alertonic 
to  help  insure  prompt  response. 

Adequate  dosage  is  important:  Prescribe  Alertonic— 
one  tablespoonful  t.i.d.,  30  minutes  before 
meals . . . tastes  best  chilled. 

And  for  your  patient’ s sake,  prescribe  Alertonic 
in  the  convenient,  economical  one-pint  bottle. 

Atertonie 

Available  Only  On  Prescription 

Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15%;  pipradrol  hydro- 
chloride, 2 mg.;  thiamine  hydrochloride  (vitamin  Bi)  (10  MDR*),  10 
mg.;  riboflavin  (vitamin  B2)  (4  MDR),  5 mg.;  pyridoxine  hydrochloride 
(vitamin  Bg),  1 mg.;  niacinamide  (5  MDR),  50  mg.;  choline,t  100  mg.; 
inositol,!  IQO  mg.;  calcium  glycerophosphate,  100  mg.  (supplies  2% 
MDR  for  calcium  and  for  phosphorus)  and  1 mg.  each  of  the  following: 
cobalt  (as  chloride),  manganese  (as  sulfate),  magnesium  (as  acetate), 
zinc  (as  acetate),  and  molybdenum  (as  ammonium  molybdate). 

•Multiple  of  adult  Minimum  Daily  Requirement  supplied. 

tThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 

Indications:  1.  Functional  fatigue  such  as  that  often  associated  with:  a 
depressing  life  experience  or  stressful  time  of  life;  advancing  years; 
convalescence;  limited  activity  or  confinement.  2.  Poor  appetite  and 
vitamin-mineral  deficiency  as  they  occur  in:  patients  having  faulty  eat- 
ing habits;  geriatric  patients  who  are  losing  interest  in  food;  patients 
convalescing  from  debilitating  illness  or  surgery. 

Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to  2 
teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be  taken 
three  times  daily  30  minutes  before  meals. 

Contraindications:  As  with  other  drugs  with  CNS  stimulating  action, 
Alertonic  is  contraindicated  in  hyperactive,  agitated  or  severely  anxious 
patients  and  in  chorea  or  obsessive  compulsive  states. 

Side  effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs  should 
be  observed  carefully  in  the  initial  stages  of  treatment. 

THE  WM.  S.  MERRELL  COMPANY 
Division  of  Richardson-Merrell  Inc. 

Cincinnati,  Ohio  45215 


^Merrell^ 
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Norinji™* 

(norethindrone  2 mg.  c mestranol  0.1  mg.) 

for  multiple  contraceptive  action  that  has 
produced  a record  of  unexcelled  effectiveness 


inhibition  of  ovulation  by  means  of 
2 time-proved  hormonal  agents 

production  of  a cervical  mucus  hostile  to 
sperm  motility  and  vitality 

creation  of  an  endometrium  unreceptive 
to  egg  implantation 


no  unplanned  pregnancies 
Norinyl  provides  multiple  action  for 
maximum  assurance  of  success.  It  does 
not  depend  on  ovulation  inhibition 
alone  for  contraceptive  effectiveness. 
The  mechanism  of  action  of  combined 
hormonal  therapy  results  in  ovulation 
inhibition  reinforced  by  other  protec- 
tive mechanisms,  including  a hostile 
cervical  mucus^-i^  and  an  acceleration 
of  endometrial  changes.i*3>'^-i6  With 
Norinyl,  no  unplanned  pregnancies 
have  been  reported  to  date  when  used 
as  directed. 
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plus  important  supportive 
benefits  that  help  her  through 
those  critical  early  months 
of  oral  contraception 


low  incidence  of  side  effects 
Low  incidence  of  BTB  and  spot- 
ting, nausea  and  amenorrhea 
tends  to  minimize  side  effect 
problems  and  increases  patient 
cooperation. 

no  confusion  about  dosage 

An  unbreakable  “confusionproof” 
package  makes  it  easy  to  adhere 
to  prescribed  dosage  schedule:  in- 
dividually sealed  tablets  numbered 
from  1 through  20  plus  monthly 
calendar  record  enables  patient 
to  double-check  dosage  intake  by 
day  and  corresponding  tablet  num- 


Contraindications;  Thrombophlebitis  or  pul- 
monary embolism  (current  or  past).  Exist- 
ing evidence  does  not  support  a causal 
relationship  between  use  of  Norinyl  and 
development  of  thromboembolism.  While 
a study  which  was  conducted  does  not 
resolve  definitively  the  possible  etiologic 
relationship  between  progestational  agents 
and  intravascular  clotting,  it  tends  to  con- 


firm the  findings  of  the  Ad  Hoc  Advisory 
Committee  appointed  by  the  Food  and 
Drug  Administration  to  review  this  possi- 
bility. Cardiac,  renal  or  hepatic  dysfunc- 
tion. Carcinoma  of  the  breast  or  genital 
tract.  Patients  with  a history  of  psychic 
depression  should  be  carefully  studied  and 
the  drug  discontinued  if  depression  recurs 
to  marked  degree.  Patients  with  a history 
of  cerebral  vascular  accident. 

Warning:  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

Precautions:  By  May  1963,  experience  with 
norethindrone  2 mg.— mestranol  0.1  mg. 
had  extended  over  24  months.  Through 
miscalculation,  omission  or  error  in  taking 
the  recommended  dosage  of  Norinyl,  preg- 
nancy may  result.  If  regular  menses  fail 
to  appear  and  treatment  schedule  has 
not  been  adhered  to,  or  if  patient  misses 
two  menstrual  periods,  possibility  of  preg- 
nancy should  be  resolved  before  resuming 
Norinyl.  If  pregnancy  is  established, 
Norinyl  should  be  discontinued  during 
period  of  gestation  since  virilization  of  the 
female  fetus  has  been  reported  with  oral 
use  of  progestational  agents  or  estrogen. 
When  lactation  is  desired,  withhold 
Norinyl  until  nursing  needs  are  established. 
Existing  uterine  fibroids  may  increase  in 
size.  In  metabolic  or  endocrine  disorders, 
careful  clinical  preevaluation  is  indicated. 
A few  patients  without  evidence  of  hyper- 
thyroidism had  elevated  serum  protein- 
bound  iodine  levels,  which  in  the  light  of 
present  knowledge,  does  not  necessarily 
imply  hyperthyroidism.  Protein-bound 
iodine  increased  following  estrogen  admin- 
istration. Bromsulphalein  retention  has  oc- 
curred in  up  to  25%  of  patients  without 
evidence  of  hepatic  dysfunction.  Studies 
from  24-hour  urine  collections  have 
shown  an  increase  in  aldosterone  and  17- 


ketosteroids  and  decrease  in  I7-hydroxy- 
corticoid  levels.  Thus,  Norinyl  should  be 
discontinued  prior  to  and  during  thyroid, 
liver  or  adrenal  function  tests.  Because 
progestational  agents  may  cause  fluid  re- 
tention, conditions  such  as  epilepsy, 
migraine  and  asthma  require  careful  obser- 
vation. Thus  far  no  deleterious  effect  on 
pituitary,  ovarian  or  adrenal  function  has 
been  noted;  however,  long-range  possible 
effect  on  these  and  other  organs  must 
await  more  prolonged  observation. 
Norinyl  should  be  used  with  caution  in 
patients  with  bone,  renal  or  any  disease  in- 
volving calcium  or  phosphorus  metabolism. 
Side  Effects:  Intermenstrual  bleeding; 
amenorrhea;  symptoms  resembling  early 
pregnancy,  such  as  nausea,  breast  engorge- 
ment or  enlargement,  chloasma  and  minor 
degree  of  fluid  retention  (if  these  should 
occur  and  patient  has  not  strictly  adhered 
to  medication  plan,  she  should  be  tested 
for  pregnancy);  weight  gain;  subjective 
complaints  such  as  headache,  dizziness, 
nervousness,  irritability;  in  a few  patients 
libido  was  increased.  In  a total  of  3,090 
patients,  2.2%  discontinued  medication  be- 
cause of  nausea. 

NOTE;  See  sections  on  contraindications 
and  precautions  for  possible  side  effects 
on  other  organ  systems. 

Dosage  and  Administration:  One  Norinyl 

tablet  orally  for  20  days,  commencing  on 
day  5 through  and  including  day  24  of  the 
menstrual  cycle.  (Day  1 is  the  first  day  of 
menstrual  bleeding.) 

Availability:  Dispensers  of  20  and  60  tab- 
lets; bottles  of  100. 

References:  1.  Council  on  Drugs.  JAMA  187:664  (Feb. 
29)  1964.  2.  Brvans,  F.  E.:  Canad  Med  Ass  J 92:287 
(Feb.  6)  1965.  3.  Goidzieher,  J.  W.:  Med  CIrn  N Amer 
48:529  (Mar.)  1964.  4.  Cohen,  M.  R.;  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto,  Calif.,  July  15,  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965.  5.  Hammond,  D.  0.:  Ibid.  6.  Rice-Wray,  E., 
Goidzieher,  J.  W.,  and  Aranda-Rosell,  A.:  Fertil  Steril 
14:402  (JuL-Aug.)  1963.  7.  Goidzieher,  J . W.,  Moses, 
L.  E.,  and  Ellis,  L.  T.:  JAMA  180:359  (May  5)  1962. 
8.  Kempers,  R.  0.:  GP  29:88  (Jan.)  1964  9.  Tyler,  E,  T.: 
JAMA  187:562  (Feb.  22)  1964.  10.  Rudel,  H.  W.,  Mar- 
ti nez-M  a nautou,  J.,  and  Maqueo-Topete,  M .:  Fertil  Steril 
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Fertility.  Report  adopted  by  the  Committee  on  Human 
Reproduction  of  the  American  Medical  Association.  JAMA 
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IN  THE  BOOKS 


CURRENT  DIAGNOSIS:  edited  by  Howard  F.  Conn,  M.D., 
Robert  J.  Clohecy,  M.D.,  and  Rex  B.  Conn,  Jr.,  M.D.; 
Published  by  W.  B.  Saunders  Company,  Philadelphia,  and 
London,  1965;  843  Pages;  Price,  $19.00 

The  most  capable  clinicians  are  as  much  distin- 
guished by  their  ability  to  organize  their  knowledge 
and  experience  effectively  as  by  their  erudition  or 
store  of  clinical  details.  A book  devoted  to  an  explica- 
tion of  the  diagnostic  approaches  employed  by 
seasoned  clinicians  in  difficult  problems  would  be  a 
valuable  addition  to  any  physician’s  library. 

Unfortunately,  the  attempt  to  achieve  this  desir- 
able end  in  this  book  does  not  succeed.  The  editors 
have  set  for  themselves  the  formidable  task  ...  of 
assisting  the  physician  “when  he  has  a problem”  and 
when  confronted  with  “.  . . the  puzzling  and  confusing 
variations  of  the  clinical  picture  rather  than  the  classi- 
cal textbook  image  of  the  disease.”  To  this  end  almost 
300  authors  have  contributed  articles  varying  in  length 
from  a few  paragraphs  to  more  than  thirty  pages. 
These  purport  to  set  out  the  precise  steps  essential 
to  confirming  the  diagnosis  of  most  of  the  disorders 
covered  in  textbooks  of  medicine. 

The  articles  are  contributed  by  capable  clinicians, 
many  of  whom  are  well  recognized  authorities.  Only 
a few  fulfill  the  editor’s  expectations  however.  Most 
of  the  contributions  turn  out  to  be  condensed  versions 
of  what  can  be  found  in  the  standard  textbooks,  usu- 
ally not  as  well  presented.  The  subjects  range  from 
the  trivial  to  the  most  complex.  While  important, 
one  can  hardly  classify  such  things  as  otitis  externa, 
hay  fever,  hemorrhoids  and  osteoarthritis  for  exam- 
ple, as  complex  diagnostic  problems.  One  suspects 
the  contributors  were  at  times  a bit  bored  with  the 
repetition  of  what  is  well-known  or  should  be. 

Some  articles  are  so  briefly  presented  as  to  be 
meaningless  and  others  like  the  one  on  congenital 
heart  disease  strive  for  completeness  but  without 
selection  of  what  constitutes  the  major  problem  in 
diagnosis.  All  the  articles  assume  that  the  clinician 
has  a diagnosis  in  mind  and  wishes  to  see  whether  or 
not  he  has  sufficient  criteria  for  its  diagnosis.  Some 
are  little  more  than  a disconnected  enumeration  of 
signs,  symptoms  and  laboratory  tests.  References  are 
not  provided.  Critical  comments  on  diagnostic  meth- 
ods, new  insights  into  clinical  signs  and  orderly  ap- 
proaches to  major  presenting  symptoms  are  disap- 
pointingly infrequent. 

For  this  reviewer,  it  is  difficult  to  see  how  the 
book  adds  to  what  the  better  textbooks  of  medicine 
already  provide,  except  the  guarantee  of  a biennial 
revision.  While  the  goal  is  a desirable  one,  it  is 


doubtful  whether  300  authors  can  divulge  the 
“.  . . wondrous  cognitive  process  . . .”  of  clinical  diag- 
nosis in  such  a series  of  prescriptions  and  prescrip- 
tions. Perhaps,  in  future  revisions,  both  the  number 
of  authors,  and  topics,  will  be  drastically  reduced 
and  truly  difficult  diagnostic  problems  discussed  fully 
and  critically. 

The  editors  are  right  in  sensing  the  need  for  a 
critical  evaluation  of  the  diagnostic  process  seen 
through  the  eyes  of  mature  clinicians.  They  have 
chosen  an  unfortunate  and  essentially  unmanageable 
way  of  doing  this.  A book  of  this  type,  to  be  co- 
herent, would  need  far  more  editing  than  this  one 
evidences.  The  result  is  a handbook  of  diagnostic 
criteria  which  will  be  useful  to  some  students  and  prac- 
titioners, chiefly  to  refresh  their  memories. 

Prospective  buyers  should  dip  into  this  book  them- 
selves before  buying.  It  may  be  what  they  are  seek- 
ing. The  chances  are  most  readers  will  want  some- 
thing more  substantial  and  sophisticated  if  they  really 
have  a complex  diagnostic  problem  before  them. 

Edmund  D.  Pellegrino,  M.D. 


SYMPOSIUM  ON  SURGERY  OF  THE  OCULAR  ADNEXA:  by 
the  New  Orleans  Academy  of  Ophthalmology;  published  by 
the  C.  V.  Mosby  Company,  Inc.,  St.  Louis,  Mo.;  1966;  245 
pages;  116  illustrations;  $16. 

This  book  is  a compilation  of  the  lectures  given  at 
the  Fourteenth  Annual  Session  of  the  New  Orleans 
Academy  of  Ophthalmology  in  February  of  1965. 

The  contributors  are:  Arthur  Gerard  DeVoe,  M.D.; 
Sidney  A.  Fox,  M.D.;  Howard  Naquin,  M.D.;  T.  E. 
Sanders,  M.D.;  Byron  Smith,  M.D.;  Everett  R.  Viers, 
M.D.;  and  Joseph  A.  C.  Wadsworth,  M.D.  All  are 
outstanding  ophthalmologists  who  relate  their  per- 
sonal experience  in  the  handling  of  different  and 
difficult  ocular  adnexal  problems.  Etiology  and  diag- 
nosis are  also  discussed. 

Topics  covered  include:  1.  Corrective  surgery  for 
lid  conditions  such  as  burns,  ptosis,  entropion,  and 
colobomas;  2.  Diagnosis  and  treatment  of  lacrimal 
system  diseases  including  a chapter  in  dacryocysto- 
graphy; and  3.  nonsurgical  and  surgical  treatment  of 
tumors  of  the  lids  and  orbit.  A chapter  on  the 
pathology  of  these  tumors  is  given.  The  round  table 
discussion  is  excellent. 

The  book  reads  easily  and  the  illustrations  are 
excellent.  A complete  coverage  of  each  disorder  is 
concisely  presented.  This  book  is  highly  recom- 
mended for  all  who  are  interested  in  this  highly 
specialized  field  of  surgery. 

Roderick  Macdonald,  Jr.,  M.D. 
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B and  C vitamins  are  therapy:  Therapeutic  amounts  of  B and  C in  stress 
formula  vitamins  often  are  vital  during  periods  of  physiologic  stress, 
STRESSCAPS  capsules,  designed  to  meet  increased  metabolic  demands,  aid  in 
achieving  a more  comfortable  convalescence,  a more  rapid  recovery.  After  sur- 
gery, as  in  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Each  capsule  contains: 

Vitamin  Bj  (Thiamine  Mononitrate)  10  mg 

Vitamin  82  (Riboflavin)  10  mg 

Vitamin  B*  (Pyridoxine  HCI)  2 mg 

Vitamin  B12  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 

Recommended  intake;  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder" 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


627.6-3613 


I^ICW 


low-cost  tetracycline/ antifungal  therapy 

for  broad-spectrum  activity 
plus  specific  antifungal  prophylaxis 
at  significant  patient  savings 


Whenever  tetracycline  is  indicated  in  these  candidates  for  Candida: 


1.  diabetic  patients 


2.  nonpregnant  women  with  a history  of  recent 

or  recurrent  monilial  vaginitis  3.  elderly  or  debilitated  patients 


4.  patients  with  a past  history  of  moniliasis 


5.  patients  on  long-term  tetracycline  or  cortico- 
steroid therapy 


BRISTOL  THERAPEUTIC  SUMMARY:  For  complete  in- 
formation  consult  Official  Package  Circular.  Indications: 
Infections  of  respiratory,  gastrointestinal  and  genitourinary 
tracts  and  skin  and  soft  tissues  due  to  tetracycline-sensi> 
tive  organisms,  in  patients  with  increased  susceptibility 
to  monilial  infections.  Contraindications:  The  drug  is  con- 
traindicated in  patients  hypersensitive  to  its  components. 
Warnings:  Photodynamic  reactions  have  been  produced  by 
tetracyclines.  Natural  and  artificial  sunlight  should  be 
avoided  during  therapy.  Stop  treatment  if  skin  discomfort 
occurs.  With  renal  impairment,  systemic  accumulation  and 
hepatotoxicity  may  occur.  In  this  situation,  lower  doses 
should  be  used.  Tooth  staining  and  enamel  hypoplasia  may 
be  induced  during  tooth  development  (last  trimester  of 
pregnancy,  neonatal  period  and  childhood).  Precautions: 
Bacterial  superinfection  may  occur.  Infants  may  develop 
increased  intracranial  pressure  with  bulging  fontanels.  In 
gonorrheal  therapy,  serologic  tests  for  syphilis  should  be 
conducted  initially  and  monthly  for  3 months.  Adverse 
Reactions:  Glossitis,  stomatitis,  nausea,  diarrhea,  flatu- 
lence, proctitis,  vaginitis,  dermatitis,  and  allergic  reactions 
may  occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Continue 
therapy  for  10  days  in  beta-hemolytic  streptococcal  infec- 
tions. Administer  one  hour  before  or  2 hours  after  meals. 
Supply:  Capsules,  bottles  of  16.  Each  capsule  contains  tet- 
raaycline  phosphate  complex  equivalent  to  250  nig.  tetra- 
cycline HCl  activity  and  250,000  units  of  nystatjn. 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York 


BRISTOL 


Tetrex-F 

Each  capsule  contains  tetracycline  phosphate  complex  equivalent  to  tetracycline  hydrochloride  250  mg.  and  nystatin  250,000  units. 


Tetrex-F  is  priced  lower 
than  most 

tetracycline-antifungal  products. 


Phenaphen 

i withCodaiiiB 


the  only  leading  compound 
analgesic  that  calms 
instead  of  caffeinates 


Each  capsule  contains: 

Phenobarbital  (%  gr.) 16.2  mg. 

(Warning:  may  be  habit  forming) 

Aspirin  (2V2  gr.) 162.0  mg. 

Phenacetin  (3  gr.) 194.0  mg. 

Hyoscyamine  sulfate 0.031  mg. 

Codeine  phosphate V4  gr.  (No.  2), 


V2  gr.  (No.  3),  1 gr.  (No.  4) 
(Warning:  may  be  habit  forming) 


Contraindications:  Hypersensitivity  to  any  ingredient. 
Precautions:  As  with  all  phenacetin-containing  products,  avoid 
excessive  or  prolonged  use. 

Side  Effects:  Side  effects  are  uncommon  — nausea,  constipation, 
and  drowsiness  have  been  reported.  „ . . 
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UP  TO  10-12  HOURS'  CLEAR  BREATHING  ON  ONE  TABLET 

Dimetapp”  Extentabs^ 

(Dimetane®  Ibrompheniramine  maleatel,  12  mg.;  phenylephrine  HCI,  15  mg.;  phenylpropanolamine  HCI,  15  mg.) 


In  sinusitis,  colds,  or  U.R.I., 

Dimetapp  lets  congested  patients 
breathe  easy  again.  Each  Extentab 
brings  welcome  relief  all  day  or  all  night, 
usually  without  drowsiness  or  over- 
stimulation.  Its  key  to  success?  The 
Dimetapp  formula  — Dimetane  (brom- 
pheniramine maleate),  a potent  anti- 
histamine reported  in  one  study  to  have 
elicited  side  effects  as  few  as  the  placebo,* 
teamed  with  decongestants  phenyl- 
ephrine and  phenylpropanolamine- 
in  a dependable  10-  to  12-hour  form. 

•Schiller,  I.  W.,  and  Lowell,  F.  C.:  New  England 
J.  Med.  26]:478,  1959. 


Contraindications:  Patients  hypersen- 
sitive to  antihistamines.  Not  recom- 
mended for  use  during  pregnancy. 

Precautions:  Until  the  patient’s 
response  has  been  determined,  he 
should  be  cautioned  against  engaging 
in  operations  requiring  alertness. 
Administer  with  care  to  patients  with 
cardiac  or  peripheral  vascular 
diseases  or  hypertension. 

Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia have  been  reported  on 


rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of  the 
mouth,  mydriasis,  increased  irritability, 
or  excitement  may  be  encountered. 

Dosage:  1 Extentab  morning 
and  evening,  or  as  needed. 

Supplied:  Bottles  of  100  and  500. 

Also  available:  Dimetapp®  Elixir  for 
conventional  t.i.d.  or  q.i.d.  dosage. 

See  package  insert  for  further  details. 

A.  H.  ROBINS  CO.,  INC. 

RICHMOND,  VIRGINIA  23220 

AH'I^OBINS 


SQUIBB  NOTES  ON  THERAPY 


MOLECULAR  REMODELING- 

laboratory  exercise  or  clinical  necessity? 


More  than  twenty-five  years  have  passed 
since  the  discovery  of  the  diuretic  activ- 
ity of  sulfanilamide  started  pharmacol- 
ogists on  a succession  of  molecular  re- 
modelings to  find  the  ideal  diuretic. 

Diuresis— a sought-after  clinical 
effect  from  an  unwanted  side  effect 
It  started  in  1937  when  a clinician  re- 
ported that  the  administration  of  a sul- 
fonamide was  sometimes  accompanied 
by  an  unexplainable  side  effect— meta- 
bolic acidosis.^  Three  years  later  the 
side  effect  was  explained.  The  sulfona- 
mide radical  of  sulfanilamide  inhibited 
carbonic  anhydrase,-  the  enzyme  re- 
sponsible for  converting  carbon  diox- 
ide and  water  to  hydrogen  ions  and  bi- 
carbonate ions. 

Later,  other  investigators  showed  by 
dog  experiments  that  metabolic  acidosis 
probably  resulted  when  the  inhibition  of 
carbonic  anhydrase  upset  the  exchange 
of  hydrogen  and  sodium  ions,  causing 
increased  excretion  of  sodium  as  the 
bicarbonate.'* 

It  was  twelve  long  years  after  the 
first  report  of  the  unexplainable  side 
effect  (metabolic  acidosis)  that  it  was 
finally  shown  that  large  doses  of  sulfa- 
nilamide administered  to  edematous 
patients  were  indeed  capable  of  pro- 
moting diuresis.-*  However,  the  possibil- 
ity of  toxic  effects  from  its  prolonged 
use  and  its  relatively  weak  diuretic  ac- 
tion made  it  impractical  for  clinical  use 
as  a diuretic.'"’ 

Because  the  inhibition  of  carbonic 
anhydrase  seemed  to  be  the  key  to  ef- 
fective diuresis,  investigators  began  to 
look  for  more  potent  enzyme  inhibitors 
—in  the  hopes  that  they  would  be  more 
effective  diuretics. 

The  most  important  of  these  early 
compounds,  acetazolamide,  enjoyed  sev- 
eral years  of  fairly  wide  clinical  use. 

Its  carbonic  anhydrase  inhibitory  ac- 
tivity was  several  hundred  times  greater 
than  that  of  sulfanilamide.'*  The  in- 
crease in  inhibitory  activity,  however, 
increased  not  only  the  excretion  of  so- 
dium and  bicarbonate  ions,  but  also  the 
excretion  of  potassium.'^  And,  like  its 
predecessor,  acetazolamide  precipitated 
mild  acidosis.  Its  prolonged  use  could 
result  in  hypokalemic  acidosis.'*^ 

The  ‘thiazides’— an  answer  to  the 
metabolic  acidosis  caused  by 
carbonic  anhy  drase  inhibition 

Despite  the  fact  that  the  sulfonamide 


group  appeared  to  be  responsible  for 
carbonic  anhydrase  inhibition  which  in 
turn  appeared  to  be  responsible  for  di- 
uresis, investigators  began  to  synthesize 
compounds  with  structural  alterations 
to  the  sulfonamide  group. 

The  first  major  breakthrough  came 
with  the  synthesis  of  chlorothiazide. 
Altering  the  sulfonamide  group  did  in- 
deed alter  the  ability  of  chlorothiazide 
to  inhibit  carbonic  anhydrase— it  was 
only  10th  as  potent  as  acetazolamide 
in  inhibiting  the  enzyme.**  Despite  the 
drop  in  inhibitory  potency,  however, 
chlorothiazide  proved  to  be  an  effective 
diuretic— an  observation  that  led  to  the 
conclusion  that  its  diuretic  action  was 
due  to  some  mechanism  other  than  its 
action  on  carbonic  anhydrase.*’'*" 

For  effective  diuresis,  chlorothiazide 
was  administered  in  daily  dosages  rang- 
ing from  250  to  2000  mg.**  It  increased 
the  excretion  of  sodium  and  chloride; 
and,  to  a lesser  extent,  potassium  and 
bicarbonate.**  The  excretion  of  potas- 
sium appeared  to  be  maximal  at  higher 
dose  levels  at  which,  theoretically,  the 
carbonic  anhydrase  inhibitory  effect  is 
more  active.**  Its  prolonged  use,  there- 
fore, could  sometimes  result  in  meta- 
bolic hypokalemic,  hypochloremic  al- 
kalosis.'* 

Naturetin— effective  diuresis  with 
more  favorable  electrolyte  balance 

Other  thiazides  followed  — with  im- 
provements being  aimed  at  two  particu- 
lar areas;  1.  attempts  to  increase  di- 
uretic action  in  relation  to  the  milli- 
gram potency  of  the  drug,  and  2.  at- 
tempts at  a more  favorable  sodium/ 
potassium  ratio  in  the  urine,  i.e.,  to  de- 
crease the  excretion  of  potassium  while 
maintaining  the  excretion  of  sodium. *- 
One  of  these,  Naturetin,  Squibb  Ben- 
droflumethiazide,  has  made  advances 
on  both  these  points.  “By  adding  a 3- 
benzyl  radical  to  hydroflumethiazide  a 
rather  dramatic  reduction  in  dose  range 
is  accomplished.  With  this  drug,  effec- 
tive sodium  excretion  is  obtained  with 
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doses  between  2.5  and  10  mg.,  which  is 
a 200  to  1 ratio  as  compared  to  chloro- 
thiazide. ..”*** 

Moreover,  due  probably  to  its  virtual 
lack  of  carbonic  anhydrase  inhibition, 
Naturetin  (bendrofiumethiazide)  has 
been  shown  to  cause  less  potassium  and 
bicarbonate  loss  and  less  alteration  in 
urinary  pH  than  either  chlorothiazide 
or  hydrochlorothiazide. 

Naturetin  is  outstandingly  effective 
not  only  in  establishing,  but  also  in 
maintaining,  excretion  of  retained  fluid 
in  edematous  patients.  And  its  duration 
of  action  is  sufficiently  prolonged  to 
allow  a single  daily  administration  in 
most  patients.  Naturetin  is  also  an  ef- 
fective antihypertensive  agent. 

Contraindications:  Severe  renal  impairment; 
previous  hypersensitivity. 

Warning:  Ulcerative  small  bowel  lesions  have 
occurred  with  potassium-containing  thiazide 
preparations  or  with  enteric-coated  potassium 
salts  supplementally.  Stop  medication  if  ab- 
dominal pain,  distension,  nausea,  vomiting,  or 
G.l.  bleeding  occur. 

Precautions:  The  dosage  of  ganglionic  block- 
ing agents,  veratrum,  or  hydralazine  when 
used  concomitantly  must  be  reduced  by  at 
least  50%  to  avoid  orthostatic  hypotension. 
Electrolyte  disturbances  are  possible  in  cir- 
rhotic or  digitalized  patients. 

Side  Effects:  Bendrofiumethiazide  may  cause 
increases  in  serum  uric  acid,  unmask  diabetes, 
increase  glycemia  and  glycosuria  in  diabetic 
patients  and  may  cause  hypochloremic  alka- 
losis, hypokalemia;  cramps,  pruritus,  paresthe- 
sias, and  rashes  may  occur. 

Supplied:  Naturetin  (Squibb  Bendrofiumethia- 
zide) 5 mg.  and  2.5  mg.  tablets.  Also  available 
Naturetin  c K [Squibb  Bendrofiumethiazide 
(5  or  2.5  mg.)  with  Potassium  Chloride  (500 
mg.)].  For  full  information,  see  Product  Brief. 
References:  1.  Southworth,  H.:  Proc.  Soc. 
Exper.  Biol.  & Med.  i6:58,  1937.  2.  Mann,  T. 
and  Reilin,  D.:  Nature  746:164,  1940.  3.  Pitts, 
R.  F.,  and  Alexander,  R.  S.:  Am.  J.  Physiol. 
744:239,  1945.  4.  Schwartz,  W.  B.:  New  Eng- 
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C.  K.,  in  Moyer,  J.  H.,  and  Fuchs,  M.:  Edema 
Mechani.sms  and  Management,  Philadelphia, 
W.  B.  Saunders  Co.,  1960,  p.  259.  6.  Cum- 
ming,  J.  R.;  Tabachnick,  E.,  and  Seelig,  M.,  in 
Moyer,  J.  H.,  and  Fuchs,  M.:  op.  cit.,  p.  254. 
7.  Werko,  L.,  in  Moyer,  J.  H.,  and  Fuchs,  M.: 
op.  cit.,  p.  188.  8.  Beyer,  K.  H.,  Jr.,  in  Moyer, 
J.  H.,  and  Fuchs,  M.:  op.  cit.,  p.  274.  9.  Marcn, 
T.  FI.,  and  Wiley,  C.  E.:  J.  Pharmacol.  & 
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L.  E.,  and  OrlofT,  J.:  Ann.  Rev.  Med.  75:149, 
1964.  11.  Fuchs,  M.,  and  Mallin,  S.  R.,  in 
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Naturetin* 

SQUIBB  BENDROFIUMETHIAZIDE 

to  reduce  excess  fluid 

or  high  blood  pressure 


Squibb 


‘The  Priceless  Ingredient’  of  every  product 
is  the  honor  and  integrity  of  its  maker. 


The  synthesis  of  cortisone  was 
accomplished  by  Merck  Sharp  & 
Dohme  in  1948— the  famous  “Com- 
pound E”  used  by  Dr.  Philip  Hench 
in  his  historic  experiment  at  the 
Mayo  Clinic. 

But  proud  as  we  are  of  our  role  in 
the  development  of  cortisone  and 
subsequent  corticosteroids,  we 
have  continued  to  seek  a greater 
understanding  of  arthritic  disorders 


and  new  drugs  for  their  treatment. 

One  such  drug— INDOCIN*  (indo- 
methacin),  a nonsteroid,  anti- 
inflammatory agent  fundamentally 
different  in  structure  and  activity 
from  other  drugs  in  use  — was  re- 
cently made  available  for  the  treat- 
ment of  arthritic  conditions.  It 
opens  new  possibilities  for  the  long- 
term management  of  arthritis  and 
inflammatory  disease. 


MERCK  SHARP  & DOHME  I where  today’s  theory  is  tomorrow's  therapy 

0<vi«ion  of  Merck  i,  Co  . ihC  . West  Point,  Ps.  ) 
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INDOCIN* 

INDOMETHACIN 

Indications:  Chronic  and  acute  rheumatoid  arthritis, 
rheumatoid  (ankylosing)  spondylitis,  degenerative 
joint  disease  (osteoarthritis)  of  the  hip,  and  gout. 
Contraindications:  Active  peptic  ulcer,  gastritis, 
regional  enteritis,  or  ulcerative  colitis.  Safety  in 
pregnancy  has  not  been  established.  Not  recom- 
mended for  pediatric  age  groups. 

Warning:  Patients  who  experience  dizziness,  light- 
headedness, or  feelings  of  detachment  on 
INDOCIN  should  be  cautioned  against  operating 
motor  vehicles,  machinery,  climbing  ladders,  etc. 
Use  cautiously  in  patients  with  psychiatric  dis- 
turbances, epilepsy,  or  parkinsonism. 

Precautions  and  Adverse  Reactions:  Most  com- 
monly, headache,  dizziness,  lightheadedness,  G.l. 
disturbances.  The  C.N.S.  effects  are  often  tran- 
sient and  frequently  disappear  with  continued 
treatment  or  reduced  dosage.  The  severity  of  these 
effects  may  occasionally  require  cessation  of 
therapy.  G.l.  effects  may  be  minimized  by  giving 
the  drug  with  food  or  with  antacids  or  immedi- 
ately after  meals.  Ulceration  of  the  stomach,  duo- 
denum, or  small  intestine  has  been  reported  and, 
in  a few  instances,  severe  bleeding  with  perfora- 
tion and  death.  Gastrointestinal  bleeding  with  no 
obvious  ulcer  formation  has  also  been  noted; 
INDOCIN  should  be  discontinued  if  G.l.  bleeding 
occurs.  As  a result  of  G.l.  bleeding,  some  patients 
may  manifest  anemia,  and  for  this  reason  periodic 
hemoglobin  determinations  are  recommended. 
Rare  reports  of  effects  not  definitely  known  to 
be  attributable  to  INDOCIN  include  bleeding  from 
the  sigmoid  colon  (either  from  a diverticulum  or 
without  a known  previous  pathologic  condition), 
perforation  of  preexisting  sigmoid  lesions  (di- 
verticulum, carcinoma),  and  hematuria.  In  other 
rare  cases,  a diagnosis  of  gastritis  has  been  made 
while  the  drug  was  being  given.  One  patient  de- 
veloped ulcerative  colitis,  and  another,  regional 
ileitis,  while  receiving  INDOCIN;  when  the  drug 
was  given  to  patients  with  preexisting  ulcerative 
colitis,  there  was  an  increase  in  abdominal  pain. 
Infrequently  observed  side  effects  may  include 
drowsiness,  tinnitus,  mental  confusion,  depression 
and  other  psychic  disturbances,  blurred  vision, 
stomatitis,  pruritus,  edema,  and  hypersensitivity 
reactions.  Slight  BUN  elevation,  usually  transient, 
has  been  seen  in  some  patients,  although  the  pre- 
ponderance of  evidence  indicates  that  INDOCIN 
does  not  adversely  affect  renal  function,  even  in 
patients  with  preexisting  renal  disease.  Neverthe- 
less, renal  function  should  be  checked  periodically 
in  patients  on  long-term  therapy.  Leukopenia  has 
been  seen  in  a few  patients. Transient  elevations  in 
alkaline  phosphatase,  cephalin-cholesterol  floccu- 
lation, and  thymol  turbidity  tests  have  been  ob- 
served in  some  patients  and,  rarely,  elevations  of 
SCOT  values;  the  relationship  of  these  changes  to 
the  drug,  if  any,  has  not  been  established.  As  with 
any  new  drug,  patients  should  be  followed  carefully 
to  detect  unusual  manifestations  of  drug  sensitivity. 
Before  prescribing  or  administering,  read  prod- 
uct circular  with  package  or  available  on  request. 
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The  discomforts  of 

DIARRHEA 
MUCOUS  COLITIS 
DIVERTICULITIS 
SPASTIC  URETERITIS 
BLADDER  SPASM 

are  relieved  by  i 

direct  musculotropic  action 
with 


BRAND  THIPHENAMIL  HCl 


Available  in  TOO  milligram  pink  sugar- 
coated  tablets. 

The  high  therapeutic  index  permits  dos- 
age sufficient  to  relieve  spasm  promptly. 
Administer  4 tablets  every  4 hours  until 
relief  is  constant,  then  adjust  mainte- 
nance dosage. 

Trocinate  BRAfiD  THIPHENAMIL  HCl 

Directly  relaxes  smooth  muscle  spasm 
Combats  hypermotility 
N on-mydriatic,  may  he  used  in  glaucoma 

Sixteen  years  of  clinical  use,  with  absence  of 
untoward  effects,  has  established  the  safety 
and  effectiveness  of  Trocinate. 

Trocinate  is  metabolized  in  the  body  and 
completely  eliminated,  which  is  a safety 
factor.  Dosage  must  be  sufficient  to  maintain 
the  therapeutic  blood  level. 

DISPENSED  IN  BOTTLES  OF 

100,  250  AND  2000  TABLETS 
Literature  and  samples  sent  upon  request 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA 

Manufacturers  of  ethical  pharmaceuticals  since  1856  | 
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must  penicillin 
be  a bitter  pill 
to  swallow? 

not  if  it  is 
V-Cillin  K. 
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V-Cillin  K now  has  a unique  glossy  coating 
that  banishes  bitter  penicillin  taste  and  makes 
it  easier  to  swallow.  Within  six  seconds  (just 
long  enough  for  the  tablet  to  get  past  the  taste 
buds),  the  coating  dissolves  and  the  penicillin 
is  ready  for  immediate  absorption  into  the 
bloodstream.  The  patient  still  gets  all  the  spe- 
cial benefits  of  V-Cillin  K,  including  consistent 
dependability  . . . even  in  the  presence  of  food. 
Indications:  V-Cillin  K is  an  antibiotic  useful  in  the 
treatment  of  streptococcus,  pneumococcus,  and  gono- 
coccus infections  and  infections  caused  by  sensitive 
strains  of  staphylococci. 

Contraindications  and  Precautions:  Although  sensi- 
tivity reactions  are  much  less  common  after  oral  than 
after  parenteral  administration,  V-Cillin  K should  not 
be  administered  to  patients  with  a history  of  allergy 


to  penicillin.  As  with  any  antibiotic,  observation  for 
overgrowth  of  nonsusceptible  organisms  during  treat- 
ment is  important. 

Usuai  Dosage  Range:  125  mg.  (200,000  units)  three 
times  a day  to  250  mg.  every  four  hours. 

Suppiied:  Tablets  V-Cillin  K,  125  or  250  mg.,  and 
V-Cillin  K,  Pediatric,  125  mg.  per  5-cc.  teaspoonful, 
in  40,  80,  and  l50-cc.-size  packages. 


® Six-Second 
Barrier  to 
Bitterness 


V-Cillin  K 

Potassium  Phenoxymethyl 
Penicillin 


Additional  information  available  to  phy- 
sicians upon  request.  Eli  Lilly  and 
Company,  Indianapolis,  Indiana  46206. 
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Symposium  on  Blood  Transfusion 


Ellis  A.  Fuller,  M.D.,  Guest  Editor 
Louisville,  Ky. 


The  procurement  and  proper  use  of 
blood  products  has  become  a subject  of 
compelling  concern  in  recent  years. 
Since  blood  products  must  be  obtained  from 
living  human  donors,  problems  of  supply  can- 


Doctor  Fuller 

function  and  adequacy 
anisms. 


not  be  solved  by  legis- 
lation or  mass  produc- 
tion. When  transfusion 
is  required,  not  only 
must  the  primary 
medical  indication  be 
considered,  but  also 
proper  use  requires 
evaluation  of  cardio- 
vascular physiology, 
hepatic  and  renal  stat- 
us, and  knowledge  of 
the  bone  marrow 
of  the  hemostatic  mech- 


The  dangers  which  are  inherent  in  any  trans- 
fusion are  markedly  compounded  by  human 
error  and  improper  use  of  blood.  When  im- 
munologic incompatibilities  are  present,  ex- 
pert knowledge  and  painstaking  investigation 
are  required  to  make  an  intelligent  decision 
about  any  use  of  blood  products.  Recent  liti- 
gation procedures  have  emphasized  the  in- 
creasing importance  of  the  medicolegal  aspects 
of  transfusion  responsibility. 

It  is  important  that  each  physician  involved 
in  the  administration  of  blood  or  blood  prod- 
ucts understand  his  area  of  responsibility,  and 
have  adequate  knowledge  about  both  the  prop- 
er use  and  the  dangers  involved.  Transfusion 
problems  require  a unique  cooperation  be- 


tween the  blood  procurement  service,  the  labo- 
ratory, and  the  responsible  physician  to  insure 
optimal  use  of  the  available  blood.  Because 
of  the  special  moral,  ethical,  medical  and  legal 
problems  associated  with  the  use  of  blood, 
transfusion  review  committees  have  been  es- 
tablished at  many  hospitals  to  improve  trans- 
fusion practices.  Indeed,  the  whole  subject 
has  been  considered  of  sufficient  importance 
to  merit  this  special  symposium  in  The  Jour- 
nal of  the  Kentucky  Medical  Association. 

Whole  blood  transfusion  is  a tissue  trans- 
plant in  the  truest  sense  of  the  word,  for  living 
cells  from  one  individual  must  be  given  to  an- 
other in  the  living  state.  It  is  the  most  suc- 
cessful and  widely  used  transplant  because  of 
the  ease  of  obtaining  and  transferring  a blood 
sample,  the  relatively  simple  metabolic  re- 
quirements of  the  red  cells,  and  because  a 
temporary  function  is  frequently  all  that  is 
needed  to  sustain  life  over  a critical  period. 

The  blood  tissues  make  up  the  largest  and 
most  active  organ  in  the  body.  Blood  serves 
primarily  as  a transport  system  which  main- 
tains a constant  supply  of  oxygen,  essential 
nutrient  materials,  coagulation  factors,  white 
cells,  platelets,  hormones  and  antibodies  to 
cells  throughout  the  body.  It  is  the  vehicle  for 
removal  of  carbon  monoxide  and  waste  ma- 
terials, and  is  important  in  temperature  regu- 
lation. Any  significant  compromise  of  these 
vital  functions  may  lead  to  severe  morbidity 
or  death.  Many  disease  states  can  and  do  inter- 
fere with  one  or  more  of  these  functions.  In 
such  situations,  the  supplying  of  a needed 
blood  product  from  a normal  individual  may 
be  life  saving. 
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Practical  and  relatively  safe  transfusion  of 
blood  products  is  a rather  new  science.  The 
initial  experimental  transfusion  of  animal 
blood  intravenously  into  humans  was  first  at- 
tempted in  the  seventeenth  century  shortly 
after  Harvey  described  the  blood  circulation. 
Initial  transfusion  attempts  were  doomed  to 
disaster  until  Landsteiner,  Levine,  Weiner  and 
others  early  in  this  century  discovered  and 
recognized  the  fundamental  importance  of  ma- 
jor blood  groups  in  the  matching  of  compatible 
blood  types.  The  further  development  of  anti- 
coagulation, nutrient  additives  and  refrigera- 
tion made  stoarge  of  living  cells  possible.  Based 
on  these  advances,  the  first  blood  bank  estab- 
lished at  Cook  County  Hospital  in  Chicago  in 
1937.  Today  an  adequate  transfusion  service 
is  a necessary  cornerstone  of  any  medical 
community.  Such  services  not  only  provide  for 
primary  patient  needs,  but  also  make  possible 
extensive  surgical  procedures,  use  of  the  arti- 
ficial heart  and  kidney,  and  tissue  transplanta- 
tion. 

Blood  transfusion  continues  to  be  a rapidly 
changing  science  and  will  increase  both  in  com- 
plexity and  usefullness  as  further  advances  are 
made.  Better  methods  of  blood  preservation 
may  soon  extend  the  dating  period  for  banked 
blood.  Recent  research  has  given  rise  to  hope 
for  practical  freezing  of  red  cells.  Use  of  the 
computer  for  inventory  control  should  make 
possible  better  use  of  available  blood  supplies, 
and  help  in  projecting  future  needs  for  blood 
procurement.  Advances  in  processes  of  frac- 
tionation and  purification  of  specific  blood 
products  will  allow  more  patients  to  benefit 
from  a single  unit  of  blood. 

The  last  twenty  years  have  witnessed  such 
a spectacular  growth  in  the  use  of  blood  prod- 
ucts that  almost  six  million  units  were  used 
in  the  United  States  in  the  last  twelve  months. 


The  procurement  of  the  vast  quantities  of 
blood  needed  to  sustain  the  present  transfusion 
program  is  a problem  of  great  magnitude 
which  has  reached  disasterous  proportions  in 
some  sections  of  the  country. 

To  maintain  adequate  volunteer  donations 
— more  than  80%  of  the  supply  is  obtained 
from  donors  who  receive  no  monetary  gain — 
requires  daily  effort  by  many  dedicated  work- 
ers. All  blood  banking  programs  require  a 
broad  base  of  community  support  as  well  as 
the  active  interest  of  physicians  and  hospital 
personnel.  Each  patient  who  receives  a blood 
product  should  be  urged  to  have  family  and 
friends  replenish  the  supply  regardless  of  the 
blood  procurement  system.  Insurance  coverage 
or  ability  to  pay  is  of  little  benefit  since  dol- 
lars can  neither  be  transfused  or  buy  sufficient 
blood  to  meet  the  needs. 

It  is  the  purpose  of  this  symposium  to  bring 
together  practical  clinical  information  regard- 
ing the  proper  use  of  blood  products.  The  first 
paper  outlines  basic  principles  for  the  use  of 
whole  blood  and  packed  cells,  and  stresses  the 
difference  in  the  physiological  management  of 
acute  blood  loss  as  opposed  to  the  problem  of 
chronic  anemia.  Knowledge  of  the  hazards  of 
transfusion,  and  recognition  and  management 
of  adverse  reactions  is  of  equal  importance, 
and  is  discussed  in  the  second  article.  The  third 
paper  reviews  the  important  blood  groups,  lab- 
oratory procedures,  proper  handling  of  blood 
and  discusses  the  problems  produced  by  incom- 
patible crossmatches.  The  fourth  article  is  de- 
voted to  the  increasingly  important  area  of 
blood  fractions.  The  final  paper  discusses  the 
medicolegal  responsibilities  which  should  be 
clearly  understood  by  all  physicians  using 
blood  products. 

Ellis  A.  Fuller,  M.D. 
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Clinical  Use  Of  Whole  Blood  And  Packed  Red  Cells 


Ellis  A.  Fuller,  M.D.*,  Charles  E.  Dobbs,  M.D.**,  and  Marion  F.  Beard,  M.D.*** 

Louisville,  Ky. 


Introduction 

The  largest  number  of  patients  that  re- 
quire transfusion  products  need  eryth- 
rocytes present  only  in  whole  blood  or 
packed  red  blood  cells.  There  is  no  substitute 
for  these  products  when  the  oxygen-carrying 
capacity  of  hemoglobin  is  needed.  To  sustain 
life,  the  intravascular  compartment  must  con- 
tain an  adequate  volume,  and  the  blood  must 
have  a sufficient  hemoglobin  concentration. 
However,  there  is  a large  functional  reserve  in 
both  blood  volume  and  oxygen-carrying  capaci- 
ty that  will  allow  moderate  reduction  in  one  or 
both  of  these  factors  without  significant  mor- 
bidity. It  is  only  when  the  limits  of  acceptable 
tolerance  of  one  or  both  of  these  functions  is 
reached  that  blood  transfusions  is  indicated 
Because  of  the  very  real  dangers  that  are  in- 
herent in  transfusion.  Col.  William  Crosby  has 
aptly  stated,  “The  major  contra-indication  to 
transfusion  is  the  lack  of  a specific  indication^” 
Whole  blood  is  primarily  indicated  in  situ- 
ations where  there  is  acute  loss  of  whole  blood 
to  the  point  that  the  cardiovascular  system 
may  not  be  able  to  maintain  adequate  per- 
fusion so  that  the  danger  of  hypovolemic  shock 
develops.  Packed  cells  are  primarily  indicated 
when  the  oxygen  carrying  capacity  is  de- 
creased to  the  point  that  peripheral  cellular 
anoxemia  may  occur  because  of  a lowered 
hemoglobin.  While  there  are  situations  in  which 
both  problems  may  be  present  in  the  same 
patient,  it  is  important  for  the  clinician  to 
separate  in  his  own  mind  the  volume  prob- 
lems as  opposed  to  the  problem  of  anemia, 
since  quite  different  patho-physiologic  princi- 
ples are  involved.  For  reasons  which  will  be 
outlined,  whole  blood  should  not  be  used  if 
packed  cells  will  supply  the  need,  and  neither 
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should  be  used  if  a specific  component,  frac- 
tion, or  other  substance  is  available  to  supply 
the  need. 

The  first  section  of  this  paper  deals  with 
acute  blood  loss,  whole  blood  characteristics, 
and  its  use  in  the  management  of  acute  hem- 
orrhage. The  second  section  deals  with  the 
chronic  anemias  and  the  use  of  packed  cells 
in  management.  Finally,  the  proper  techniques 
of  administration  and  certain  special  trans- 
fusion problems  are  discussed. 

Transfusion  for  Volume  Replacement 

PATHOPHYSIOLOGY  OF  ACUTE  BLOOD 
LOSS 

The  blood  volume  of  the  average  man,  calcu- 
lated on  the  basis  of  weight,  is  67.5  ml  per 
kilogram  of  body  weight-.  Considerable  vari- 
ation exists,  depending  on  such  factors  as  sex 
(63  ml  per  kilogram  in  women),  age  (approxi- 
mately 480  ml  less  after  age  40),  body  build 
and  obesity  (fat  is  a relatively  blood  free  tis- 
sue). For  the  average  adult,  this  will  mean 
between  eight  and  fourteen  pints  of  blood  in 
the  intravascular  compartment.  If  approximate- 
ly 40%  of  this  volume  is  lost  acutely,  shock 
may  supervene,  and  such  blood  loss  is  the 
prime  indication  for  whole  blood  transfusion. 
In  most  individuals,  lOOOcc  or  approximately 
two  pints  can  be  lost  acutely  without  diffi- 
culty. The  loss  of  500cc  of  blood  is  of  no 
concern  in  the  otherwise  healthy  individual. 
This  fact,  of  course,  makes  the  donation  of  a 
pint  of  blood  for  transfusion  a safe  and  practi- 
cal procedure. 

If  the  blood  loss  is  massive,  replacement 
must  be  rapid  (50-75  ml  per  minute),  at  times 
requiring  a 15  gage  needle,  pressure,  or  even 
transfusions  into  two  separate  veins.  If  rapid 
transfusions  are  given,  even  the  patient  with 
a normal  cardiovascular  status  has  to  be  close- 
ly monitored  to  prevent  circulatory  overload- 
ing on  the  one  hand,  or  shock  on  the  other. 
In  patients  that  have  disease  of  the  heart, 
blood  vessels,  lungs,  or  kidneys,  the  tolerance 
for  deviation  from  a normal  blood  volume  be- 
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comes  less.  It  is  important  to  remember  that 
the  hemoglobin  and  the  hematocrit  determina- 
tions at  the  time  of  the  acute  blood  loss  may 
give  no  indications  of  loss  until  hemodilution 
has  taken  place. 

If  the  blood  loss  is  less  rapid,  larger  losses 
are  well  tolerated.  Blood  loss  that  might  bring 
the  hemoglobin  down  to  7 or  8 grams  or  lower 
may  be  well  tolerated  without  transfusion  if 
the  total  blood  volume  is  maintained.  The 
volume  of  the  intravascular  compartment  may 
be  able  to  be  maintained  by  compensatory  ex- 
pansion with  non-hemoglobin  fluids  such  as  al- 
bumin, plasma,  other  plasma  expanders,  or 
even  electrolyte  solutions.  Butcher  at  Barnes 
Hospital  has  recently  championed  the  use  of 
Lactated  Ringers  Solution  in  rather  large 
amounts  to  maintain  the  blood  volume'’.  He 
has  overcome  the  problem  of  the  capillary  leak 
of  fluid  containing  small  molecular  weight  ions 
by  giving  2 to  3 times  the  amount  lost  in  order 
to  fill  the  extra  cellular  space.  Blood  trans- 
fusion is  given  only  after  the  blood  loss  lowers 
the  hemoglobin  below  a point  that  is  well  toler- 
ated. Recently,  there  has  been  a justifiably 
great  emphasis  on  avoidance  of  the  single  unit 
“cosmetic  transfusion”.  However,  a single  unit 
may  be  indicated  in  situations  where  one  unit 
is  all  that  is  necessary  to  elevate  the  volume 
or  hemoglobin  above  a critical  level. 

A discussion  of  the  clinical  guides  in  the 
management  of  such  patients  is  beyond  the 
scope  of  this  paper,  but  emphasis  should  be 
placed  on  a close  follow-up  of  vital  signs, 
change  in  the  recumbent  and  sitting  blood  pres- 
sure, and  urinary  output.  Blood  volume  meas- 
urements are  helpful  if  variations  from  normal 
calculated  values  are  kept  in  mind. 

Whole  Blood 

In  the  majority  of  transfusions  in  which 
whole  blood  is  indicated,  there  is  concern  only 
about  adequate  volume  replacement  and  suf- 
ficient oxygen  carrying  capacity  of  the  red 
cells.  However,  blood  is  a very  complex  fluid 
containing  other  cellular  elements,  proteins, 
and  electrolytes  that  may  deserve  considera- 
tion in  special  situations.  There  are  changes  in 
the  red  cell  survival,  platelets,  labile  coagula- 
tion factors,  and  electrolyte  composition  as 
blood  ages  which  are  normally  insignificant  but 
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may  become  important  under  certain  specific 
circumstances. 

The  red  cell  survival  of  fresh  blood  is  90% 
of  normal  if  given  within  24  hours  of  collection 
with  the  survival  decreasing  to  about  70% 
at  the  end  of  the  21  day  dating  period.  The 
problem  in  acute  blood  loss  is  immediate  re- 
placement of  the  decreased  volume  and  the 
length  of  survival  of  the  red  cells  is  of  little 
importance.  Whole  banked  blood  up  to  the  21 
day  dating  period  is  quite  satisfactory  for  trans- 
fusion if  the  patient  has  normal  bone  marrow 
function.  Here  the  difference  between  the 
90%  survival  of  fresh  blood  as  compared  to 
the  70%  at  21  days  is  not  significant.  After 
the  initial  crisis  is  over,  the  normal  marrow 
will  increase  its  output  to  replace  the  trans- 
fused cells  as  they  are  slowly  lost  from  the 
circulation. 

For  maximum  use  of  the  available  blood 
supply,  the  oldest  banked  blood  on  inventory 
should  be  used  to  fill  routine  orders  as  they 
are  received.  Fresher  blood  should  be  specified 
only  in  situations  where  a definite  indication 
exists  since  unnecessary  requests  place  an  un- 
warranted burden  on  the  blood  supplier. 
Very  fresh  blood  (within  a few  hours  of  col- 
lection) should  never  be  requested  unless  an 
attempt  is  being  made  to  transfuse  viable 
platelets  or  unless  there  is  a known  deficiency 
of  one  of  the  labile  coagulation  factors.  Such 
requests  have  to  be  handled  individually  and 
special  donors  may  have  to  be  recruited  and 
bled.  Therefore  there  should  be  adequate  labo- 
ratory confirmation  of  either  thrombocytopenia 
or  of  a plasma  factor  deficiency  before  such 
requests  are  submitted. 

Relatively  fresh  blood  (within  5 to  10  days 
of  collection,  or  as  fresh  as  available  on  the 
shelf  without  special  handling)  may  be  justifi- 
ably requested  for  some  patients  with  liver  or 
kidney  disease,  or  inadequate  bone  marrow 
function,  for  reasons  which  will  be  discussed. 
Leukocytes  are  rapidly  destroyed  by  present 
blood  collection  techniques  and  white  cells  can- 
not be  given  beneficially  at  this  time.  Trans- 
fusion is  therefore  not  indicated  if  the  clinical 
problem  is  primarily  one  of  leukopenia. 

In  rare  instances,  the  administration  of  mas- 
sive quantities  of  banked  stored  blood  may 
lead  to  deficiencies  of  labile  coagulation  fac- 
tors or  platelets^.  This  rarely  becomes  a prob- 
lem unless  there  is  almost  total  replacement 
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of  the  normal  blood  volume.  As  a rule  of 
thumb,  for  most  patients,  there  is  little  diffi- 
culty until  more  than  10  or  12  units  are  given. 

The  sodium  content  of  a unit  of  whole  blood 
is  about  50  meq.  and  is  of  little  importance 
in  the  patient  with  normal  cardiac  or  renal 
function,  but  may  be  significant  if  these  func- 
tions are  decreased.  Hyperkalemia  may  be  a 
problem  in  both  liver  and  kidney  disease  and 
may  be  an  indication  for  specifying  relatively 
fresh  blood  since  the  potassium  ion  slowly 
leaks  from  the  red  cells  during  storage,  in- 
creasing the  concentration  in  the  plasma  from 
4 to  5 meq.  per  liter  in  fresh  blood  to  over 
30  meq.  per  liter  at  21  days.  Citrate  toxicity 
is  rarely  a problem  since  the  normal  liver 
readily  metabolizes  this  molecule,  but  theo- 
retically can  produce  cardiac  problems  or  hy- 
pocalcemic  tetany  in  infants  or  adults  with 
severely  compromised  liver  function  or  in  situ- 
ations where  massive  transfusions  are  given. 

Transfusion  to  Improve  Oxygen- 
Carrying  Capacity 

PATHOPHYSIOLOGY  OF  CHRONIC  ANE- 
MIA 

While  acute  blood  loss  is  the  single  major 
indication  for  whole  blood  transfusion,  a wide 
variety  of  pathologic  processes  may  lead  to 
chronic  anemia  without  major  volume  changes. 
Here  the  preferred  treatment  product  is  packed 
red  blood  cells  if  transfusion  is  required.  Basic- 
ally such  anemias  are  either  the  result  of  de- 
creased bone  marrow  production  of  red  cells 
accelerated  destruction  (hemolysis),  chronic 
blood  loss,  or  some  combination  of  these  pro- 
cesses. As  in  any  illness,  proper  management 
depends  on  accurate  diagnosis  and  on  an  un- 
derstanding of  the  pathophysiologic  problems 
involved. 

When  a significant  anemia  is  found,  efforts 
should  first  be  made  to  establish  the  etiology 
before  any  treatment  is  given  unless  the  patient 
is  suffering  from  symptoms  of  anoxemia  at 
rest.  There  is  no  justification  or  rationale  for 
the  use  of  either  emperic  “shotgun”  hematinic 
preparations  or  emperic  blood  transfusions  in 
such  situations.  Treatment  should  be  deferred 
until  diagnostic  studies  have  been  completed 
unless  the  situation  is  such  that  the  patient’s 
life  may  depend  upon  transfusion  first  and 
diagnosis  later.  Even  after  diagnosis,  trans- 
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fusion  should  be  avoided  if  there  is  any  other 
form  of  therapy  available. 

In  all  chronic  anemias,  the  ability  of  the 
bone  marrow  to  respond  to  the  stimulus  of 
the  anemia  is  of  critical  importance.  The  bone 
marrow  is  the  most  active  organ  in  the  body, 
and  erythroctytes  are  produced  by  the  mar- 
row at  a startling  rate®.  In  the  normal  adult 
approximately  9 billion  cells  containing  6.25 
grams  of  hemoglobin  are  produced  daily.  The 
rate  of  destruction  is  equal  to  the  production 
and  an  equilibrium  is  established  with  a turn- 
over of  approximately  1 % of  the  cells  per  day. 

Under  the  stimulation  of  severe  anemia  the 
normal  (or  properly  treated)  marrow  may  be 
able  to  increase  its  production  up  to  eigthfold 
and  physiologically  correct  even  severe  ane- 
mias. If  the  anemia  is  on  the  basis  of  a de- 
ficiency (vitamin  B12,  folic  acid,  or  iron)  it 
should  be  treated  by  adequate  amounts  of  the 
specific  substance  which  is  deficient.  Steroids 
may  be  the  agents  of  choice  in  the  immune 
types  of  hemolytic  anemia  in  which  trans- 
fusion may  lead  to  further  hemolysis.  Such 
problems  as  thyroid  or  other  endocrine  de- 
ficiency, infection,  and  malignant  disease  in- 
cluding leukemia  and  lymphoma,  may  be  ade- 
quately managed  by  treating  the  underlying 
condition,  at  which  time  the  blood  count  may 
spontaneously  return  to  satisfactory  levels. 

There  are,  however,  certain  types  of  chronic 
anemia  for  which  no  specific  therapy  is  avail- 
able. If  possible,  patients  with  conditions  such 
as  aplastic  anemia,  uremia,  or  incurable  ma- 
lignancy should  be  allowed  to  stabilize  at  a 
level  of  hemoglobin  which  will  allow  satis- 
factory activity  even  though  this  may  be  well 
below  accepted  normal  levels.  Intermittent  or 
chronic  transfusion  therapy  only  becomes 
necessary  if  such  treatment  means  the  differ- 
ence between  useful  activity  and  disability. 
Again,  the  aim  should  be  just  to  raise  the 
hemoglobin  to  realtively  asymptomatic  levels. 
In  these  patients  who  do  require  regular  trans- 
fusions, it  may  be  advisable  to  specify  rela- 
tively fresh  blood  or  packed  cells  since  the 
additional  red  cell  survival  of  the  fresher  blood 
may  allow  more  infrequent  transfusions. 

Important  Characteristics  of  Packed  Red  Cells 

In  almost  all  chronic  anemias  (or  acute  ane- 
mias without  loss  of  blood  volume),  packed 
red  cells  offer  several  distinct  advantages  over 
whole  blood.  Packed  cells  are  prepared  by 
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centrifugation  or  sedimentation  and  removal 
of  approximately  80%  of  the  plasma®.  One 
unit  of  packed  cells  then  contains  the  same 
number  of  red  cells  as  in  a pint  of  whole 
blood  with  about  half  the  volume.  This  de- 
creased volume  provides  more  physiologic 
management  in  most  chronic  anemias,  and 
may  be  of  critical  importance  in  patients  who 
have  a compromised  circulatory  system,  since 
less  volume  adjustment  is  required’^. 

In  removing  the  plasma,  most  of  the  free 
sodium,  potassium,  and  citrate  are  removed, 
avoiding  the  problems  outlined  in  the  discus- 
sion of  the  use  of  whole  blood.  Removal  of 
the  plasma  also  eliminates  a good  portion  of 
the  white  cell  population  and  a large  quantity 
of  the  plasma  proteins  which  are  the  leading 
causes  of  non-specific  febrile  or  allergic  trans- 
fusion reactions®.  Finally,  the  use  of  packed 
cells  rather  than  whole  blood  may  double, 
triple,  or  quadruple  the  usefulness  of  a single 
pint  of  blood.  If  the  plasma  is  removed  as 
soon  as  the  blood  is  drawn,  it  will  still  con- 
tain viable  platelets  and  labile  clotting  factors. 
As  discussed  in  the  paper  on  blood  fractions, 
plasma  can  also  be  processed  to  provide  serum 
albumin,  gamma  globulin,  and  fibrinogen 
which  are  now  in  critically  short  supply.  For 
such  reasons,  it  is  becoming  increasingly  de- 
sirable to  use  packed  cells  unless  whole  blood 
is  specifically  required.  It  is  estimated  that  at 
least  30%  of  transfusions  should  be  in  the 
form  of  packed  cells.  Whenever  possible,  or- 
ders for  packed  cells  should  be  submitted  24 
hours  prior  to  transfusion  to  allow  the  blood 
bank  adequate  time  for  procurement  and 
preparation  in  a routine  manner. 

Technique  of  Administration 

As  is  stressed  in  the  paper  on  hazards  of 
blood  transfusion,  a patient  who  receives  a 
unit  of  mismatched  or  incompatible  blood  may 
have  a severe  transfusion  reaction  which  can 
lead  to  shock,  renal  shutdown,  and  death. 
However,  the  signs  of  a transfusion  reaction 
usually  become  apparent  after  infusion  of  a 
relatively  small  volume  (25-100  ml.)  of  in- 
compatible blood.  For  this  reason,  it  is  im- 
portant that  the  patient  be  watched  closely 
during  the  initial  phase  of  blood  administra- 
tion, and  that  the  first  50  mis.  be  given  quite 
slowly  over  this  period  of  time  (less  than  5 ml 
per  minute).  If  any  symptoms  of  a trans- 
fusion reaction  develop,  the  transfusion  can 


be  immediately  discontinued,  usually  before 
sufficient  blood  has  been  given  to  cause  major 
morbidity.  If  no  adverse  symptoms  have  de- 
veloped during  the  first  30  minutes,  the  trans- 
fusion rate  can  be  accelerated.  Patients  who 
have  a normal  cardiovascular  system  can 
then  receive  a unit  of  blood  safely  within  a 
period  of  about  an  hour  or  at  a rate  up  to 
10  to  20  ml.  per  minute. 

Patients  who  have  limited  cardiac  reserve  or 
failure  may  require  very  slow  administration, 
over  a period  of  perhaps  3 to  4 hours,  even 
if  packed  cells  are  used.  It  is  a paradox  that 
the  most  severely  anemic  patients  require  the 
most  cautious  administration  since  a delicate 
equilibrium  can  be  upset  and  overload  result 
with  pulmonary  edema®.  If  anemia  is  severe 
range  of  2 to  3 grams),  it  may  be  judicious 
to  perform  a phlebotomy  of  the  severely  ane- 
mic blood  from  one  arm  while  giving  packed 
cells  in  the  other  arm,  so  that  the  hemoglobin 
can  be  effectively  increased  without  any  in- 
crease in  blood  volume^®. 

Blood  should  not  be  warmed  before  ad- 
ministration unless  cold  antibodies  are  known 
to  be  present.  In  this  situation,  the  tempera- 
ture of  the  blood  can  be  safely  increased  by 
passing  the  tubing  through  a water  bath  no 
higher  than  37 °C,  or  placing  a heating  pad  on 
the  recipient’s  arm  above  the  site  of  infusion. 
Pressure  transfusions  may  be  required  in  ser- 
vere  blood  loss,  but  air  should  not  be  pumped 
into  the  bottle  because  of  the  danger  of  air 
embolism.  Medication  should  never  be  added 
directly  to  the  bottle  of  blood.  Anti-histamines 
which  are  frequently  given  prior  to  the  ad- 
ministration of  blood  to  prevent  a hypersensi- 
tivity reaction,  can  usually  be  given  quite  satis- 
factorily at  the  first  signs  of  difficulty.  The 
use  of  anti-pyretics  prophylactically  is  not  good 
practice  unless  the  patient  is  known  to  have 
febrile  reactions  on  the  basis  of  previous  trans- 
fusion experience. 

If  a patient  needs  transfusion  prior  to  elec- 
tive surgery,  time  should  be  allowed  prior  to 
the  procedure  for  physiologic  adjustments  to 
the  change  in  volume.  An  arbitrary  figure  of 
10  grams  of  hemoglobin  is  frequently  required 
prior  to  surgery,  but  there  are  instances  where 
patients  who  have  adjusted  to  lower  hemo- 
globin levels  may  be  satisfactory  surgical  risks 
without  transfusion.  The  anesthesiologist  and 
surgeon  should  be  flexible  in  considering  cer- 
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tain  of  these  special  problems  such  as  might 
occur  in  hereditary  spherocytosis  where  a life- 
time adjustment  has  taken  place,  and  the 
hemoglobin  will  predictably  increase  rapidly 
after  splenectomy. 

Transfusion  should  be  avoided  while  a pa- 
tient is  under  anesthesia,  if  at  all  possible. 
Many  of  the  helpful  signs  and  symptoms  of 
a reaction  are  masked  and  the  patient  may 
develop  shock  secondary  to  transfusion  re- 
action without  any  means  of  recognizing  the 
nature  of  the  problem.  The  situation  may  then 
be  aggravated  by  an  increase  in  the  rate  of 
administration  of  the  blood  in  an  attempt  to 
treat  the  shock  resulting  from  the  reaction. 

Special  Problems 

Inability  to  obtain  the  proper  type  of  blood 
or  a compatible  crossmatch  for  a patient  that 
urgently  needs  transfusion  is  perhaps  the  most 
frustrating  transfusion  problem  that  is  en- 
countered by  both  the  attending  physician  and 
the  director  of  the  transfusion  service.  In  such 
situations,  satisfactory  solutions  usually  can  be 
found  if  there  is  direct  consultation  between 
the  physician,  who  is  responsible  for  the  pa- 
tient, and  the  director,  who  is  responsible  for 
blood  distribution  and  laboratory  control. 

BLOOD  SHORTAGES 

Regardless  of  the  type  of  blood  procurement 
program  available  to  a hospital,  shortages  of 
certain  blood  types  will  inevitably  be  present 
from  time  to  time.  If  this  occurs  at  a time 
when  a patient  requires  immediate  transfusion, 
it  is  important  to  know  what  products  or 
blood  types  can  be  substituted  with  relative 
safety  until  the  proper  type  can  be  obtained. 
As  noted  above,  serum  albumin,  plasma,  or 
plasma  expanders  such  as  dextran  and  electro- 
lyte solutions  may  be  lifesaving  by  replacing 
blood  volume  even  though  the  hemoglobin  is 
not  concomitantly  increased.  This  may  well 
allow  time  for  procurement  of  the  specific  type 
with  proper  crossmatching,  and  proper  proce- 
dure should  be  followed  in  all  but  extreme 
emergencies. 

If  the  specific  blood  type  cannot  be  ob- 
tained and  red  cells  are  required,  low  titer 
type  O Negative  blood  can  be  used  in  an 
emergency  situtation  in  a patient  of  any  blood 
type.  (O  Positive  blood  is  preferred  if  the 
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recipient  is  known  to  be  positive.)  It  should 
be  stressed  that  use  of  O Negative  blood  is 
not  without  hazard  since  the  plasma  does  con- 
tain antibodies  againt  A and  B cells^^  These 
antibodies  can  lead  to  the  destruction  of  the 
patient’s  own  cells  of  type  A,  B,  or  AB.  If  as 
many  as  5 units  of  type  O blood  are  substi- 
tuted and  further  transfusion  is  required  with- 
in 10  days,  then  transfusion  with  O blood 
should  be  continued,  for  the  antibody  level 
may  be  sufficient  to  cause  major  destruction 
of  cells  of  the  original  type. 

Certain  of  the  rarer  blood  types  may  be  in 
short  supply  when  the  total  supply  is  quite 
adequate.  For  example,  it  is  not  uncommon 
to  have  a shortage  of  AB  Negative  blood  if  a 
large  amount  is  required.  In  this  situation,  A 
Negative  blood  is  the  most  satisfactory  substi- 
tute because  no  anti-A  antibodies  are  present 
and  the  anti-B  antibodies  are  usually  of  low 
titer.  If  any  type  of  blood  is  critically  short, 
demand  for  blood  of  that  type  for  non-emerg- 
ent  situations  cannot  be  morally  justified  for 
it  may  deprive  the  individual  that  does  have 
a critical  need.  Such  problems  require  patience 
and  understanding,  particularly  if  elective  sur- 
gery must  be  cancelled  or  hospitalization  pro- 
longed. 

INCOMPATIBILITY  IN  THE  CROSS- 
MATCH 

A compatible  crossmatch  requires  that  there 
be  no  antibodies  in  the  recipient  serum  that 
will  react  with  the  donor  cell  (major  cross- 
match), and  no  antibodies  in  the  donor  serum 
that  will  react  with  the  recipient  cells  (minor 
crossmatch).  If  an  incompatibility  exists,  the 
transfusion  must  be  delayed  until  compatible 
blood  can  be  found  by  blindly  crossmatching 
a sufficient  number  of  units,  or  until  the  spe- 
cific antibody  is  identified  and  blood  that  is 
negative  for  that  group  obtained.  If  multiple 
antibodies  are  present  or  if  the  patient  has 
developed  an  auto-antibody  that  will  react 
against  all  cells  regardless  of  type,  a com- 
patib'e  crossmatch  may  be  impossible  to  ob- 
tain. A more  detailed  discussion  of  these  prob- 
lems, which  can  become  very  complex  for 
medical  and  legal  reasons,  will  be  found  in  a 
subsequent  paper.  Before  undertaking  trans- 
fusion in  a situation  where  incompatibility  is 
known  to  exist,  the  physician  must  either  have 
a very  clear  understanding  of  the  problems 
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and  dangers  involved,  or  obtain  the  most  ex- 
pert advice  that  is  available  to  him. 

A UTOTRA  NSFUSION 

One  practical  consideration  for  patients  who 
have  either  a very  rare  blood  type  or  anti- 
bodies that  make  crossmatching  difficult  is  the 
use  of  the  autotransfusion  technique.  If  the 
hemoglobin  levels  are  adequate,  the  prospective 
patient  for  elective  surgery  may  be  bled  be- 
tween 7 to  14  days  before  the  procedure  so 
that  one  to  two  units  of  his  own  blood  will  be 
available  if  needed  at  the  time  of  surgery  or 
in  the  immediate  post-operative  period.  This 
procedure  may  well  become  increasingly  popu- 
lar, even  for  patients  with  no  crossmatching 
problems,  since  a completely  compatible  unit 
of  blood  can  only  be  obtained  from  the  indi- 
vidual himself  or  an  identical  twin. 

Summary 

Blood  transfusion  is  a lifesaving  but  poten- 
tially dangerous  method  of  treatment.  Its  use 
should  be  avoided  if  any  other  method  of  pa- 
tient management  is  available.  When  trans- 
fusions are  necessary,  the  physician  should 
understand  the  pathophysiologic  considerations 
of  the  individual  patient  and  tailor  the  therapy 
on  this  basis.  Whole  blood  may  be  required 


in  situations  of  acute  blood  loss,  but  packed 
cells  are  the  preferred  product  when  an  anemia 
is  present  where  loss  of  volume  is  not  a sig- 
nificant problem.  It  is  important  for  the 
physician  and  the  nursing  service  to  recognize 
the  dangers  inherent  in  transfusions  and  the 
clinical  signs  of  a transfusion  reaction.  There 
should  be  free  consultation  between  the  physi- 
cian and  the  laboratory  service  to  enable  best 
use  of  this  product  and  to  cooperatively  solve 
any  problems  related  to  its  use. 
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WITH  the  increased  availability  of  hu- 
man blood  and  the  simplification  of 
techniques  for  its  administration, 
transfusion  therapy  has  been  used  with  greater 
frequency  to  the  benefit  of  innumerable  pa- 
tients. Inevitably,  however,  the  increased  use  of 
blood  has  made  proportionately  greater  the 
risk  of  observing  unfavorable  effects  of  trans- 
fusion. Broadly,  these  unfavorable  effects  are 
indicated  with  the  name  of  “transfusion  re- 
actions”. As  defined  by  the  Committee  on 
Standards  of  the  American  Association  of 
Blood  Banks  ( 1 ) transfusion  reactions  usually 
fall  into  four  groups:  I)  allergic,  2)  febrile, 
3)  overloading,  4)  hemolytic. 

The  “allergic”  reactions  include  urticaria,  fa- 
cial edema,  bronchial  spasm,  laryngeal  edema. 
These  phenomena  are  precipitated  by  an  anti- 
gen-antibody reaction  when  the  plasma  infused 
contains  an  antigen  and  the  recipient’s  the 
corresponding  antibody  or  in  the  opposite  situ- 
ation, when  the  infused  plasma  contains  an 
antibody  and  the  recipient’s  the  corresponding 
antigen.  The  occurrence  of  these  complica- 
tions, especially  urticaria  is  approximately  2%. 
Severe  allergic  reactions  are  fortunately  rare, 
only  1/10  of  1 percent  and  less  likely  to 
occur  not  only  if  donors  are  carefully  screened 
but  also  if  the  recipient’s  allergic  history  has 
been  evaluated  and  proper  measures  taken  in 
case  of  positive  record  of  allergic  sensitivity. 

In  fact,  evidence  has  been  presented  that 
most  of  the  allergic  transfusion  reactions  de- 
pend on  exaggerated  sensitivity  of  the  re- 
cipient rather  than  on  abnormalities  of  trans- 
fused blood.  Because  of  the  high  frequency  of 
allergic  reactions,  the  introduction  of  anti- 
histaminic  compounds  into  every  blood  bottle 
before  infusion  has  been  practiced.  Entering 
the  bottle  for  addition  of  medications  has  now 
been  condemned^  The  indiscriminate  use  of 
antiallergic  drugs  is  also  inadvisable  and  insti- 
tution of  treatment  should  be  reserved  only  for 
the  patient  who  develops  symptoms.  In  case 
of  strong  allergic  history  of  a perspective  re- 
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cipient  of  blood,  however,  the  oral  or  parenter- 
al administration  of  an  antihistaminic  to  the 
patient  preceding  the  transfusion  is  an  accept- 
able exception.  In  rare  particular  cases  even 
the  administration  of  corticosteroids  may  be 
indicated. 

The  “febrile  reactions”,  also  very  frequent, 
are  provoked  by  introduction  into  the  re- 
cipient of  “pyrogens”,  of  incompatible  leuko- 
cytes or  platelets,  or  by  infectious  agents  car- 
ried by  the  infused  blood.  Pyrogens  are  most 
often  polysaccharides  of  high  molecular  weight 
of  bacterial  origin^.  These  contaminants  of 
glassware  and  of  the  chemical  compounds  used 
for  anticoagulation  are  now  rarely  found  in 
commercially  available  materials. 

Leukocyte  incompatibility  is  responsible  for 
over  50%  of  all  the  febrile  transfusion  re- 
actions^. Leuko-agglutinins,  usually  present 
in  the  recipient  plasma,  are  incriminated  for 
these  unfavorable  effects.  The  reaction  is 
characterized  by  flushing,  chills,  fever  and, 
rarely,  hypotension,  tachycardia,  cyanosis  and 
activation  of  fibrinolysin.  The  untoward  effects 
are  observed  only  when  more  than  1 x 10® 
white  blood  cells  are  administered.  These  ef- 
fects are  provoked  by  both  viable  leukocytes 
and  by  non-functional  cells  such  as  those 
present  in  blood  preserved  for  many  days. 
Avoidance  of  the  reaction  is  usually  obtained 
if  80%  or  more  of  the  white  blood  cells  are 
removed  from  the  donor’s  blood  by  means  of 
centrifugation  and  aspiration  of  the  buffy  coat. 

Buffy  coat-free  blood  should  theoretically 
be  used  nearly  every  time  blood  is  administered 
but  this  is  presently  impossible  for  practical 
considerations.  The  use  of  leukocyte  poor 
blood  is  desirable  or  necessary  if  a patient  con- 
sistently experiences  severe  febrile  symptoms 
following  transfusions,  in  candidates  of  numer- 
ous or  massive  transfusions,  and  in  patients 
with  hyper-immune  diseases.  Moderate  febrile 
reactions  may  be  mitigated  or  suppressed  by 
prophylactic  antipyretics  or  corticosteroids  but 
not,  apparently,  by  antihistaminics. 

Febrile  reactions  due  to  the  infusion  of  in- 
compatible platelets  are  less  well  understood 
but  are  probably  limited  to  patients  who  have 
been  sensitized  by  previous  multiple  trans- 
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fusions.  Removal  of  buffy  coat  for  preparation 
of  leukocyte  poor  blood,  is  also  effective  in 
reducing  the  number  of  platelets. 

The  febrile  reaction  caused  by  infectious 
agents  is  still  a potential  danger  risked  every 
time  blood  is  administered.  Frequent  source 
of  blood  contamination  is  the  donor’s  skin  at 
the  site  of  venipuncture.  Entering  the  bottle 
before  administration  of  blood  should  always 
be  considered  a dangerous  practice  liable  to 
produce  infection.  Most  of  the  organisms  con- 
taminating blood  are  gram-negative  coliform 
or  pseudomonas.  Some  of  these,  the  so-called 
pyschrophilic  organisms,  grow  perferentially  in 
the  cold. 

The  introduction  of  bacterial  contaminants 
in  the  recipient  is  often  a severe  and  not  in- 
frequently a fatal  complication.  Its  incidence 
is  reduced  by  careful  preparation  of  the  donor’s 
arm,  by  the  use  of  blood  older  than  2 or  3 
weeks®  and  by  strict  observance  of  Blood 
Bank  rules  concerning  refrigeration  and  enter- 
ing of  the  bottle.  Blood  should  be  refrigerated 
until  the  moment  of  use.  Unused  blood  re- 
turned to  the  Blood  Bank  should  not  be  re- 
issued unless  kept  continuously  at  1 to  10°C, 
and  only  if  the  container’s  closure  had  not 
been  disturbed.  If  the  administration  of  cold 
blood  is  contra-indicated,  the  tubing  through 
which  the  blood  is  being  infused,  rather  than 
the  bottle,  should  be  warmed.  The  supernat- 
ant plasma  of  each  unit  of  blood  should  be 
inspected  for  abnormal  color,  clots  and  cloudi- 
ness preceding  administration.  The  clinical 
syndrome  of  a reaction  due  to  infusion  of 
heavily  contaminated  blood  is  ordinarily  dra- 
matic: the  patient  experiences  chills,  fever, 
abdominal  cramps,  vomiting,  bleeding  tenden- 
cy and  shock.  If  these  symptoms  occur,  the 
infusion  should  be  discontinued  at  once,  bot- 
tles and  tubings  sent  to  the  Blood  Bank  for 
microscopic  and  cultrual  studies.  Should  bac- 
teria be  found  by  immediate  phase  microscopic 
observation,  or  on  stained  preparations,  or  if 
septicemia  is  suspected  on  clinical  basis, 
broad  spectrum  antibiotics  are  indicated  before 
confirmation  by  bacterial  culture.  More  blood 
or  plasma  may  be  indicated  to  treat  shock. 

Transmission  of  viral  hepatitis  by  infused 
blood  is  theoretically  considered  a “blood 
transfusion  reaction’’,  even  though  the  effects 
of  the  infection  are  delayed.  Prevention  of 
transmission  of  this  infection  is  almost  ex- 


clusively the  task  of  blood  collection  centers 
through  appropriate  screening  of  donors. 

“Overloading  reactions"  include  mainly  cir- 
culatory complications  due  to  rapid  changes  in 
blood  volume.  Citrate  and  potassium  toxicity 
as  well  as  hemosiderosis  may  be  briefly  men- 
tioned in  this  paragraph.  While  the  most  fre- 
quent reasons  for  administering  blood  are  the 
need  for  improvement  of  the  oxygen  carrying 
capacity  and  the  need  for  increasing  the  blood 
volume,  a sudden  change  of  the  red  blood  cell 
or  plasma  mass  is  poorly  tolerated  by  elderly, 
debilitated  or  cardiac  patients. 

In  the  elderly  and  in  cardiac  patients  the 
rate  of  transfusion  should  not  exceed  5 ml 
(100  drops)  per  minute  and  in  the  decom- 
pensated patient  3 ml  (60  drops)  per  minute. 
For  the  prevention  of  circulatory  overload,  a 
part  from  the  regulation  of  the  rate  of  in- 
fusion, the  use  of  “packed  red  blood  cells”  is 
indicated,  when  the  main  reason  for  transfus- 
ing is  anemia.  Circulatory  overload  may  occur 
during  or  shortly  after  completion  of  the  trans- 
fusion. Its  symptoms  and  signs  are  dyspnea, 
cyanosis,  cough,  frothy  or  blood  tinged  spu- 
tum, moist  pulmonary  rales.  Sudden  death  is 
not  an  infrequent  consequence.  If  this  syn- 
drome develops,  the  transfusion  should  be 
immediately  stopped  and  tourniquets  applied 
at  the  extremities  for  10-15  minutes.  Should 
cyanosis  and  dyspnea  continue,  withdrawal  of 
approximately  the  same  quantity  of  blood 
which  has  been  given  may  be  beneficial. 

Citrate  toxicity  may  be  observed  in  infants 
treated  by  exchange  transfusions,  in  patients 
receiving  massive  amounts  of  blood  or  in  hep- 
atic patients  receiving  blood  too  rapidly.  The 
toxic  effects  of  citrate  are  almost  exclusively 
confined  to  cardiac  symptoms.  Interference 
with  blood  clotting  is  not  a significant  con- 
sideration. Electrocardiographic  changes  in- 
clude prolongation  of  the  ST  segment  and 
possibly  depression  of  P and  T waves.  These 
effects  are  not  due  solely  to  hypocalcemia 
but  to  an  effect  of  the  citrate  per  se.  Regula- 
tion of  the  infusion  rate  to  allow  metabolism 
of  citrate  and  the  use  of  packed  red  blood 
cells  especially  in  hepatic  patients  is,  there- 
fore, more  effective  than  giving  calcium  prepa- 
rations. In  infants  undergoing  exchange  trans- 
fusions or  in  cases  where  the  very  rapid  ad- 
ministration of  large  quantities  of  blood  is  indi- 
cated 5-10  ml  of  calcium  gluconate  every  2-3 
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units  of  blood  is  an  appropriate  procedure. 

The  concentration  of  potassium  in  the  plas- 
ma of  preserved  blood  increases  progressively 
during  the  period  of  storage  as  outlined  in 
the  papers  on  whole  blood  and  packed  cells. 
As  for  citrate  toxicity,  dangerous  effects  from 
potassium  are  most  often  observed  in  infants 
given  exchange  transfusions  or  in  case  of  mas- 
sive administration  of  whole  blood  stored  for 
longer  than  2 weeks.  Electrocardigraphic 
changes  characteristic  of  hypopotassemia  may 
be  observed. 

Transfusion  hemosiderosis  is  an  almost  un- 
avoidable consequence  of  prolonged  adminis- 
tration of  blood  in  hematologic  patients  re- 
ceiving an  excess  of  100  units  of  blood.  The 
availability  of  powerful  iron  chelating  agents, 
presently  under  development  should  provide 
an  effective  means  for  the  prevention  or  cor- 
rection of  this  complication. 

A “hemolytic  reaction”  is  usually  an  indi- 
cation that  incompatible  blood  has  been  ad- 
ministered to  a recipient;  namely,  that  the  red 
blood  cells  of  the  infused  blood  are  being  de- 
stroyed by  antibodies  present  in  the  recipi- 
ent’s plasma.  The  destruction  of  red  blood  cells 
may  take  place  intravascularly  or  extravascu- 
larly  (mainly  in  the  liver  and  the  spleen). 
Hemoglobinemia,  however,  develops  with 
either  mechanism  and  even  when  relatively 
small  quantities  of  incompatible  erythrocytes 
are  infused,  such  as  10-20  ml®,  due  to  the 
rapidity  of  their  destruction.  The  existence  of 
an  extravascular  mechanism  for  removal  of 
of  incompatible  red  blood  cells  explains  why 
antibodies  which  are  not  hemolytic  in  vitro 
may  provoke  a hemolytic  reaction  in  vivo. 

Antibodies  injurious  to  incompatible  red 
blood  cells  are  spontaneously  present  in  man 
only  in  the  case  of  agglutinins  against  blood 
group  substances  ABO.  In  most  of  the  other 
cases  the  antibodies  have  been  stimulated  in 
the  recipient  by  earlier  exogenous  introduc- 
tion of  antigens,  ordinarily  by  previous  trans- 
fusions or  pregnancies.  The  techniques  of  in- 
vestigation of  red  blood  cell  antigens  in  blood 
to  be  transfused  and  the  characterization  of 
antibodies  in  the  recipient’s  plasma  is  con- 
stantly improving;  the  necessity  of  selecting 
blood  least  liable  to  provoke  “silent  sensitiza- 
tions” is  felt  more  often.  It  is,  therefore,  ex- 
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pected  that  the  danger  of  hemolytic  reactions 
due  to  rare  antibodies  will  become  less  in  the 
future. 

The  great  majority  of  potentially  hemolytic 
antibodies  are  today  easily  recognizable  by 
Blood  Bank  techniques.  Thus  the  incompati- 
bility reaction  more  often  result  from  human 
error  rather  than  technical  difficulties.  Mis- 
taken identity  is  one  of  the  most  common 
causes  of  hemolytic  reactions.  Rigid  control 
measures  to  assure  that  the  patient  receives 
blood  crossmatched  with  sample  of  blood  taken 
from  him  is  the  responsibility  of  the  hospital 
and  the  individuals  administering  the  tarns- 
fusion. 

Immediate  symptoms  of  a hemolytic  reac- 
tion are  frequently  confined  to  a hot  sensa- 
tion in  the  arm  where  blood  is  infused.  Severe 
chills,  pain  in  the  lumbar  region,  nausea, 
vomiting,  fever,  fecal  and  urinary  incontinence 
and  shock  may  follow.  Bleeding  tendency, 
hemoglobinemia  and  hematuria  may  be  ob- 
served. Occasionally  these  symptoms  and 
signs  are  not  noticed  or  the  unfavorable  ef- 
fects are  delayed.  One  of  the  most  frequent 
and  severe  delayed  complications  of  an  in- 
compatible transfusion  is  the  acute  renal  fail- 
ure. 

The  effects  of  incompatible  blood  become 
apparent  after  the  administration  of  only 
small  volumes.  In  consideration  of  this  and 
in  view  of  the  fact  that  serious  consequences 
are  minimized  if  the  quantity  of  incompatible 
blood  administered  is  small,  it  is  advisable 
for  a competent  individual  to  observe  the 
patient  during  the  infusion  of  the  first  25 — 
50  ml  of  blood.  In  case  of  appearance  of 
symptoms  interruption  of  the  transfusion  is 
imperative.  The  unused  blood,  a sample  of  the 
patient’s  blood  and  urine  specimens  should  be 
sent  to  the  laboratory  for  appropriate  studies. 
The  care  of  the  patient  should  include  the  ad- 
ministration of  more  blood,  even  unmatched  O 
negative  blood^  if  the  reaction  is  due  to  ABO 
incompatibility  and  shock  develops.  Diuresis 
should  be  initiated  soon  after  the  reaction  and 
continued  until  the  danger  of  renal  failure  has 
passed.  Should  oliguira  and  uremia  take  place 
the  use  of  osmotic  diuretics  or  dialysis  may 
be  indicated  to  support  the  patient  until  re- 
covery from  the  renal  injury  occurs. 

(Continued  on  Page  894) 
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Lexington,  Ky. 


Advances  in  immunohematology  and 
blood  banking  have  proceeded  at  a 
record-breaking  pace  over  the  last 
twenty-five  years.  Consequently,  adminis- 
tration of  blood  and  blood  products  has  be- 
come common  and  safe.  Technological  strides 
have  elucidated  a complexity  of  antigen- 
antibody  systems  which  many  blood  banks 
are  capable  of  identifying.  As  a result,  much 
of  the  “trial  and  error”  technique  in  obtain- 
ing compatible  blood  has  been  eliminated. 
However,  the  field  is  vitally  alive  as  new 
blood  factors  are  being  constantly  discovered 
at  an  alarming  rate. 

The  purpose  of  the  routine  crossmatch  is  to 
detect  antigen-antibody  systems  that  may  lead 
to  an  intravascular  hemolytic  episode.  How- 
ever, the  routine  crossmatch  does  not  always 
reveal  the  presence  of  all  antibodies.  For 
example,  in  a given  crossmatch,  the  patient’s 
serum  may  contain  an  antibody  for  which 
there  is  no  corresponding  antigen  on  the 
donor’s  cell,  or  vice  versa.  An  “ideal”  cross- 
match would  involve  approximately  twenty 
tubes  incubated  at  37°,  25°  and  5°  C.  in 
several  different  media.  That  is  obviously  im- 
practical for  routine  use,  and  one  depends  on 
a less  complex  crossmatch  procedure.  Such 
a crossmatch  should  conform  to  the  standards 
of  the  American  Association  of  Blood  Banks. 
The  possibility  of  overlooking  antibodies  may 
be  readily  circumvented  by  preliminary  anti- 
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body  screening  of  patient’s  and  donor’s  sera. 
Their  identification  alerts  the  blood  bank  per- 
sonnel of  their  presence,  not  only  as  related 
to  an  imminent  transfusion,  but  also  as  valu- 
able information  for  future  reference. 

Antibodies  Most  Frequently  Encountered 

Table  1 demonstrates  the  variety  of  anti- 
bodies that  are  not  only  responsible  for  hemo- 
lytic transfusion  reactions,  but,  for  the  sake 
of  completeness,  also  those  encountered  in 
hemolytic  disease  of  the  newborn,  and  those 
responsible  for  decreased  cell  survival.  Each 
system  will  be  briefly  described. 


TABLE  1 . ANTIBODIES  MOST  FREQUENTLY 
ENCOUNTERED* 


Hemolytic 

Hemolytic 

Decreased 

Transfusion 

Disease  of 

Cell 

Reactions 

The  Newborn 

Survival 

ABO 

ABO 

Rh-hr  (D,c,E) 
Kell  IK) 

Rh-hr  (D,c) 

Duffy  (Fy°) 
Lewis  (Le°) 

Kell  (K) 

Lewis 

(Le°  + Lel>l 

M 

Kidd  (Jk^) 

Duffy  (Fy°) 

P 

S 

Kidd  (Jk^) 

1 

Less  frequent  antibodies  found  are;  N,  Cellano  (k),  Duffy 
(Fy*>),  Lewis  (Le**)  and  s. 


(*Table  used  with  kind  permission  of  Ortho  Pharma- 
ceutical Company,  Raritan,  New  Jersey.) 

ABO  SYSTEM: 

THE  ABO  System  was  discovered  by  Land- 
steiner  in  1900.  Despite  its  “antiquity”  and 
our  familiarity  with  it,  it  is  unfortunately  the 
commonest  cause  of  severe  hemolytic  trans- 
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fusion  reactions.  Because  of  the  technical  ease 
of  typing  in  the  laboratory,  these  reactions  are 
usually  caused  by  an  administrative  error. 
They  may  be  due  to  carelessness  in  labeling, 
to  technical  error,  or  failure  to  check  the 
patient’s  identity  before  giving  the  transfusion. 

Rh-Hr  SYSTEM: 

Anti-D  was  discovered  in  1939  by  Levine 
and  Stetson  in  a Rh  negative  woman  who  had 
a hemolytic  transfusion  reaction  following 
transfusion  with  her  husband’s  blood.  Work  by 
Levine  and  Weiner  in  the  United  States  and 
Race  and  Taylor  in  England  elucidated  the 
complexity  of  the  Rh  system.  This  resulted 
in  other  antigen-antibody  systems  as  C,  D" 
and  other  rarer,  troublesome  combinations. 

The  Rh-Hr  system  is  the  common  cause  of 
erythroblastosis  fetalis,  but  may  also  lead  to 
a hemolytic  transfusion  reaction.  The  anti- 
bodies D,  c,  E are  usually  incriminated;  D 
and  c are  most  commonly  the  cause  of  hemo- 
lytic disease  of  the  newborn. 

The  “percent  or  incidence  of  compatibility" 
is  defined  as  the  number  of  donors  per  100 
that  will  crossmatch  with  a patient  having  a 
particular  antibody;  this  term  will  be  used 
throughout  the  remainder  of  the  paper.  For 
example,  germane  to  the  Rh-Hr  system,  the 
incidence  of  compatibility  with  anti-D  is  16%, 
anti-c  is  20%,  and  anti-E  is  80%. 

KELL  SYSTEM: 

The  Kell  system  was  discovered  in  1946  by 
Coombs,  Mourant  and  Race  in  a newborn  in- 
fant whose  cells  were  direct  Coombs  positive 
in  a mother  who  was  Rh  positive. 

This  antibody  can  cause  both  hemolytic 
transfusion  reactions  and  hemolytic  disease  of 
the  newborn.  The  “percent  of  compatibility’’ 
with  donor  blood  is  approximately  92%. 

DUFFY  SYSTEM: 

The  Duffy  (Fy^  and  Fy*’)  system  was  dis- 
covered in  1950  by  Cutbush,  Mollison  and 
Parkin.  They  found  anti-Fy®  in  the  serum  of  a 
hemophiliac  who  had  received  several  trans- 
fusions. It  may  cause  hemolytic  transfusion 
reaction  and  hemolytic  disease  of  the  new- 
born. The  “percent  of  compatibility”  with 
donor  blood  is  approximately  35%. 


LEWIS  SYSTEM: 

Anti-Lewis®  (Le®)  was  first  discovered  in 
1946  by  Mourant.  Later  Anderson  found  anti- 
Lewis'’  (Le'’).  These  antibodies  will  cause 
hemolytic  transfusion  reactions,  as  well  as 
decreased  cell  survival. 

It  is  one  of  the  most  dreaded  antibodies  be- 
cause it  is  difficult  and  tricky  to  detect  and 
identify.  These  antibodies  may  either  occur  in 
the  single  form  or  in  combination,  as  anti- 
Le®+  anti-Le*’.  The  “incidence  of  compati- 
bility” with  anti-Lewis®  is  approximately  77%, 
anti-Lewis'’  22%  and  the  combination  of  the 
two  about  6%. 


KIDD  SYSTEM: 

The  Kidd  system  was  first  described  in  1951 
by  Allen,  Diamond,  et  al.,  in  the  serum  of  a 
mother  who  had  given  birth  to  an  infant  with 
hemolytic  disease.  It,  too,  causes  hemolytic 
transfusion  reaction.  The  “incidence  of  com- 
patibility” with  donor  blood  is  approximately 
25%. 


S SYSTEM: 

The  S system  was  first  described  in  1949 
by  Cutbush  and  Mollison  in  a patient  who 
had  received  a series  of  transfusions  and  de- 
veloped increasingly  severe  hemolytic  reac- 
tions with  hemoglobinuria. 

This  antibody  also  rarely  occurs  naturally. 
The  “incidence  of  compatibility”  with  donors 
is  approximately  45%. 


MNP  SYSTEM: 

The  MNP  system  was  first  described  in 
1927  by  Landsteiner  and  Levine.  Anti-M 
usually  causes  decreased  cell  survival,  but 
there  are  also  some  reports  describing  its  role 
in  hemolytic  transfusion  reactions.  Its  “inci- 
dence of  compatibility”  with  donors  is  approxi- 
mately 22%.  Anti-P  may  be  naturally  occur- 
ring or  immune.  It  is  usually  active  in  caus- 
ing decreased  cell  survival.  Its  “incidence  of 
compatibility”  is  approximately  25%. 

Other  less  commonly  encountered  antibodies 
are  Anti-N,  anti-Cellano,  anti-Duffy'’,  and 
anti-s. 
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Typing  the  Donor  and  Recipient 

In  the  University  of  Kentucky  Medical 
Center  Blood  Bank  when  a recipient’s  specimen 
is  received  for  type  and  crossmatch,  it  must 
have  been  freshly  drawn  in  a clean  dry  test 
tube  and  properly  labeled  with  the  recipient’s 
full  name,  hospital  number,  and  date.  A 
specimen  received  without  those  requirements 
will  not  be  processed.  Our  recipients  and 
donors  are  grouped  for  ABO  and  typed  for 
Rh  factors  with  two  different  commercial  anti- 
sera’ by  the  slide  method.  Both  direct  and 
reverse  ABO  grouping  is  done,  the  latter  being 
done  with  known  Ai  and  B cells  which  we 
prepare  fresh  each  day.  If  desired  known  Aj 
and  B cells  may  be  purchased  from  commer- 
cial sources.  All  Group  O specimens  are 
further  typed  with  anti-A,  B (Group  O)  serum 
to  detect  possible  sub-groups  of  A.  Rh  typing 
is  done  by  the  slide  method;  the  tube  method 
is  employed  if  any  slide  reactions  are  not 
clearcut.  When  Rh  typing  an  albumin  control 
is  performed  with  each  specimen  to  check  for 
pseudoagglutination  or  autoagglutination.  We 
type  all  of  our  recipients  with  anti-D  and  anti- 
c and  the  donor  with  poly-valent  anti-CDE 
and  anti-c. 

The  Rh  (CDE)  negative  donors  are  tested 
for  D"  by  the  indirect  Coombs  technic. 

The  chosen  unit  for  crossmatch  is  type 
specific  for  ABO  and  Rh(D).  If  a recipient 
is  c negative  and  a female  within  childbearing 
age  we  use  c negative  blood. 

The  Crossmatch 

The  crossmatch  is  devised  to  detect  all 
antigen-antibody  systems  of  clinical  signifi- 
cance. The  crossmatch  must  be  controlled  as 
to  temperature,  time  of  incubation,  and  sus- 
pension media  in  which  the  various  systems 
react  optimally.  Thus,  our  crossmatch  consists 
of  a four  tube  major-minor  procedure,  which 
conforms  to  standards  set  by  the  American  As- 
sociation of  Blood  Banks.  On  the  major  side, 
saline  as  well  as  albumin  tubes  are  employed. 
We  use  fresh  serum  from  the  patient  against 
a 2-5%  suspension  of  donor’s  cells  in  saline 
for  the  saline  tube  and  a 2-5%  suspension  of 
the  donor’s  cells  in  his  own  serum  for  the 
albumin  tube.  Two  drops  of  22%  Bovine  Al- 

‘Orlho  Diagnostics  and  Dade  Reagents 
^Ortho-Diagnostic  anti-Human  sera 
^Ortho-Diagnostic  Selectogen  screening  cells  and  Iden- 
togen  panel  cells 


bumin  are  placed  in  the  albumin  tube.  A 
similar  procedure  is  followed  for  the  minor 
side  of  the  crossmatch.  The  tubes  are  centri- 
fuged immediately  and  observed  for  aggluti- 
nation or  hemolysis,  or  both.  The  four  tubes 
are  then  incubated  at  37°  C.  for  fifteen 
minutes.  Following  incubation  the  tubes  are 
recentrifuged  and  again  observed  for  aggluti- 
nation and  hemolysis.  Either  hemolysis  or  ag- 
glutination signals  incompatibility.  The  indirect 
Coombs  test^  is  then  performed  in  the  saline 
tubes,  the  final  results  being  observed  both 
macroscopically  and  microscopically. 

At  the  time  of,  or  prior  to  crossmatch,  an 
atypical  antibody  screening  tesU  is  performed 
on  the  patient’s  serum  and  incubated  along 
with  the  crossmatch.  The  donor’s  serum  is 
screened  at  the  initial  time  of  typing  and 
processing. 

Investigation  of  the  Incompatible  Crossmatch 

What  should  one  do  if  a crossmatch  proves 
to  be  incompatible?  First,  one  must  recheck 
the  specimen  for  obvious  errors  such  as  label- 
ing, or  an  error  in  typing  the  ABO  or  Rh  sys- 
tems. If  unrewarding,  the  next  consideration 
is  to  investigate  for  the  presence  of  an  anti- 
body, either  in  the  serum  of  the  patient  or 
donor.  Antibodies  causing  crossmatching  prob- 
lems or  incompatibilities  may  be  conveniently 
subdivided  into  those  that  are  pseudoagglu- 
tinins, autoagglutinins  and  isoagglutinins. 

Pseudoagglutinination  is  a non-specific  ag- 
glutination due  to  the  presence  of  elevated 
protein,  primarily  globulin,  in  the  serum.  It 
may  be  strongly  suspected  when  observing  the 
agglutinated  cells  microscopically  and  noting 
they  are  in  rouleaux.  Rouleaux  are  usually 
easily  prevented  or  dissociated  by  diluting  the 
serum  with  saline.  Pseudoagglutination  should 
be  suspected  in  the  presence  of  liver  disease, 
myeloma,  macroglobulinimia,  sarcoidosis,  etc. 

Autoagglutinins  are  antibodies  to  antigens 
present  in  the  antibody  producer;  that  is,  anti- 
bodies formed  by  the  host  tissue  against  itself. 
Some  believe  such  antibodies  may  result  from 
iso-or  autostimulation.  There  are  two  types  of 
autoagglutinins,  the  warm  or  “hyperimmune”, 
and,  the  cold  or  simple  form.  The  former  may 
occur  in  hemolytic  anemia,  leukemia,  lympho- 
ma and  other  hematological  diseases.  Of  these 
about  10-30%  are  specific  and  may  be  identi- 
fied by  the  use  of  panel  cells.  The  remaining 
70-90%  are  nonspecific  in  that  they  will  re- 
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act  with  all  human  red  cells  as  well  as  the 
patient’s  own  cells.  The  latter  form  can  be  de- 
tected by  crossmatching  the  patient’s  cells 
against  his  own  serum.  This  partieular  type  of 
antibody  may  present  a real  crossmatching 
problem.  If  blood  is  needed  for  elective  sur- 
gery, it  might  be  necessary  to  bleed  the  patient 
and  store  his  own  blood  for  potential  reinfusion 
at  the  time  of  surgery. 

The  cold  form  of  autoantibodies  may  be 
demonstrated  in  patients  who  are  pregnant, 
have  virus  pneumonia,  liver  disease,  pernicious 
anemia,  or  malignant  disease  of  the  reticu- 
toendothelial  system.  They  may  be  circum- 
vented in  most  cases  by  doing  the  crossmatch 
at  37°  C.  Most  are  now  believed  to  be  specific 
anti-I.  This  antibody  demonstrates  a wide 
range  of  panagglutination  because  of  the  rare 
occurrance  of  an  I negative  individual.  Cross- 
matching the  patient  against  himself  at  a cold 
temperature  may  help  to  alert  one  to  the  cor- 
rect solution.  Absorption  of  the  non-specific 
cold  antibody  at  5°  C.  is  another  means  of 
dealing  with  the  problem. 

Isoagglutinins  are  specific  antibodies  that  oc- 
cur after  antigenic  stimulation  from  other  indi- 
viduals of  the  same  species.  These  comprise 
the  bulk  of  antigen-antibody  reactions  and  in- 
clude such  antigen-antibody  systems  as  Rh, 
Kell,  and  others  previously  mentioned  (see 
table  1).  These  antibodies  may  be  identified 
by  the  use  of  an  antibody  identification  panel 
consisting  of  Group  O cells  of  known  geno- 
type^. Simultaneously  with  the  initial  cross- 
match, an  antibody  (Selectogen)  screen  is 
performed  on  the  recipient’s  serum.  If  the 
(Selectogen)  antibody  screening  is  positive, 
and  the  crossmatch  similarly  incompatible, 
the  next  step  is  a panel  cell  study  of  the  re- 
cipient’s serum.  This  identifies  the  specific  anti- 
body in  question.  Blood  to  be  considered  for 
a crossmatch  may  be  tested  for  the  offending 
antigen  using  special  typing  serum;  if  that  anti- 
gen is  present,  the  unit  is  eliminated  from  fur- 
ther consideration.  Several  units  may  be  tested 
until  a compatible  one  is  obtained  for  cross- 
matching. 

The  identification  of  a specific  isoagglutinin 
is  dependent  on  two  main  factors;  they  are, 
the  temperature,  and,  media  in  which  the  re- 
action takes  place. 

‘‘These  cells  may  be  obtained  commercially  from  such 
companies  as  Ortho  Diagnostic  (Selectogen  and 
Identogen)  or  Pfizer  Diagnostic  (Combicell). 
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First,  nearly  all  antibodies  have  individual 
optimal  temperature  ranges,  and  such  know- 
ledge may  be  of  great  assistance  when  attempt- 
ing to  identify  a specific  isoagglutinin. 

For  example: 

1.  The  ABO  system  reacts  best  at  5°C.  and 
begins  to  diminish  in  reactivity  as  the  tempera- 
ture rises.  There  is  little  or  no  reaction  at  37°  C. 

2.  The  Rh-Hr,  Kell,  Duffy,  Kidd,  and  S 
systems  all  react  best  at  37°  C.  and  become 
less  reactive  at  lower  temperatures. 

3.  The  Lewis  system  may  react  best  at  any 
temperature  between  5°  and  37°  C.  It  is 
thought  that  the  colder  reacting  forms  of  anti- 
Lewis  are  possibly  naturally  occurring  while 
the  warmer  reacting  forms  are  immune  anti- 
bodies. This  antibody  is  one  of  the  most  easily 
missed  in  crossmatching. 

4.  Anti-M  and  anti-P  are  cold  antobodies 
reacting  best  at  5°  C.  There  may  be  little  or 
no  reaction  above  25°  C.  Anti-M  has  been 
found  not  only  to  be  naturally  occurring,  but 
also  has  been  found  following  stimulation  by 
blood  transfusion  or  pregnancy.  In  such  in- 
stances, an  increase  in  titer  as  well  as  thermal 
amplitude  may  be  observed. 

Antibodies  are  also  defined,  and  identified, 
according  to  the  media  in  which  they  react 
optimally.  First  order  antibodies  are  the  com- 
plete or  bivalent  forms  commonly  known  as 
saline  antibodies.  The  second  order  of  anti- 
bodies are  the  incomplete  or  monovalent  forms 
which  are  known  as  conglutinins,  albumin  or 
“blocking”  antibodies,  which  are  detected  in  a 
high  protein  medium.  The  third  order  are  cryp- 
toagglutinoids  reacting  only  with  the  use  of 
anti-human-globulin  (Coombs)  serum.  The 
same  antibody  may  be  detected  in  saline,  al- 
bumin and  Coombs  phases.  However,  optimal 
reaction  usually  occurs  in  one  media  or  the 
other.  Therefore,  this  fact  is  considerd  in  test- 
ing for  antibodies.  Unfortunately,  a given  anti- 
body does  not  always  follow  a strict  pattern. 
Examples  of  antibodies  related  to  optimal  re- 
acting media  are  as  follows: 

1.  The  ABO  system  reacts  well  in  saline 
and  albumin  but  may  react  weakly  in  the  in- 
direct Coombs  phase.  This  system  may  or  may 
not  require  complement,  and,  when  comple- 
ment is  present  complete  hemolysis  or  hemo- 
lysis plus  agglutination  may  be  observed. He- 
molysis in  any  antibody  test  has  the  same  sig- 
nificance as  agglutination  and  will  often  be  ob- 
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served  only  in  the  presence  of  fresh  serum 
containing  adequate  complement. 

2.  The  Rh-Hr  system  reacts  best  in  the  al- 
bumin and  the  indirect  Coombs  phases.  If  in 
an  early  immune  state,  or  of  a high  titer,  re- 
actions of  less  magnitude  will  also  take  place 
in  saline.  This  is  especially  true  when  anti-C 
and  anti-E  accompany  anti-D. 

3.  The  Kell,  Duffy,  and  S systems  are  strict- 
ly Coombs  reacting  antibodies.  Coombs  test  re- 
action will  take  place  in  either  saline  or  al- 
bumin media  during  the  incubation  period. 

4.  The  Kidd  system  is  also  Coombs  reacting 
but  requires  complement.  Because  of  antibody 
instability,  storage  of  such  serum  must  be  at 
— 20°  C.  This  preserves  the  serum  comple- 
ment as  well  as  the  antibody. 

5.  The  Lewis  system  has  variable  modes  of 
reaction.  If  complement  is  present,  this  anti- 
body will  hemolyze  in  saline  and  albumin  and 
may  or  may  not  react  in  the  indirect  Coombs 
phase.  The  colder  reacting  forms  are  less  like- 
ly to  react  in  the  Coombs  phase,  whereas  the 


immune,  warmer  reacting  forms  may  be  de- 
tectable with  the  aid  of  Coombs  serum.  If 
hemolysis  is  observed  in  a crossmatch,  the  anti- 
bodies of  the  Lewis  system  should  be  strongly 
suspected. 

6.  Anti-M  and  anti-P  are  saline  and  albumin 
agglutinins  but  they  may  react  weakly  in  the 
Coombs  phase. 

Summary 

A carefully  controlled  technic  is  essential  in 
a blood  bank  to  insure  safe  and  compatible 
blood  transfusions.  Accurate  typing  of  a fresh, 
properly  labeled  specimen  utilizing  commer- 
cially high-titered  anti-sera  and  known  test 
cells  is  mandatory.  A major-minor  crossmatch, 
including  saline,  albumin  and  indirect  Coombs 
phases  will  detect  significant  incompatibilities 
that  might  result  in  a transfusion  reaction.  By 
keeping  the  above  mentioned  principles  and 
techniques  in  mind,  a modern  blood  bank  can 
provide  relatively  safe  service  to  the  patient. 
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the  KMA  does  not  assume  responsibility  for  the 
accuracy  of  references  used  with  scientific  articles. 


All  scientific  material  appearing  in  The  Journal  is 
reviewed  by  the  Board  of  Consultants  on  Scientific 
Articles.  The  editors  may  use  up  to  six  illustrations, 
with  the  essayist  bearing  the  cost  of  all  over  three 
one-column  halftones. 

Arrangements  for  reprints  of  an  article  should  be 
made  directly  with  the  publisher  of  The  Journal, 
Gibbs-Inman  Printing  Company,  817  W.  Market  St.. 
Louisville,  Ky. 

The  bylaws  of  the  Kentucky  Medical  Association 
provide  that  all  scientific  discussions  and  papers  read 
before  the  KMA  Annual  Meeting  shall  be  referred 
to  the  KMA  Journal  for  consideration  for  publication. 
The  bylaws  further  state  that  the  editor  or  the  as- 
sociate editor  may  accept  or  reject  these  papers  as  it 
appears  advisable  and  return  them  to  the  author  if  not 
considered  suitable  for  publication. 

Please  mail  your  scientific  articles  to  The  Journal 
of  the  Kentucky  Medical  Association,  3532  Janet 
Ave.,  Louisville,  Kentucky  40205. 


872 


October  1966  • The  Journal  o/|/ 


Blood  Components  - Their  Preparation  And  Use 

Frank  R.  Camp,  Jr.,  Lt.  Colonel,  MSC,  and  Charles  E.  Shields,  Major,  MC* 

Fort  Knox,  Ky. 


WHOLE  blood  transfusions  have  been 
the  mainstay  of  transfusion  therapy 
since  World  War  II.  Yet,  during 
World  War  II,  the  most  commonly  used 
blood  component  was  plasma.  Though  valu- 
able for  volume  expansion,  plasma  lacked  the 
oxygen  carrying  capacity  of  the  erythrocytes. 
Now,  after  two  decades,  the  value  of  these  as 
separate  therapeutic  agents  is  being  realized. 
In  fact,  the  majority  of  certified  blood  banks 
feel  that  a versatile  program  should  contain 
not  only  the  packed  cell  and  plasma  portions, 
but  these  should  be  further  subdivided  to  pro- 
vide highly  potent  and  medically  useful  frac- 
tions for  such  problems  as  hemophilia,  and 
agammaglobulinemia  or  for  the  individual 
needing  tetanus  antitoxin  yet  highly  allergic  to 
horse  serum. 

These  fractions  are  not  always  part  of  the 
routine  hospital  blood  bank  operation  but 
blood  banks  are  the  sources  for  the  pooled 
plasma  later  used  to  produce  these  more  spe- 
cific portions.  (Facilities  such  as  set  up  at  the 
Blood  Transfusion  Research  Division,  US  Ar- 
my Medical  Research  Laboratory,  Fort  Knox, 
Kentucky,  for  routine  separation  of  the  major 
fractions  can  be  similarly  implemented  in  any 
certified  blood  bank.) 

Despite  the  general  interest  in  blood  frac- 
tionation, there  is  a lack  of  standardization  in 
both  preparation  and  storage.  The  plasma 
separation  operation  developed  at  Blood  Trans- 
fusion Research  Division  was  created  to  sup- 
port military  blood  banks  in  Continental  Unit- 
ed States  and  overseas  installations,  based  on 
available  equipment  and  particular  needs  in 
terms  of  pints  and  specific  blood  components 
and  this  facility  will  be  used  to  provide  an 
example  of  the  components  prepared  and  how 
these  components  can  be  useful^'®. 

Other  more  complicated  processing  proce- 
dures are  done  by  commercial  firms  and  use 
of  these  specific  products  will  be  discussed 
briefly. 

*Blood  Transfusion  Research  Division,  U.S.  Army 
Medical  Research  Laboratory,  Fort  Knox,  Ken- 
tucky 40121. 


Materials  and  Methods 

The  following  blood  components  are  pre- 
pared at  the  Blood  Transfusion  Research  Di- 
vision: 

1.  Fresh  frozen  plasma  (single  donor  plasma  (hu- 
man)) fresh  frozen. 

2.  Stored  liquid  plasma  (single  donor  plasma  (hu- 
man)) or  normal  human  plasma  (pooled). 

3.  Packed  red  cells. 

4.  Platelet-rich  plasma  (human). 

5.  Platelet  concentrate. 

6.  Leukocyte-poor  whole  blood. 

7.  Leukocyte-poor  red  cells. 

8.  Small  units  of  whole  blood  for  pediatric  use. 

9.  Antihemophiliac  globulin  (Factor  VIII  or 
(AHG)-rich  cryoprecipitates. 

The  Blood-Pack®  units  of  Fenwal  Labora- 
tories were  used,  including  the  double,  triple, 
and  quadruple  Blood  Pack  units.  Plasmaphere- 
sis units  were  also  employed.  The  Sorvall  RC-3 
general  purpose  automatic  refrigerated  centri- 
fuge was  used  in  the  blood  component  prepara- 
tions. Its  special  features  of  speed  in  terms  of 
revolutions  per  minute-relative  centrifugal 
force  (RPM-RCF),  refrigeration  and  accept- 
ance of  a 10-15  gram  imbalance  make  possible 
component  preparation  (Fig.  1). 


Fig.  1.  Loading  refrigerated  centrifuge. 
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Packed  Red  Blood  Cells  (Human): 

1.  The  key  to  technics  of  preparing  blood 
components  is  time.  Preparation  follows,  quite 
nicely,  if  we  start  with  packed  cells  from  fresh 
blood.  The  double  unit  Blood  Pack  is  used  to 
collect  blood  from  healthy  donors.  After 
careful  cleansing  of  the  phlebotomy  site,  blood 
is  collected  into  the  larger  acid-citrate-dextrose 
(ACD)  bag  with  careful  attention  to  thorough 
mixing  of  ACD  and  blood.  Following  the  col- 
lection, both  bags  (one  full,  one  empty)  are 
immediately  centrifuged  at  4°C  for  7 minutes 
at  5000  RPM,  6975  RCF. 

2.  Suspend  the  primary  bag  on  the  plasma 
expressor  and  open  the  temporary  closure  to 
permit  flow  of  plasma  into  the  satellite  bag. 
Leave  sufficient  plasma  on  the  red  cells  to 
provide  a 60-70^  hematocrit  (Fig.  2). 


/ 


Fig.  2.  Closed  system  preparation  of  fresh  frozen  plasma 
(300  ml-300  grams).  Retention  of  sufficient  plasma  to 
assure  hematocrit  of  68%  for  2 1 -day  usage. 


3.  Clamp  off  the  tubing  and  seal  in  two 
places  with  a dielectric  sealer  or  metal  clamps. 
Separate  the  two  bags  by  cutting  between  the 
seals  and  save  segments  of  the  integral  donor 
tubing  for  pilot  samples. 

4.  The  label  should  carry  the  same  informa- 
tion, blood  group,  Rh  type,  as  for  citrated 
whole  blood  (human).  Store  a proper  tempera- 
ture (4°  C for  red  cells  and  —30°  C for  fresh 
frozen  plasma  in  satellite  bag). 

Platelet  rich  plasma  (human): 

Again,  the  double  unit  Blood  Packs  are  used 
in  a similar  manner  to  obtaining  packed  cells 
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and  plasma.  However,  the  critical  step  here 
is  that  the  bags  are  centrifuged  at  4°C  at  3100 
RPM  (2600  RCF)  for  1 minute,  35  seconds. 

After  centrifuge  has  attained  speed  of  2100 
RPM  (push  brake  at  the  end  of  the  1 -minute 
35-second  timing).  The  platelet-rich  plasma  is 
obtained  with  the  plasma  expressor;  the  in- 
tegral donor  tubing  dielectrically  sealed  and 
pilot  samples  collected  as  portions  of  the  in- 
tegral tubing  on  either  side  of  the  seals. 

Should  platelet  concentrate  be  desired  the 
platelet  rich  plasma  is  centrifuged  immediate- 
ly at  4°C  for  7 minutes  at  5000  RPM,  6975 
RCF.  The  plasma  is  then  expressed  to  a third 
integral  bag  and  enough  plasma  left  on  the 
button  of  platelets  to  allow  transfer  of  platelets 
in  fluid  form  to  the  patient  by  simple  rolling 
of  bag  with  contents  into  recipient  tubing  at 
time  of  infusion. 

Leukocyte-poor  packed  blood  cells  or  whole 
blood: 

Centrifugation  was  used  to  prepare  this 
product  from  fresh  blood  only.  While  prepar- 
ing the  leukocyte-poor  blood  one  should  take 
advantage  of  the  separation  products  by  main- 
taining proper  criteria  of  time  and  tempera- 
ture during  processing. 

Preparation  : Multiple  bag  unit  with  two  satel- 
lite bags: 

1.  Centrifuge  at  4 °C  for  1 minute,  35  sec- 
onds (push  brake  pedal)  after  attainment  of 
3100  RPM  (2600  RCF). 

2.  Transfer  the  platelet  and  leukocyte  rich 
plasma  into  one  satellite  bag. 

3.  Clamp  the  connecting  tubing  with  a tem- 
porary clamp. 

4.  Recentrifuge  at  4°C  to  pack  all  cellular 
elements. 

5.  Open  the  temporary  clamp,  remove  the 
supernatant  cell-free  plasma. 

If  leukocyte-poor  whole  blood  is  desired, 
this  plasma  is  returned  to  the  primary  bag.  If 
leukocyte-poor  packed  cells  are  desired,  this 
plasma  and  the  plasma  in  the  primary  bag 
are  transferred  to  the  second  satellite  bag. 

Plasmapheresis 

The  separation  of  plasma  from  whole  blood 
by  refrigerated  centrifugation,  and  immediate 
return  of  the  red  cells  to  the  donor  is  termed 
plasmapheresis.  A double  plasmapheresis  set 
allows  the  withdrawal  of  two  units  of  plasma 
and  return  of  the  red  cells.  The  side  arm 
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I adapter  above  the  needle  makes  vein  patency 

(I  possible  and  it  is  maintained  by  slow  saline 

' drip  adjusted  to  avoid  hypervolemic  diuresis. 

For  routine  donation  with  the  equipment  pres- 
ently available,  it  is  best  to  limit  donors  to  a 
maximum  of  1000  ml  of  plasma  withdrawn 
per  week®’^”.  Following  the  serum  protein 
level  is  essential  before  accepting  the  donor 
for  repeated  plasmapheresis  and  the  determi- 
nation should  be  made  again  after  each  cumu- 
lative donation  of  1000  ml  of  plasma. 

Curtailment  of  plasmapheresis  is  indicated 
when  the  total  protein  falls  below  6.0  gm  per 
cent  in  a representative  sample  of  the  donor’s 
serum.  The  total  protein  may  not  reflect  the 
amount  of  depletion  of  gamma  globulin  and  it 
is  known  that  once  depletion  takes  place, 
recovery  of  gamma  globulin  may  be  pro- 
longed®. For  this  reason,  the  electrophoretic 
I pattern  of  the  donor’s  serum  proteins  should 

i be  examined  if  total  protein  values  are  bor- 

derline®-®. 

The  technic  of  plasmapheresis  involves  auto- 
transfusion. Blood  bank  supervisors  can  appre- 
ciate necessary  controls  when  multiple  auto- 
transfusions are  carried  out  each  day  in  one 
facility.  The  recommendation  by  Dr.  Allan  Kli- 
‘ man  that  group  specific  donors  (A,  B,  AB  or 

O)  be  restricted  to  each  day’s  plasmapheresis 
operation  is  clearly  indicated  to  prevent  blood 
group  incompatibility  in  the  event  of  clerical 
or  technical  mix-up. 

AHG-rich  cryoprecipitates  (Factor  VIII  com- 
ponent) : 

The  preparation  procedure  used  has  been 
the  method  of  Dr.  Judith  G.  Pool®  (Figs.  3 
and  4).  This  relatively  simple  method  of 
I rapidly  freezing,  then  cold  thawing  and  sepa- 

; rating  the  plasma  for  the  remaining  AHG 

I rich  cryoprecipitate  appears  to  be  a practical 

technique  for  preparing  an  effective  anti- 
hemophilic factor  concentrate. 

Discussion 

Diagram  1 is  used  to  illustrate  some  of  the 
components  and  their  usefulness. 

The  first  step  of  separation  provides  plasma 
as  single  donor,  pooled  or  as  dried  products 
useful  as  a basic  volume  expander.  Because 
this  material  has  a relatively  low  level  of  anti- 
body, it  can  be  life  saving  in  severe  blood  loss, 
and  time  saving  by  not  requiring  crossmatch- 
ing. Should  these  products  be  planned  for 
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Fig.  3.  Thawed  frozen  plasma  with  AHG-rich  cryoprecipitate. 


Fig.  4.  AHG-rich  cryoprecipitate. 
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Plasma  fraction  Packed  Cellular  fraction 


Globulin 

/ \. 

Comma  Hyperimmune 
Globulin  Globulin 

Diagram  1 

chronic  patient  support  rather  than  emergency 
use,  single  units  from  known  donors  would  be 
preferred  to  reduce  the  risk  of  hepatitis. 

Freshly  drawn  blood  can  provide  all  known 
clotting  factors  in  the  plasma,  including  plate- 
lets and,  thereby,  is  considered  the  universal 
emergency  therapy  for  bleeding  dyscrasias. 
The  new  cryoprecipitate  method  of  concen- 
trating the  antihemophiliac  factor  (Factor 
VIII)  may  supply  a more  potent  and  specific 
component  and  reduce  the  risk  of  developing 
antibodies  to  this  factor.  This  method  is  new 
and  has  not  been  fully  evaluated  at  this  time. 

In  the  protein  separation,  basic  fractions  con- 
sist of  albumin,  globulin  or  fibrinogen.  The  al- 
bumin has  value  as  a plasma  expander,  and 
in  burns,  nephrotic  syndrome,  pancreatitis, 
cirrhosis,  and  hypoproteinemia  and  when  its 
nutritional  value  is  needed.  Fibrinogen  is 
necessary  in  specific  deficiencies  of  this  pro- 
tein whether  congenital  or  acquired  but  also 
carries  the  risk  of  hepatitis  transmission.  The 
globulin  fraction  can  be  used  as  prophylaxis 
for  many  infectious  diseases,  including  hepa- 
titis, and  as  specific  replacement  therapy  in 
globulin  deficient  states.  Additional  subfrac- 
tions can  be  obtained  from  plasma  by  com- 
mercial firms  and  include  plasmin  (fibrinoly- 
sin),  ceruloplasmin,  plasma  cholinesterase, 
siderophilin,  and  highly  specific  immunoglo- 
bulins protecting  against  measles,  mumps,  per- 
tussis, or  tetanus. 

The  critical  demand  for  gamma  globulin 
and  other  blood  fractions  available  only  from 
human  plasma  have  emphasized  the  need  for 
an  efficient  plasma  salvage  program.  The 
recognition  of  the  lability  of  various  portions 
has  been  the  stimulus  for  programs  designed 
to  procure  fresh  plasma  either  by  the  immedi- 
ate separation  method  as  described,  or  through 


Fig.  5.  Expressing  plasma.  Plasma  salvage  from  outdated 
blood  using  attached  transfer  pack. 


plasmapheresis.  Though  the  demand  for  plasma 
is  a sufficient  reason  to  use  packed  red  blood 
cells  whenever  possible,  the  packed  cells  fre- 
quently have  distinct  advantages  when  trans- 
fusions are  primarily  concerned  with  adding 
the  oxygen  transport  function  of  red  blood 
cells  and  not  necessarily  the  volume  function 
of  whole  blood  as  discussed  in  the  preceding 
paper. 

The  separation  process  also  does  permit  ad- 
justing the  concentration  of  the  various  com- 
ponents, for  example,  providing  platelet-rich 
plasma  or  packed  cells,  or  leukocyte-poor 
whole  blood  or  red  blood  cells  that  may  be 
therapeutically  more  useful  in  certain  specific 
conditions  and  possibly  reducing  the  risk  of 
some  of  the  adverse  reactions  of  whole  blood 
transfusion. 

Hemophilia  and  fresh  plasma  therapy. 

Fresh  frozen  plasma  providing  a means  of 
furnishing  an  increase  in  the  patient’s  circulat- 
ing plasma  AHF  is  essential  for  the  hemo- 
philiac with  soft  tissue  and  joint  bleeding,  not 
readily  controlled  by  local  measures.  Where 
anemia  and  anoxia  is  not  critical,  treatment 
with  fresh  plasma  is  specific.  A level  of  at  least 
5-15%  should  be  maintained.  This  level  can 
be  reached  by  initial  doses  of  fresh  frozen 
plasma  of  7 ml  per  pound  of  body  weight. 
Subsequent  doses  of  3.5  to  5 ml,  given  at  in- 
tervals of  4 to  12  hours  for  the  first  48  hours. 
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will  establish  control. 

Concentrations  between  10-35%  must  be  at- 
tempted where  surgery  or  dental  procedures 
are  contemplated,  or  when  traumatic  injuries 
occur.  The  cryoprecipite  AHF  concentrate  is 
under  evaluation,  and  may  be  very  useful  in 
avoiding  excessive  volume  infusion  in  these 
circumstances.  Achievement  of  effective  thera- 
py can  be  monitored  by  the  laboratory  with 
the  partial  thromboplastin  test^. 

Platelet  transfusions  are  clinically  useful 
and  the  criteria  of  effectiveness  are  usually 
platelet  counts  and  cessation  of  external  bleed- 
ing. In  the  last  analysis,  however,  judgment 
of  the  value  of  platelet  transfusions  is  large- 
ly based  on  clinical  experience^”.  In  vitro 
measurement  of  platelet  functions  does  not 
serve  as  a useful  index  of  clinical  effective- 
ness. For  example,  Cronkite  states  that  in  gen- 
eral, bleeding  appears  at  higher  platelet  levels 
when  thrombocytopenia  develops  rapidly  than 
when  the  process  is  chronic.  Such  thrombocyto- 
penic bleeding  may  be  controlled  by  the  trans- 
fusion of  viable  platelets  but  quantitative 
evaluation  of  effectiveness  is  very  difficult. 
Measurement  of  the  life  span  of  transfused 
platelets  may  be  linear  or  exponential  but  the 
ideal  method  for  performing  such  studies  has 
not  been  described. 

Freireich  finds  that  hemorrhage  resulting 
from  thrombocytopenia  in  patients  with  acute 
leukemia  and  aplastic  anemia  can  be  con- 
trolled by  platelet  transfusions.  Severe  gross 
hemorrhage  was  rarely  observed  when  platelet 
counts  were  higher  than  20,000  per  cu  mm. 
When  very  large  doses  of  platelets  are  required 
in  a small  volume  then  platelet  concentrates 
(PC),  prepared  by  centrifuging  platelet-rich 
plasma  and  removing  most  of  the  plasma,  are 
used.  Platelet  concentrates  are  80  to  90%  as 
effective  as  platelet-rich  plasma  in  elevating 
the  platelet  count  if  prepared  from  plasma  with 


a pH  of  6.8  or  less,  achieved  by  the  addition 
of  citric  acid^^. 


Summary 

Blood  donation  as  a source  of  blood  com- 
ponents has  become  increasingly  useful  due 
to  two  innovations  of  technic. 

The  first  is  the  availability  of  plastics  with 
a closed  system  of  collection  and  separation 
eliminating  the  chief  source  of  bacterial  con- 
tamination. 

Another  major  achievement  stressed  in  the 
article  is  the  use  of  a refrigerated  centrifuge 
with  high  speed  (RPM-RCF)  capability  for 
rapid  and  accurate  acquisition  of  the  various 
components  and  return  of  red  cells  to  donor. 

The  use  of  components  in  various  clinical 
states  was  discussed,  particularly  the  use  of 
packed  red  blood  cells  in  normo-  or  hyper- 
volemic states  when  oxygen  carrying  capacity 
is  needed;  the  use  of  specific  clotting  factor 
therapy  as  well  as  hte  use  of  platelets,  albumin, 
and  globulin  with  its  subfractions. 
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George  Tanner,  M.D. 
Fort  Thomas,  Ky. 


WHILE  transfusion  of  blood  products 
has  become  one  of  our  most  valuable 
methods  of  treatment,  the  use  of  homo- 
logous blood  products  carries  certain  inherent 
dangers  that  have  been  repeatedly  stressed  in 
the  preceeding  papers.  There  has  been  particu- 
lar recent  interest  in  the  dangers  associated 
with  the  over  use  and  abuse  of  blood  trans- 
fusions, as  well  as  the  laboratory  or  administra- 
tion errors  which  might  cause  major  illness  or 
death  as  the  result  of  the  transfusion  itself. 

Newspapers  and  magazines,  such  as  Time, 
Life,  and  Readers  Digest,  have  recently  fea- 
tured articles  on  these  problems  and  have 
alerted  the  public  to  the  potential  dangers  of 
transfusion.  In  many  areas  there  have  been  an 
increasing  number  of  litigation  procedures  with 
large  judgements  in  favor  of  the  patient  if 
malpractice  or  negligence  is  proved. 

Because  of  the  number  of  people  involved 
in  the  decision  to  use  blood,  its  procurement, 
processing  and  administration,  litigation  can 
become  very  involved  if  it  occurs.  It  is  there- 
fore important  that  blood  not  be  given  unless 
a definite  indication  exists,  and,  that  individu- 
als involved  in  its  administration  not  only  have 
adequate  experience  and  training,  but  also  un- 
derstand and  take  seriously  their  area  of  re- 
sponsibility. 

The  Medical-Legal  aspect  of  Blood  Banking 
may  be  divided  into  the  various  phases  of  a 
transfusion  to  point  up  the  areas  of  responsi- 
bility of  the  many  people  involved  in  a trans- 
fusion. The  obligation  begins  when  the  re- 
quest for  a transfusion  is  initiated  by  the 
physician  and  is  over  only  when  the  trans- 
fusion has  been  received  by  the  patient  and 
he  has  exhibited  no  deliterious  effects.  This 
may  require  several  weeks  or  months  for  final 
appraisal.  Although  the  physician  writing  the 
request  has  nothing  to  do  with  the  taking  or 
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processing  of  the  donor  blood,  he  shares  in 
the  responsibility  if  injury  occurs.  Because  of 
the  inherent  difficulties  which  vary  from  hu- 
man technical  error  to  the  unknown  quantity, 
ie:  hepatitis,  blood  factors  not  now  known, 
sensitizing  and  immune  factors  not  detectable, 
it  is  imperative  that  the  disease  being  treated 
is  severe  enough  to  warrant  subjecting  the 
patient  to  the  risks  involved.  A physician  re- 
questing blood  for  a patient  in  whom  a re- 
action occurred  has  been  held  partially  re- 
sponsible because  the  transfusion  was  con- 
sidered unnecessary^. 

The  obligation  of  the  physician  requesting 
blood  for  transfusion  continues  during  and  af- 
ter the  giving  of  the  blood.  He  is  responsible 
for  directing  the  personnel  in  the  administer- 
ing of  the  blood  by  giving  accurate  and  im- 
plicit instructions  ie:  choosing  the  site  to  in- 
fuse the  blood,  the  rate  of  administration  and 
special  conditions  which  may  require  close 
observation.  He  should  therefore  alert  the  nur- 
sing personnel  as  to  possible  allergic  status  of 
the  patient,  vascular  or  heart  condition  or  the 
possibility  of  blood  dyscrasia  which  might  pro- 
duce a severe  hemolytic  reaction  ie:  autoim- 
mune hemolytic  anemia  or  conditions  in  which 
leukoagglutinins  may  be  present — to  list  but  a 
few.  The  Anesthesiologists  who  administer 
much  blood  to  patients  during  surgical  opera- 
tions, carry  a big  responsibility  for  early  de- 
tection of  a transfusion  reaction  while  the  pa- 
tient is  anesthesized  as  well  as  responsibility 
of  proper  patient  identification. 

Next  in  the  chain  of  responsibility  is  the 
nurse  or  secretary  who  submits  the  request  for 
the  attending  physician.  It  is  necessary  that 
the  correct  name,  hospital  number  and  room 
be  transmitted  to  the  Blood  Bank.  “It  is  stated 
that  the  methods  in  Blood  Banking  are  now  al- 
most fool  proof  and  that  most  errors  are  due 
to  improper  identification  of  the  recipient  of 
donor  bloodL  With  this  level  of  responsibility 
it  is  important  that  no  short  cuts  be  attempted. 

The  laboratory  holds  varied  responsibility 
which  extends  from  the  donor  to  the  recipient. 
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The  taking  of  Blood  Donors  carries  with  it 
the  responsibility,  so  far  as  possible  to  tell, 
that  no  harm  be  produced  in  a person  donat- 
ing blood,  and,  that  they  not  be  affected  with 
a disease  transmissable  to  a recipient  of  their 
blood.  With  reasonable  certainty  the  first  cri- 
teria can  be  met  with  an  adequate  history, 
hemoglobin,  temperature,  and  blood  pressure 
determinations  and  use  of  proper  methods  in 
taking  of  the  blood.  However  the  latter  prob- 
lem of  ruling  out  transmissable  disease  is  more 
difficult  ie:  detection  of  malaria  in  persons 
exposed  in  Viet  Nam,  viral  hepatitis  which  is 
impossible  to  detect  by  laboratory  methods 
and  other  unknown  quantities.  The  responsi- 
bility to  a recipient  in  the  prevention  of  viral 
hepatitis  is  in  dispute  in  many  areas  and  in- 
volves the  interpretation  of  implied  warranty 
of  biologic  products.  The  extent  of  liability  of 
the  Blood  Bank  in  transmission  of  undetectable 
diseases  in  the  donor  is  in  dispute  and  will 
depend  upon  individual  court  action. 

The  responsibility  of  choosing  the  correct 
technical  procedures  and  selecting  proper  test- 
ing materials  rests  with  the  Director  of  the 
Laboratory.  It  has  been  shown  that  methods 
used  must  follow  the  standard  procedure  of 
the  manufacturers^.  During  this  phase  of  typ- 
ing and  crossmatching,  the  responsibility 
rests,  for  the  most  part,  in  the  hands  of  the 
technician.  While  the  hospital  in  the  past  en- 
joyed immunity  from  suits  due  to  negligence 
of  personnel,  it  no  longer  retains  this  position. 


Aspects — Tanner 

and  it  is  expected  that  suits  against  hospitals 
will  increase. 

Identity  of  the  recipient  and  donor  blood 
is  one  of  the  most  critical  points  of  the  trans- 
fusion and,  in  the  few  cases  of  missmatches, 
represents  the  most  recurrent  site  of  error. 
After  the  blood  is  released  by  the  laboratory 
as  compatible,  the  persons  administering  the 
blood  assume  the  responsibility  of  reviewing 
the  record  of  the  recipient,  as  to  his  type  and 
to  administer  the  compatible  blood  to  the  cor- 
rect person. 

A “reaction”  of  an  allergic  or  hemolytic 
type  may  take  place  after  receiving  a small 
quantity  of  blood  or  may  require  several  hun- 
dred cc’s.  The  responsibility  of  the  nursing 
service  to  detect  a reaction  as  early  as  possible 
is  as  great  as  that  shared  by  the  other  par- 
ticipants in  the  chain  of  transfusion.  It  is  im- 
perative that  the  unused  portion  of  blood  and 
appropriate  blood  and  urine  samples  be  sent 
to  the  laboratory  for  tests  to  determine  the 
type  of  reaction.  When  the  reaction  is  one  of 
allergy  there  is  no  test,  other  than  history,  to 
predict  the  possibility;  however,  the  hemolytic 
reaction  due  to  “transfusion  of  the  wrong  type 
blood  to  a patient  will  be  held  to  constitute 
negligence,  or  give  rise  to  an  inference  of 
negligence^.” 
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Talking  It  Oven  Medicine  and  Religion 

Joseph  H.  Saunders,  M.D.* 

Lexington,  Ky. 


Granger  WESTBERG,  in  his  book.  Minis- 
ter and  Doctor  Meet,  tells  of  two  experiences 
which  occurred  early  in  his  parish  ministery. 
One  of  his  parishioners  became  ill  and  was  hospi- 
talized, and  Doctor  Westberg  felt  that  he  should  call 
her  physicians,  which  he  proceeded  to  do.  He  relates 
the  conversation  went  something  like  this;  “Doctor 
Smith?  One  of  my  parishioners,  Mrs.  Johnson,  is  a 
patient  and  before  I go  to  the  hospital  to  call  on  her 
I wondered  if  there  is  anything  you  think  I might 
be  able  to  do  that  would  be  of  help.”  Then  followed 
a long  silence  at  the  other  end  of  the  line.  When 
Doctor  Smith  had  caught  his  breath  he  said,  “Well, 
ah,  I don’t  know  anything  about  your  business. 
Reverend;  I make  it  a point  to  keep  off  the  subject 
of  religion.  I can’t  tell  you  how  to  run  your  affairs.” 
This  ended  the  conversation  on  this  patient. 

On  the  second  occasion  when  a parishioner  be- 
came ill  Doctor  Westberg  recalled  that  he  summoned 
his  courage  and  made  a personal  call  to  the  physi- 
cian’s office.  Unable  to  understand  the  purpose  of 
his  call  the  receptionist  listed  him  as  a new  patient. 
The  doctor  gave  him  a warm  welcome  but  when  he 
found  out  the  purpose  of  the  mission,  he  said,  “Oh, 
I don’t  think  of  anything  in  particular  that  you  can  do 
for  Mrs.  Blank,  just  pray  for  her.  Everybody  can 
stand  a little  prayer  now  and  then,  don’t  you  think?” 
Doctor  Westberg  could  see  that  the  interview  was 
over  and  he  sensed  that  the  common  ground  where 
the  two  professions  stood  some  twenty  years  ago 
badly  needed  cultivation  before  the  two  disciplines, 
medicine  and  religion,  would  be  able  to  recognize 
how  they  could  help  each  other  and  through  this 
mutual  help  aid  the  patient. 

At  that  time  it  was  commonly  agreed  as  it  has  been 
for  several  hundred  years  that  a physician  was  pri- 
marily a scientist  who  worked  with  the  body,  while 
the  clergyman  was  a type  of  philosopher  who  cared 
for  the  soul.  A very  good  job  had  been  done  of  divid- 
ing man  into  these  two  compartments.  It  occurred  to 
Doctor  Westberg  that  it  was  not  right  that  minister 
and  physician,  who  spend  so  much  time  in  hospitals 
dealing  with  the  same  people,  should  be  miles  away  in 
their  thinking  about  patient  care  at  a professional 
level.  Also,  at  that  time  there  was  very  little  recogni- 
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tion  of  the  possibility  of  this  inter-disciplinary  com- 
munication on  a professional  level.  Theology  went  its 
way  and  medicine  its  way. 

One  of  the  physicians  who  early  recognized  the 
need  for  communication  between  physician  and  min- 
ister was  Richard  Cabot,  M.D.,  of  the  Harvard 
Medical  School  and  author  of  Cabot’s  Differential 
Diagnosis.  Doctor  Cabot  and  the  Reverend  Russell 
L.  Dicks  collaborated  in  writing  a book  on  the  art 
of  ministering  to  the  sick.  This  was  one  of  the 
earliest  works,  according  to  Doctor  Westberg,  that 
pointed  out  the  need  for  a change  in  the  hospital 
conversation  by  a minister  from  the  stereotyped  pas- 
toral call  of  prayer  and  scripture  reading  to  a con- 
versation that  could  be  truly  pastoral  and  healing  in 
nature. 

One  of  the  first  things  that  Reverend  Westberg 
felt  that  he  should  do  in  clarifying  his  own  part  in  this 
program  of  ministering  to  the  sick  was  to  study 
his  own  role  as  to  what  he  actually  was  to  do  and 
should  do.  I dare  say  that  most  doctors  if  they  were 
asked  what  went  on  when  a member  of  the  clergy 
called  on  one  of  their  patients,  there  would  be  almost 
a complete  lack  of  knowledge  in  this  field  except 
if  the  clergy  was  making  a call  on  the  family  of  one 
recently  deceased  or  if  a priest  were  administering 
the  last  rites.  In  recent  years  schools  of  theology  in 
all  major  faiths  have  made  a real  endeavor  for  their 
seminarians  to  understand  this  business  of  being  sick 
and  its  relationship  to  their  parishioners.  Still  there 
has  been  no  communication  on  a society  level  between 
ministers  and  the  clergy  except  in  a relatively  few 
cases.  This  more  or  less  pioneer  work  was  started 
in  1961  and  has  had  in  some  areas  of  the  country  a 
very  fabulous  growth.  In  the  state  of  Pennsylvania, 
in  Colorado,  in  North  Carolina  even  as  far  back  as 
1965  the  state  societies  had  a bulletin  published 
by  the  committee  on  medicine  and  religion.  Their 
component  county  societies  had  developed  their  pro- 
grams to  this  level  which  required  a separate  com- 
munication. 

At  times  when  we  have  talked  to  various  County 
Society  chairmen  about  the  role  of  this  program  of 
medicine  and  religion  in  their  component  societies, 
we  have  been  told  by  the  representative  that  their 
county  program  chairman  or  perhaps  the  President 
of  the  County  Society  had  stated  that  they  got  along 
quite  well  with  the  ministers  and  that  they  had  no 
arguments  with  them  and  there  was  nothing  to  be 
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developed  in  this  connection.  This  is  true  in  many 
areas  about  the  program  of  medicine  and  religion. 

During  the  1965  KMA  meeting  at  the  exhibit  of 
the  Committee  of  Medicine  and  Religion,  interviews 
were  conducted  over  a period  of  about  three  days 
with  many  physicians,  ancillary  personnel  and  sev- 
eral lay  individuals.  The  replies  we  got  to  various 
questions  were  in  some  cases  startling  and  all  of  them 
were  interesting  and  thought  provoking.  The  view  ex- 
pressed almost  universally  by  the  physicians  was 
whereas  not  all  patients  who  came  into  the  hospital 
were  in  need  of  counseling  or  talking  it  out  with 
the  clergymen,  many  of  the  patients  did  need  this 
help  and  doctors  should  recognize  that  in  the  care 
of  the  sick  whether  they  be  in  the  hospital,  at  home, 
or  in  the  office,  there  is  a spiritual  side  in  the  pa- 
tient’s makeup  which  the  doctor  is  not  trained  to 
minister.  It  was  in  this  area  the  physicians  inter- 
viewed felt  that  the  clergy  could  be  of  great  help 
and  assistance. 

Many  of  the  doctors  stated  that  situations  arose 
in  which  the  minister  was  not  only  a great  sup- 
porter to  the  patient  but  also  to  the  family  and 
this  in  turn  relieved  the  tension  and  pressure  which 
was  sometimes  put  upon  the  physician.  None  of  the 
physicians  interviewed  felt  that  calling  a clergyman 
in  consultation  was  a demonstration  of  weakness 
on  his  part  nor  that  things  were  getting  out  of  hand 
and  he  could  not  control  them  but  it  did  show  that 
his  philosophy  of  life  and  his  philosophy  of  the 
practice  of  medicine  was  not  confined  to  science 
alone  but  to  the  spiritual  side  of  man’s  existence.  It 
did  not  mean  that  the  physician  expected  a miracle 
to  come  about  through  a clergyman’s  call. 

We  all  recognize  that  modern  man  is  prone  through 
his  training  or  his  environment  to  call  upon  God 
either  in  supplication  in  his  hour  of  need  or  in  anger 
and  we  also  know  throughout  the  world  that  man 
turns  to  his  God  by  whatever  name  He  is  called  for 
help.  Several  physicians  were  specifically  asked  if  they 
believe  the  Rabbi  or  Minister  could  be  of  help  in  the 
care  of  some  of  the  patients.  When  the  answer  was 
yes,  another  question  was  put  to  them.  Did  you  de- 
velop this  philosophy  of  belief  in  any  course  that  you 
had  in  medical  school  or  any  instruction  that  you 
received  in  school  or  in  your  post-graduate  training? 
The  answer  was,  emphatically  no. 

Some  of  the  fields  that  are  open  for  “talking  it  out’’ 
with  clergymen  are  the  care  of  the  chronic  alcoholic, 
the  chronically  ill  patient,  the  patient  with  a malig- 
nancy, the  family  of  a child  who  is  born  with  a physi- 
cal or  mental  defect,  the  unwed  mother  and  many  of 
the  others  that  have  existed  for  years.  However,  now 
comes  the  time  of  the  kidney  transplant  of  the  artificial 
organs  to  prolong  life,  along  with  what  are  also  called 
extraordinary  means.  We  all  are  familiar  with  the  case 
or  with  cases  of  patients  who  because  of  a chronic 
terminal  illness  are  vegetating  through  their  last  days 


on  earth.  Without  hope  of  a cure  should  these  be 
maintained  by  fluids,  the  artificial  kidney,  transfusions 
and  other  methods  that  are  at  our  disposal?  Or  should 
we  recognize  that  there  comes  to  all  creatures  a termi- 
nation of  his  life  and  that  he  should  be  allowed  to  die 
without  these  extraordinary  means? 

It  is  certainly  not  within  the  realm  of  this  commit- 
tee to  make  decisions  as  to  whether  these  means  should 
be  employed,  but  there  are  questionable  ethics  here 
especially  when  the  prolongation  of  life  by  these 
means  is  a financial  burden  upon  the  family  to  say 
nothing  of  the  long  and  severe  emotional  strain.  Of 
course  in  these  latter  days  of  Medicare,  I don’t  know 
whether  anyone  is  going  to  be  too  upset  about  the 
amount  of  money  that  is  poured  into  ventures  of  this 
type,  certainly  not  at  the  higher  levels.  Here  again  we 
cannot  get  into  this  discussion.  Perhaps  each  of  us 
can  recall  having  heard  a patient  say  after  they  have 
been  brought  back  from  what  appeared  to  be  a termi- 
nal illness,  “Now  I have  to  die  all  over  again”. 

During  the  interviews,  one  with  a senior  medical 
student  at  the  University  of  Louisville,  the  interview 
revealed  the  interesting  fact  that  he  had  developed 
a philosophy  of  the  inter-relationship  of  medicine 
and  religion  during  his  junior  and  senior  years  while 
working  and  seeing  patients  at  the  Louisville  General 
Hospital.  He  was  impressed  by  the  importance  of 
the  spiritual  side  of  patients  and  the  recognition  by 
the  doctor  that  the  spiritual  side  needed  treating  too. 
This  young  man  was  asked  if  this  philosophy  was 
one  that  he  had  developed  from  the  medical  curri- 
culum and  his  answer  was,  “No,  this  was  the  result 
of  my  own  experience  plus  my  religious  faith.” 

A physiotherapist  related  how  much  her  charges, 
paraplegics  and  hemiplegics  responded  to  the  profes- 
sional calls  of  the  Chaplain.  Many  of  these  paralized 
individuals  were  young  adults  and  needed  that  type 
of  counseling  and  help  that  only  a clergyman  can  give. 
A very  intelligent  business  woman  in  Louisville  dem- 
onstrated interest  in  our  exhibit  and  consented  to  be 
interviewed  and  stated  her  firm  belief  that  if  a 
doctor  did  not  have  a deep  religious  faith  that  there 
was  something  lacking  in  his  philosophical  background 
and  this  would,  in  her  opinion,  limit  his  ability  to 
care  for  his  patient,  that  he  was  a completely  one- 
sided individual. 

Since  the  last  year  the  State  Committee  on  Medicine 
and  Religion  has  been  enlarged.  Each  trustee  district 
has  a chairman  of  Medicine  and  Religion  and  these 
chairmen  are  in  turn  responsible  for  the  appointment 
of  a County  Society  chairman  or  in  those  areas  where 
several  counties  meet  as  one  unit,  an  area  chairman. 
Material  from  the  office  of  Medicine  and  Religion 
of  the  AMA  has  been  sent  to  each  of  these  district 
chairmen  and  each  trustee  district  chairman  has  been 
called  by  a member  of  the  State  Committee  offering 
him  his  help  in  the  formation  of  plans  for  the  com- 
ponent societies. 
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Diabetes  Week  Approaches 


Although  we  have  known  since  the 
the  time  of  the  Declaration  of  Inde- 
pendence that  sugar  in  the  blood  and 
urine  are  characteristic  of  diabetes,  an  un- 
usually large  number  of  people  suffering  from 
this  disease  fail  to  be  treated,  since  they  have 
not  been  exposed  to  testing.  We  approach,  in 
this  third  week  of  November,  the  KMA  spon- 
sored sixteenth  annual  Diabetes  Detection  and 
Education  Drive.  Since  it  was  first  started,  we 
have  found,  in  Kentucky,  2,634  new  diabetics, 
a really  sizable  number  of  people.  Last  year 
252  new  diabetics  were  reported,  despite  the 
fact  that  a smaller  number  than  usual  were 
examined.  It  is  apparent  that  better  than  one 
in  four  hundred  of  the  people  tested  on  the 
Diabetes  Detection  Drive  have  diabetes, 
previously  unknown  and  unreported.  We  have 
the  opportunity,  again,  to  render  a real  service 
in  this  diabetes  detection  program.  We  should 
make  every  effort  to  test  a far  greater  number 
than  we  have  in  previous  years,  for  in  finding 
the  unknown  diabetic,  we  have  the  chance 
to  prolong  useful  lives  of  many  of  our  citizens. 
It  is  realized  that  not  every  positive  urine  test 
represents  a diabetic,  although,  between  20 
and  25%  of  those  giving  a positive  test  have 
been  verified  as  new  diabetics. 


Verification  of  diabetes  requires  blood  sugar 
testing.  A number  of  methods  are  available 
for  this  in  every  community,  from  the  simple 
dipstick  test  through  the  more  elaborate  labo- 
ratory procedures,  some  of  which  can  be 
done  through  the  State  Health  Department, 
when  other  methods  are  not  readily  available 
to  the  physician.  It  should  be  emphasized  that 
if  only  a single  blood  sugar  is  taken,  it  should 
ideally  be  taken  two  hours  after  a normal  car- 
bohydrate meal.  Reliance  on  fasting  blood  sug- 
ars for  the  diagnosis  of  diabetes  will  miss 
large  numbers  of  patients.  The  more  elaborate 
glucose  tolerance  tests  are  fine,  but  very  few 
diabetics  will  be  missed  if,  following  the 
screening  positive  urine  test  or,  in  fact,  with- 
out such  a urine  test,  a random  blood  sugar 
is  taken  two  hours  after  a meal.  The  urin- 
alysis, itself,  would  have  more  meaning  if  the 
urine  specimen  was  collected  several  hours  af- 
ter a meal  rather  than  immediately  after  a 
meal  and  especially  rather  than  a morning 
specimen. 

All  of  us  have  an  opportunity  and  a re- 
sponsibility in  this  drive  November  13-20  to 
perform  a real  public  service  finding  the  un- 
known diabetic  patients. 

Irving  F.  Kanner,  M.D. 


Reflections  On  Medicare 


The  recent  beginning  of  the  Federal 
Medicare  program  commanded  such  at- 
tention in  the  public  press  that  it  tem- 
porarily displaced  the  Viet  Nam  War  and  the 
country’s  racial  problems  from  the  head  lines 
and  front  pages.  The  lead  articles  of  many 
popular  national  publications  were  devoted  to 
the  subject.  Physicians  were  inundated  with 
official  and  non-official  explanations  as  to  how 
the  program  was  to  work.  The  Federal  Govern- 
ment carried  out  an  intensive  educational 
campaign  by  mail,  radio,  and  television  for 


the  potential  recipients  of  the  Medicare  bene- 
fits. 

It  had  been  predicated  by  some  that  there 
would  be  a rush  on  the  hospitals  by  the 
states’  elderly  and  some  patients  were  appre- 
hensive about  the  possibility  of  being  unable 
to  get  into  a hospital  when  needed.  However, 
this  expected  rush  failed  to  materialize  and  as 
Commissioner  of  Health,  Russell  Teague,  M.D., 
stated,  this  can  be  interpreted  as  evidence  that 
the  people  eligible  for  Medicare  were  getting 
adequate  medical  treatment  before  passage  of 
(Continued  on  Page  888) 
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Now,  now,  Mrs.  Forsythe,  wFve  never  lost  a cold  patient  yet. 


When  she’s  experiencing  acute  discomfort  from  cold 
symptoms,  it's  small  wonder  the  patient  becomes  dis- 
tressed about  her  condition. 

She  will  breathe  easier  when  you  prescribe  Novahistine  LP. 
Novahistine  LP  is  a long-acting  decongestant  that  helps 
restore  normal  mucus  secretion  and  ciliary  activity- 
physiologic  mechanisms  which  prevent  infection  of  the 
respiratory  tract.  A dose  of  two  tablets  taken  in  the  morn- 
ing and  repeated  in  the  evening  will  usually  keep  air 
passages  clear  for  24  hours. 

Use  cautiously  in  individuals  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or  urinary  retention. 


Caution  patients  who  operate  machinery  or  motor  vehicles 
that  drowsiness  may  result. 

Each  Novahistine  LP  tablet  contains:  phenylephrine  hydro- 
chloride, 25  mg.,  and  chlorpheniramine  maleate,  4 mg. 


PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 
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For  relief  of  nasal  congestion. 
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arrest  diarrhea 


LOMOTIL 

Each  tablet  and  each  5 cc.  of  liquid  contains: 

diphenoxylate  hydrochloride  2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate '. 0.025  mg. 


F 


Effectiveness:  Lomotil  possesses  a unique  degree  of 
effectiveness  in  both  acute  and  chronic  diarrhea. 


Convenience:  Lomotil  is  supplied  as  small,  easily  car- 
ried, easily  swallowed  tablets  and  as  a pleasant,  fruit- 
flavored  liquid. 

Versatility:  The  therapeutic  efficiency,  safety  and  con- 
venience of  Lomotil  may  be  used  to  advantage  alone 
or  as  adjunctive  therapy  in  diarrhea  associated  with: 


• Ulcerative  colitis 

• Acute  infections 

• Irritable  bowel 

• Regional  enteritis 

• Drug  therapy 


• Food  Poisoning 

• Functional  hypermotility 

• Malabsorption  syndrome 

• Ileostomy 

• Gastroenteritis  and  colitis 


Dosage;  For  correct  therapeutic  effect— Rx  correct  therapeutic  dos- 
age. The  recommended  initial  daily  dosages,  given  in  divided  doses, 
until  diarrhea  is  controlled,  are: 


Total  Daily  Lomotil  Liquid  Dosage 

UnilQicnS  I 

Lomoiii  (Each  teaspoonful  [4  cc.]  contains 

Age  Dosage  2 mg.  of  diphenoxylate  HCI) 


3-6  months 

. 3 

Vz  tsp.  3 times  daily 

6-12  months 

. 4 xr\%. 

Vz  tsp.  4 times  daily 

1-2  years . . 

2-5  years . . 

1 tsp.  3 times  daily 

5-8  years . . 

1 tsp.  4 times  daily 

8-12  years  . 

10  xt\g. \ tsp.  5 times  daily 

Adults:  20  mg.  (2  tsp.  5 times  daily  or  2 tablets  4 times  daily)  Based 
on  4 cc.  per  teaspoonful.  Maintenance  dosage  may  be  as  low  as 
one-fourth  the  initial  daily  dose. 

Precautions:  Lomotil,  brand  of  diphenoxylate  hydrochloride  with 
atropine  sulfate,  is  a Federally  exempt  narcotic  preparation  of  very 
low  addictive  potential.  Recommended  dosages  should  not  be 
exceeded.  Lomotil  should  be  kept  out  of  reach  of  children  since 
accidental  overdosage  may  cause  severe  respiratory  depression. 
Lomotil  should  be  used  with  caution  in  patients  with  impaired  liver 
function  and  in  patients  taking  addicting  drugs  or  barbiturates.  The 
subtherapeutic  amount  of  atropine  is  added  to  discourage  deliber- 
ate overdosage. 

Side  Effects:  Side  effects  are  relatively  uncommon  but  among  those 
reported  are  gastrointestinal  irritation,  sedation,  dizziness,  cutane- 
ous manifestations,  restlessness,  insomnia,  numbness  of  extremities, 
headache,  blurring  of  vision,  swelling  of  the  gums,  euphoria,  depres- 
sion and  general  malaise. 


SEARLE 


Research  in  the  Service  oj  Medicine 


Everyone  says  she’s  a barrel  of  fun 


Many  overweight  patients 
can  benefit  from  the  appetite 
control  provided  by  the  sustained 
anorexigenic-tranquilizing 
action  of  BAMADEX  SEQUELS; 
anorexigenic  action  of 
amphetamine;  tranquilizing 
action  of  meprobamate; 
prolonged  action  through 
sustained  release  of 
active  ingredients. 

Bamadex^  Sequels® 

DEXTRO  AMPHETAMINE  SULFATE  (IS  mg.|  SUSTAINED  RELEASE  CAPSULES 
WITH  MEPROBAMATE  (300  mg.) 

to  help  establish 
a new  dietary  pattern 


Contraindications:  Dextro-omphetamine  sulfate;  in 
hyperexcifability  and  in  agitated  prepsychotic 
states.  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate. 

Precautions:  Use  with  caution  in  patients  hypersensi- 
tive to  sympathomimetic  compounds,  who  have 
coronary  or  cordiovasculor  disease,  or  ore  severely 
hypertensive. 

Dextro-amphetomine  sulfate;  Excessive  use  by  un- 
stable individuals  may  result  in  psychological 
dependence. 

Meprobamate;  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised,  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quontities  of  drugs.  Excessive  and  prolonged  use  in 
susceptible  persons,  e.g.  alcoholics,  former  addicts, 
and  other  severe  psychoneurotics,  has  been  re- 
ported to  result  in  dependence  on  the  drug.  Where 
excessive  dosage  has  continued  for  weeks  or  months, 
reduce  dosage  gradually.  Sudden  withdrawal  may 
precipitate  recurrence  of  preexisting  symptoms  such 
os  anxiety,  anorexia,  or  insomnia;  or  withdrawal  re- 
actions such  os  vomiting,  ataxia,  tremors,  muscle 
twitching  and,  rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  distur- 
bances, reduce  dosoge  and  avoid  operation  of 
motor  vehicles,  machinery  or  other  activity  requir- 
ing alertness.  Effects  of  excessive  alcohol  consump- 
tion may  be  increased  by  meprobamate.  Appropri- 
ate coution  is  recommended  with  patients  prone  to 
excessive  drinking.  In  patients  prone  to  both  petit 
and  grand  mal  epilepsy  meprobamate  may  precipi- 
tate grand  mal  attacks.  Prescribe  cautiously  and  in 
smoll  quantities  to  patients  with  suicidal  tendencies. 
Side  Ellects:  Overstimulation  of  the  central  nervous 
system,  jitteriness  and  insomnia  or  drowsiness. 
Dextro-amphetomine  sulfote;  Insomnia,  excitability, 
and  increased  motor  activity  are  common  and  ordi- 
narily mild  side  effects.  Confusion,  anxiety,  aggres- 
siveness, increased  libido,  and  hallucinations  have 
also  been  observed,  especially  in  mentally  ill  pa- 
tients. Rebound  fotigue  and  depression  may  follow 
central  stimulation.  Other  effects  may  include  dry 
mouth,  anorexia,  nausea,  vomiting,  diarrhea,  and 
increased  cardiovascular  reactivity. 

Meprobamate;  Drowsiness  may  occur  and  can  be 
associoted  with  ataxia;  the  symptom  can  usually  be 
controlled  by  decreasing  the  dose,  or  by  concomi- 
tant administration  of  centrol  stimulants.  Allergic  or 
idiosyncratic  reactions.-  maculopapular  rash,  acute 
nonthrombocytopenic  purpura  with  petechiae,  ecchy- 
moses,  peripheral  edema  and  fever,  transient  leu- 
kopenia. A case  of  fatal  bullous  dermatitis,  following 
administration  of  meprobamate  and  prednisolone, 
has  been  reported.  Hypersensitivity  has  produced 
fever,  fainting  spells,  angioneurotic  edema,  bron- 
chial spasms,  hypotensive  crises  (1  fatal  case), 
anuria,  stomatitis,  proctitis  (1  case),  anaphylaxis, 
agranulocytosis  and  thrombocytopenic  purpura,  and 
o fatol  instance  of  aplastic  anemia,  but  only  when 
other  drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity,  usually  after 
excessive  dosage.  Impairment  of  visual  accommo- 
dation. Mossive  overdosage  may  produce  drowsi- 
ness lethargy,  stupor,  ataxia,  coma,  shock,  vaso- 
motor and  respiratory  collapse. 


LEDERLE  LABORATORIES 
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the  bill.  However,  it  should  be  borne  in  mind 
that  many  hospitals  were  operating  close  to 
capacity.  As  the  general  public  becomes  more 
aware  of  the  details  of  the  program  there  may 
be  an  increasing  pressure  for  hospital  beds 
which  will  be  gradual  rather  than  the  immedi- 
ate pressure  which  was  predicted. 

The  general  public  is  still  very  much  in  the 
educational  stage  in  so  far  as  the  Medicare 
program  is  concerned  in  spite  of  the  well 
written  and  illustrated  Medicare  pamphlet 
which  was  distributed  to  all  potential  re- 
cipients of  benefits.  It  has  been  apparent  that 
some  patients  failed  to  read  the  pamphlet, 
others  had  misplaced  it  or  failed  to  remember 
receiving  it,  others  had  glanced  at  it  but  had 
difficulty  understanding  the  details  of  the  po- 
tential benefits  to  be  received.  The  particu- 
lar points  that  demonstrated  the  lack  of  under- 
standing concerned  the  fifty  dollar  deductible 
item  of  Part  B and  the  fact  that  the  cost  of 
prescription  medications  was  not  provided  for. 
With  a good  many  patients  that  had  the  Blue 
Cross-Blue  Shield  sixty  five  and  over  policy  in 
addition  to  Medicare  there  was  confusion  and 
lack  of  understanding  as  to  what  benefits  each 
provided. 

Many  patients  have  turned  to  their  personal 
physician  and  will  continue  to  do  so  to  in- 
struct and  to  advise  them  as  to  what  their 
benefits  are.  Most  physicians  are  very  busy 
people  but  they  will  have  to  take  the  time  to 
become  informed  concerning  the  benefits  avail- 
able under  the  different  plans  and  they  will 
have  to  take  the  time  to  teach  the  patient 
about  these  matters.  Good  public  relations  for 
the  profession  frequently  boils  down  to  the 
relationship  that  exists  between  an  individual 
patient  and  his  physician  and  patients  are  not 
apt  to  forget  the  help  and  advice  they  receive 
in  these  situations.  The  medical  profession 
speaking  as  a group  often  admonishes  the 
public  to  turn  to  the  profession  in  all  health 
matters.  When  the  individual  patient  does  this 
the  physician  must  take  the  time  to  provide  an 
informed  answer  or  that  patient  will  turn  to 
some  one  or  some  agency  outside  of  the  medi- 
cal profession. 

There  has  been  considerable  discussion  con- 
cerning the  two  payment  methods  for  Medi- 


care services.  The  pros  and  cons  of  both  meth- 
ods are  pointed  out  in  the  booklet  “Medicare 
and  the  Physician”  provided  to  all  physicians 
by  the  American  Medical  Association.  In 
general  both  organized  medical  groups  and  in- 
dividual physicians  have  thought  it  best  to  use 
“direct  billing”  rather  than  “assignment”  un- 
less there  be  unusual  circumstances  involved. 
Most  physicians  offices  now  days  are  already 
heavily  burdened  with  paper  work  and  it 
doesn't  seem  unreasonable  to  ask  the  patient 
to  carry  out  his  own  paper  work  in  the  col- 
lection of  his  benefits. 

The  present  government  reimbursement 
formula  has  provided  a problem  to  some 
hospitals.  The  government  payments  apply  on- 
ly to  the  actual  cost  of  caring  for  Medicare 
patients  plus  two  per  cent.  It  has  been  argued 
that  the  two  per  cent  allowance  does  not  suf- 
ficiently cover  depreciation  of  capital  assets. 

The  Social  Security  Administration  reported 
that  the  latest  estimate  of  the  cost  of  the  Medi- 
care program  is  two  hundred  million  a month 
for  hospital  benefits  (Part  A)  and  eighty  mil- 
lion a month  for  medical  insurance  benefits 
(Part  B).  Considering  all  forms  of  medical  and 
hospital  service  under  federal  programs  that 
now  exist,  it  is  now  estimated  that  nearly 
fifty-five  million  persons  are  potentially  eligi- 
ble. The  annual  cost  of  this  service  is  about 
sixteen  billion  dollars. 

There  is  almost  certain  to  be  pressures  to 
expand  medicare  in  the  future.  There  will  be 
pressure  to  expand  the  benefits  such  as  pro- 
viding the  cost  of  prescription  drugs  for  home 
use.  There  is  apt  to  be  pressure  to  lower  the 
present  age  limits.  Federal  programs  tend  to 
grow  and  expand  as  the  history  of  Social  Se- 
curity demonstrates.  In  1935,  government  was 
paying  for  about  eighteen  per  cent  of  health 
costs,  in  1960,  this  had  increased  to  twenty- 
four  per  cent  and  for  the  current  fiscal  year 
it  is  estimated  that  government  will  be  paying 
thirty-two  per  cent  of  all  health  costs  in  the 
country. 

Physicians  of  necessity  will  need  to  strive  to 
keep  fully  informed,  to  observe  new  develop- 
ments and  to  remain  in  a position  to  advise 
and  direct  in  order  that  a social  environment 
will  prevail  which  will  permit  them  to  provide 
excellent  health  services  to  their  patients. 

Walter  S.  Coe,  M.  D. 
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SQUIBB  NOTES  ON  THERAPY 


I 


Behind  continued  high  blood  pressure  readings 
lies  the  possibility  of  organic  damage^ 


Many  of  the  aspects  of  essential  hypertension  are 
unpredictable— either  because  there  are  a number 
of  mechanisms  involved  or  because  individuals  differ  in 
their  responses  to  these  mechanismsT 
There  is  one  aspect  of  hypertension,  however,  that 
seems,  in  many  cases,  predictable.  . . when  the  blood 
pressure  is  elevated  to  a marked  degree  for  an  adequate 
period  of  time,  this  in  itself  leads  to  perpetuation  of 
the  syndrome  with  resulting  vascular  damage  through- 
out the  body. ”14  All  too  often  the  disease  progresses 
until  there  is  damage  to  one  of  three  vital  organs:  the 
heart,  the  kidney,  the  brain. 


‘‘Hypertension  is  certainly  a major  factor  in  the  gene- 
sis of  coronary  heart  disease,  and  it  is  even  more 
important  when  compounded  with  obesity. ”4 

‘‘[Vascular  deterioration]  can  be  clearly  seen  in  the 
kidney  with  a degree  of  damage  that  can  be  measured 
by  renal  function  studies. 

. . most  evidence  suggests  that  reduction  of  blood 
pressure,  when  it  is  too  high,  not  only  relieves  the  heart 
of  excess  work  but  reduces  vascular  damage. ”i 
‘‘In  short,  treatment  is  indicated.”! 

Antihypertensive  therapy  will  not  restore  the  blood  ves- 
sels to  normal.  Yet  many  of  the  vascular  changes  and 
symptoms  caused  by  increased  blood  pressure  may  be 
arrested  or  alleviated  when  the  blood  pressure  is  re- 
duced to  normotensive  levels. ^ 

Reducing  the  blood  pressure  helps  curtail  further  vascu- 
lar damage  and  improves  the  prognosis  — when  damage 
is  not  too  far  advanced  before  therapy  is  started.i4 
Essential  hypertension  is  an  indication  not  only  for 
treatment,  but  for  early  and  adequate  treatment  of  the 
patient  in  question. 

Reduce  the  blood  pressure  with  Rautrax-N 

Rautrax-N  combines  the  antihypertensive-tranquilizing 
action  of  whole  root  rauwolfia  with  the  antihypertensive- 
diuretic  action  of  bendroflumethiazide  in  one  conven- 
ient medication.  The  two  drugs  complement  each  other 


so  that  smaller  doses  of  both  are  possible. 

Rauwolfia  combined  with  bendroflumethiazide  is  par- 
ticularly effective  in  long-term  therapy, i5-i7  since  bene- 
ficial effects  do  not  diminish  with  continuous  daily 
administration. 

For  most  patients  1 or  2 Rautrax-N  tablets  daily  are 
sufficient  for  maintenance  therapy.  The  simplicity,  con- 
venience and  economy  of  such  a dosage  schedule  are 
of  particular  benefit  to  older  patients. 

References:  1.  Page,  I.  H.,  and  Dustan,  H.  P.:  The  Usefulness  of  Drugs  in  the 
Treatment  of  Hypertension,  in  Ingelfinger,  F.  J,;  Reiman,  A.  S.,  and  Finland, 
M.:  Controversy  in  Internal  Medicine,  Philadelphia,  W.  B.  Saunders  Co., 
1966,  p.  95.  2.  Hollander,  W.:  The  Evaluation  of  Antihypertensive  Therapy 
of  Essential  Hypertension  in  Ingelfinger,  F.  J.;  Reiman,  A.  S.,  and  Finland, 
M.;  Controversy  in  Internal  Medicine,  Philadelphia,  W.  B.  Saunders  Co., 
1966,  p.  97.  3.  Nickerson,  M.:  Antihypertensive  Agents  and  the  Drug  Therapy 
of  Hypertension,  in  Goodman,  L.  S.,  and  Gilman,  A.:  The  Pharmacological 
Basis  of  Therapeutics,  ed.  3,  New  York,  The  Macmillan  Co.,  1965,  p.  727. 
4.  Berkson,  D.  M.:  Indust.  Med.  & Surg.  32:371,  1963.  5.  Cohen,  B.  M.: 
M.  Times  91:645,  1963.  6.  Lee,  R.  E.,  et  al.:  Am.  J.  Cardiol.  11:738,  1963. 
7.  Moyer,  J.  H.:  Am.  J.  Cardiol.  9:821,  1962.  8.  Moser,  M.:  New  York  J. 
Med.  62:1177,  1962.  9.  Wood,  J.  E.,  and  Battey,  L.  L.:  Am.  J.  Cardiol.  9:675, 
1962.  10.  Moyer,  J.  H.,  and  Heider,  C.:  Am.  J.  Cardiol.  9:920,  1962.  11. 
Moser,  M.,  and  Macaulay,  A.  I.:  New  York  State  J.  Med.  60:2679,  1960. 
12.  Judson,  W.  E.:  Nebraska  M.  J.  44:305,  1959.  13.  Hodge,  J.  V.;  McQueen, 
E.  G.,  and  Smirk,  H.:  Brit.  M.  J.  1:5218,  1961.  14.  Moyer,  J.  H.,  and  Brest, 
A.  N.;  Hypertension  Recent  Advances,  Philadelphia,  Lea  & Febiger,  1961, 
p.  633.  15.  Berry,  R.  L.,  and  Bray,  H.  P.:  J.  Am.  Geriatrics  Soc.  10:516, 
1962.  16.  Reid,  W.  J.:  J.  Am.  Geriatrics  Soc.  13:365,  1965.  17.  Feldman, 
L.  H.:  North  Carolina  M.  J.  23:248,  1962. 

Contraindications:  Severe  renal  impairment  or  previous  hypersensitivity. 
Warning:  Ulcerative  small  bowel  lesions  have  occurred  with  potassium- 
containing  thiazide  preparations  or  with  enteric-coated  potassium  salts  sup- 
plementally.  Stop  medication  if  abdominal  pain,  distension,  nausea,  vomiting 
or  G.l.  bleeding  occur. 

Precautions  and  Side  Effects:  The  dose  of  ganglionic  blocking  agents,  vera- 
trum  or  hydralazine  when  used  concomitantly  must  be  reduced  by  at  least 
50%  to  avoid  orthostatic  hypotension.  Caution  is  indicated  in  patients 
with  depression,  suicidal  tendencies,  peptic  ulcer;  electrolyte  disturbances 
are  possible  in  cirrhotic  or  digitalized  patients.  Marked  hypotension  during 
surgery  is  possible;  consider  discontinuing  two  weeks  prior  to  elective  surgery 
and  observe  patients  closely  during  emergency  surgery.  Rauwolfia  prepara- 
tions may  cause  reversible  extrapyramidal  symptoms  and  emotional  depres- 
sion, diarrhea,  weight  gain,  edema,  drowsiness  may  occur.  Bendroflumethia- 
zide may  cause  increases  in  serum  uric  acid,  unmask  diabetes,  increase 
glycemia  and  glycosuria  in  diabetic  patients,  and  may  cause  hypochloremic 
alkalosis,  hypokalemia;  cramps,  pruritus,  paresthesias,  rashes  may  occur. 
Dosage  and  Supply:  Initial  dosage,  1 to  4 tablets  daily,  preferably  at  meal- 
time. Maintenance,  1 or  2 tablets  daily.  Rautrax-N  is  supplied  as  capsule- 
shaped tablets  containing  50  mg.  Rauwolfia  serpentina  whole  root  (Rau- 
dixin®),  4 mg.  bendroflumethiazide  (Naturetin®),  400  mg.  potassium  chloride. 
Also  available:  Rautrax-N  Modified  — capsule-shaped  tablets  containing 
50  mg.  Rauwolfia  serpentina  whole  root  (Raudixin),  2 mg.  bendroflumethia- 
zide (Naturetin),  400  mg.  potassium  chloride.  Both  potencies  available  in 
bottles  of  100.  For  full  information,  see  Product  Brief. 


RAUTRAX-  N 

Squibb  Rauwolfia  Serpentina  Whole  Root  (50  mg.)  with  Bendro- 
flumethiazide (4  mg.)  and  Potassium  Chloride  (400  mg.) 


Squibb 


‘The  Priceless  Ingredient’  of  every  product 
is  the  honor  and  integrity  of  its  maker. 
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KMA  Diabetes  Detection  Drive 
Scheduled  for  Nov.  13-19 

The  sixteenth  annual  Kentucky  Medical  Associ- 
ation Diabetes  Detection  and  Education  Week  will 
be  held  during  the  week  of  November  13-19  accord- 
ing to  Irving  F.  Kanner,  M.D.  Lexington,  Chairman 
of  the  KMA  Diabetes  Committee. 

The  goal  of  this  public  service  program,  sponsored 
by  KMA  in  cooperation  with  the  American  Diabetes 
Association,  is  finding  and  treating  unknown  victims 
of  diabetes. 

Doctor  Kanner  urged  all  KMA  members  to  par- 
ticipate in  this  year’s  drive  by  checking  urine  sam- 
ples free  during  the  week  of  November  13-19  and 
submitting  reports  on  number  of  tests  made,  num- 
ber of  positives  discovered,  and  the  number  of  new 
diabetics  confirmed  to  the  county  diabetes  chairmen. 

Kentucky  physicians  have  reported  nearly  810,000 
free  tests  administered  during  the  past  fifteen  years 
that  KMA  has  sponsored  the  drive.  During  this  same 
period  of  time,  over  2,600  new  diabetics  have  been 
found. 

Doctor  Kanner  stated  that  with  the  cooperation 
of  the  KMA  membership  participating  in  the  pro- 
gram and  the  forwarding  of  results  by  the  county 
chairmen  to  the  KMA  Headquarters  Office,  1966 
can  be  the  best  year  to  date  for  diabetes  detection 
in  Kentucky. 


20th  AMA  Clinical  Session  Set 
For  November  27-30 

Variety  will  keynote  the  20th  Clinical  Convention 
of  the  American  Medical  Association  in  Las  Vegas, 
Nev.,  on  November  27-30,  according  to  an  announce- 
ment from  Charles  L.  Hudson,  M.D.,  AMA  presi- 
dent. 

Closed  circuit  color  television  and  medical  mo- 
tion picture  programs,  postgraduate  courses  and 
scientific  sessions  on  18  major  topics  headline  the 
program.  All  scientific  sessions  and  exhibits  will  be 
in  the  Las  Vegas  Convention  Center. 

Representing  Kentucky  at  the  AMA  House  of  Dele- 
gates Meeting  in  the  Dunes  Hotel  and  Caesar’s 
Palace  will  be  KMA’s  delegates  to  the  AMA — J. 
Thomas  Giannini,  M.D.,  Louisville;  John  C.  Quer- 
termous,  M.D.,  Murray;  and  Charles  C.  Rutledge, 
M.D.,  Hazard.  Alternate  delegates  are:  Charles  G. 
Bryant,  M.D.,  Lou’sville;  William  W.  Hall,  M.D., 
Owensboro;  and  David  B.  Stevens,  M.D.,  Lexington. 


Annual  Civil  Defense  Meeting 
Scheduled  for  Oct.  23-28 

KMA  members  are  invited  to  attend  the  15th. 
Annual  Meeting  of  the  United  States  Civil  Defense 
Council  which  will  be  held  at  the  Brown  Hotel  in 
Louisville,  October  23-28,  1966. 

The  program  will  include  discussions  on  disaster 
medical  care  in  such  settings  as  recent  tornados  in 
Mississippi  and  Kansas,  Community  Communica- 
tions for  the  health  professions,  community  disaster 
plans  and  new  emergency  facilities  available  for  use 
at  times  of  disaster. 

William  T.  Rumage,  Jr.,  M.D.,  Louisville,  Chair- 
man of  the  KMA  Disaster  Medical  Care  Committee 
and  Thomas  S.  Wallace,  Jr.,  M.D.,  Director  of  the 
Jefferson  County  Health  Department,  240  East  Madi- 
son Street,  Louisville,  are  serving  on  the  Arrange- 
ments Committee.  For  further  information,  corre- 
spondence should  be  directed  to  Doctor  Wallace. 

Only  Woman  Vice-Pres.  of  AMA 
Dr.  South  Dies  at  Age  91 

Lillian  H.  South,  M.D.,  Louisville,  the  only 
woman  physician  to  serve  as  vice  president  of  the 
American  Medical  Association,  passed  away  Septem- 
ber 14  at  the  Pewee  Valley  Hospital  at  the  age  of  91. 

Founder  and  past  director  of  the  laboratory  serv- 
ices of  the  State  Department  of  Health,  Doctor 
South  served  as  its  director  for  39  years,  resigning 
in  1950  during  the  administration  of  Bruce  Under- 
wood, M.D.,  then  Commissioner  of  Health.  She  was 
the  first  Kentuckian  to  receive  a master’s  degree  in 
public  health. 

Doctor  South  graduated  from  the  Woman’s  Medi- 
cal College  in  Philadelphia  in  1904.  A native  of 
Bowling  Green,  she  served  under  three  health  com- 
missioners, Arthur  T.  McCormick,  M.D.,  Philip  E. 
Blackerby,  M.D.,  and  Doctor  Underwood. 


No  Position  Taken  on  Charter 

Inquiries  have  been  made  as  to  the  Association’s 
position  on  the  proposed  new  Constitution  for  Ken- 
tucky, which  will  be  voted  on  in  November.  The 
KMA  Board  of  Trustees  accepted  a recommendation 
of  the  Council  on  Legislative  Activities  that  no  po- 
sition be  officially  taken  by  the  Board.  Whether  to 
support  or  not  to  support  the  proposal  was  left  to 
the  discretion  of  the  individual  physician. 
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Graph  Demonstrates  Distribution 
Of  KMA  Funds 

Sources  of  income  and  the  way  its  funds  are  dis- 
bursed by  the  Kentucky  Medical  Association  are 
shown  on  the  pie-shaped  graphs  below.  These 
graphs,  prepared  by  the  Association’s  auditors,  are 
based  on  the  1965-66  fiscal  year.  If  members  have 
any  questions,  they  are  urged  to  contact  the  Head- 
quarters office. 


RECEIPTS 


DISBURSEMENTS 


Blue  Shield  Conference  Planned 
October  10-11  in  Chicago 

“A  Look  Back  ...  A Look  Ahead”  is  the  theme 
of  the  1966  Blue  Shield  Annual  Program  Confer- 
ence at  the  Drake  Hotel,  Chicago,  on  October  10-11, 
according  to  an  announcement  from  D.  Lane  Tynes, 
Louisville,  executive  director  of  Kentucky  Physicians 
Mutual,  Inc. 

Among  featured  speakers  at  the  two-day  confer- 
ence are;  Charles  L.  Hudson,  M.D.,  Cleveland,  Ohio, 
president  of  the  AMA;  Samuel  R.  Sherman,  M.D., 
San  Francisco,  Cal.,  chairman  AMA  Council  on 
Legislative  Activities;  H.  Philip  Hampton,  M.D., 
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Tampa,  Fla.,  member,  AMA  Committee  on  Welfare 
Service;  and  Ernest  B.  Howard,  M.D.,  Chicago  as- 
sistant executive  vice  president,  AMA. 

Paul  I.  Hoagland,  M.D.,  Pasadena,  Cal.  president 
of  the  National  Association  of  Blue  Shield  Plans, 
will  preside  at  the  meeting.  Carl  R.  Ackerman,  M.D., 
Glen  Cove,  N.Y.,  chairman  of  the  Board,  National 
Association  of  Blue  Shield  Plans,  will  present  the 
1966  Norman  A.  Welch,  M.D.,  Memorial  Award. 
The  conference,  sponsored  by  the  National  Associ- 
ation of  Blue  Shield  Plans,  will  start  with  registra- 
tion at  8 on  Monday,  October  10. 


Health  Facilities  Council  Set  Up 
In  Louisville  Area 

The  Louisville  Area  Health  Facilities  Council, 
a 35-member  health-planning  council,  was  scheduled 
to  be  incorporated  as  the  Journal  went  to  press.  The 
revised  council,  which  has  undergone  more  than 
three  years  of  planning  and  debate,  has  the  approval 
of  the  Jefferson  County  Medical  Society  and  the 
Louisville  Chamber  of  Commerce  according  to 
Charles  Kane,  temporary  council  president. 

N.  I.  Handleman  will  represent  the  Jefferson 
County  Medical  Society  on  the  Council.  In  addition 
to  15  representatives  of  hospital  boards  of  directors, 
the  council  will  consist  of  five  representatives  of 
allied  institutions  including  U of  L and  the  local 
medical  society. 

AMA  Sponsored  Group  to  Meet 

KMA  members  are  invited  to  the  First  National 
Congress  on  Socio-Economics  of  Health  Care,  under 
the  sponsorship  of  the  Council  on  Medical  Service 
and  Division  of  Socio-Economic  Activities  of  the 
American  Medical  Association,  which  will  meet  on 
January  22  and  23,  1967,  in  Chicago. 

The  Congress  will  bring  together  authorities  from 
medicine,  health  administration,  education,  social 
sciences,  community  planning  and  other  related  fields, 
to  discuss  the  various  facets  of  the  organization  and 
delivery  of  health  services.  The  subject  matter 
of  the  discussions  will  be  of  special  interest  to  doc- 
tors, who  will  be  called  on  in  the  future  to  provide 
leadership  in  this  area. 

Dr.  Witten  Speaks  in  Austria 

Carroll  Witten,  M.D.,  Louisville,  was  scheduled  to 
deliver  two  addresses  starting  September  12,  at  the 
International  Congress  on  Medicine  at  Salzburg, 
Austria.  Doctor  Witten,  president-elect  of  the  Ameri- 
can Academy  of  General  Practice,  will  give  his  ad- 
dress in  English  and  then  in  German. 

Annual  Meeting  News  in  Nov. 

Since  the  1966  Annual  Meeting  was  held  this  year  after 
the  deadline  for  the  October  issue  of  The  Journal,  it  was 
not  possible  to  include  a report  of  the  meeting.  Full  cov- 
erage of  the  meeting  will  be  carried  in  the  November 
Journal.  A digest  of  the  proceedings  of  the  House  of 
Delegates  meetings  will  appear  in  the  December  Journal. 
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Consultant’s  Implementation  of 
Title  XVIII-B  Explained* 

“Medicare”  Part  B will  be  administered  in  Ken- 
tucky by  the  Metropolitan  Life  Insurance  Company 
of  New  York.  It  is  the  intermediary  or  “carrier”. 
In  other  states  the  program  will  be  carried  out  by 
this  or  other  agencies.  The  central  office  in  Ken- 
tucky is  at  1218  South  Broadway,  Lexington  under 
the  direction  of  Mr.  Donald  Smith  and  Mr.  Davies. 

A summary  of  what  “Medicare”  means  for  all  of 
us  has  been  published  by  the  AMA  under  the  title: 
“Medicare  and  the  Physician — Questions  and  An- 
swers— On  Public  Law  89-97”. 

If  you  haven't  read  this  by  all  means  send  to  the 
AMA.  get  a copy  and  do  so. 

The  heart  of  it  may  be  summarized:  the  physician 
has  three  choices  in  his  relation  to  Medicare — 

1.  He  may  ignore  it. 

2.  He  may  sign  in  the  space  provided  on  the 
forms  agreeing  to  “accept  an  assignment”. 
This  is  a contract  binding  him  not  to  charge 
more  than  his  “usual  and  customary  fee” 
and  80%  of  this  will  be  paid  direct  to  the 
physician  after  the  annual  $50.00  “de- 
ductible” has  been  paid  to  the  “carrier”  by 
the  patient. 

3.  He  may  refuse  to  “accept  an  assignment” 
but  will  fill  out  his  patient’s  forms  or  send 
his  itemized  bill  so  that  Medicare  will  pay 
to  the  physician  80%  of  what  Medicare 
considers  to  be  his  usual  and  customary  fee. 
He  may  charge  anything  above  this  he 
chooses  and  this  will  be  a private  business 
between  him  and  his  patient. 

Thus  we  see  that  Medicare  is  not  setting  the  fee 
but  only  setting  how  much  of  it  the  “carrier”  will  pay. 

This  brings  us  to  a brief  statement  of  my  private 
contract  with  “Medicare”.  I have  accepted  the  posi- 
tion with  retainer  salary  to  act  as  a consultant  to 
the  State  office  in  Lexington  in  cases  where  the 
size  of  fee  cannot  be  settled.  I am  to  advise  not 
decide  in  the  necessity  for  and  length  of  treatment 
in  any  questioned  case. 

For  patients  in  a hospital  these  matters  will  be 
decided  by  Medicare  under  Part  A with  the  advice 
of  the  hospital  staff  committee.  This  committee, 
technically  known  as  the  “Utilization  Committee”, 
each  hospital  will  choose  from  its  own  staff.  I may  or 
may  not  be  asked  to  sit  in  on  such  meetings.  I do 
not  yet  know.  If  I am  present  I would  express  no 
opinion  unless  asked. 

To  prepare  myself  for  this  work,  I have  read  all 
the  printed  matter  available,  have  talked  with  the 
KMA  office  in  Louisville,  with  several  of  my 
professional  friends  over  the  State,  with  the  local 
administrators  of  Medicare,  with  the  Chief  Medical 
Director  of  the  Metropolitan,  and  have  made  a trip 
to  Chicago  and  talked  with  officers  of  the  AMA. 
Incidentally,  I interpret  the  AMA  to  say  in  effect, 

* Francis  Massie,  M.D.,  Lexington,  has  been  appointed 
to  serve  os  a consultant  to  the  Metropolitan  Life  Insurance 
Company,  "carrier"  under  PL  39-97  Title  XVIII  Part  B. 


Prior  to  the  official  opening  of  the  1966  Kentucky  State 
Fair,  the  above  picture  was  made  of  the  KMA  exhibit, 
“Life  Begins”.  It  is  estimated  that  more  than  8,000  persons 
went  through  this  exhibit,  which  was  described  as  “one  of 
the  busiest”  at  the  Fair. 

“We  may  not  like  it  but  it’s  the  law  and  we  will  go 
with  it  but  will  keep  alert  for  defects  as  they  may 
appear.  We  are  opposed  to  the  setting  of  fees,  we 
are  opposed  to  any  financial  settlement  except  di- 
rectly from  patient  to  doctor.” 

I will  try  to  be  fair  when  my  advice  is  asked  and 
will  give  no  advice  until  I have  had  a personal  inter- 
view with  the  physician  whose  fee  or  treatment  is  in 
question.  I am  sure  that  sometimes  a charge  above 
his  usual  and  customary  fee  will  be  justified. 

Symposium  on  Breast  Tumors 
To  Be  Held  on  Nov.  4 

The  “Symposium  on  Diagnosis  of  Breast  Tumors” 
is  scheduled  Friday,  November  4,  in  Louisville, 
under  the  sponsorship  of  Louisville  General  Hospital 
and  the  University  of  Louisville  School  of  Medicine. 

The  morning  session,  moderated  by  Raul  Gonzalez, 
M.D.,  will  include  panel  discussions  concerning  “Pre- 
Malignant  Breast  Diseases”  and  “Surgeons  Look  at 
Mammography”. 

The  afternoon  session,  moderated  by  Alfred  O. 
Miller,  M.D.,  will  Include  lectures  on  the  history  and 
the  technique  of  mammography,  and  a panel  dis- 
cussion entitled  “Horizons  in  Diagnosis  of  Breast 
Diseases”. 

Hospitals  Get  New  President 

Maurice  K.  Henry,  a Middlesboro,  Kentucky,  pub- 
lisher, has  been  elected  the  interim  President  of 
Appalachian  Regional  Hospitals,  a non-profit  corpo- 
ration which  operates  nine  community  hospitals  in 
Eastern  Kentucky,  Virginia  and  West  Virginia. 

Garvice  D.  Kincaid,  Chairman  of  the  Board  of 
Trustees,  announced  in  Lexington  that  Henry,  a trus- 
tee and  Treasurer  of  ARH  since  1963,  will  serve 
until  a permanent  president  is  found.  Henry  is  taking 
the  place  of  Karl  S.  Klicka,  M.D.,  who  resigned  to 
become  chief  executive  officer  of  the  Peoples  Com- 
munity Hospital  Authority  of  Wayne,  Michigan, 
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“I  like  Bronkometer. . . 

I breathe  better... 
don’t  get  the  jitters.” 


Patients  feel  relaxed  with  Bronkometer.  Its 
bronchodilator-decongestant  action  has  min- 
imal central  nervous  system  stimulation.*^ 
Isoetharine,*  Breon’s  exclusive  bronchodila- 
tor,  shows  only  1/16  to  1/64  the  cardiotonic 

effect  of  isoproterenol.^  *Dilabron*,  brand  of  isoetharine 


© 

ASTHMA,  CHRONIC  BRONCHITIS,  EMPHYSEMA 

isoetharine  0.6%;  phenylephrine  0.125%;  thenyidiamine  0.05%— Superior  because  it  contains  isoetharine 

COMPOSITION:  Bronkometer  delivers  at  the  mouthpiece  200  metered  doses  of:  350  meg  isoetharine  methanesulfonate  (0.6%);  70 
meg  phenylephrine  HCI  (0.125%);  and  30  meg  thenyidiamine  HCI  (0.05%)  with  saccharin,  menthol  and  fluorochlorohydrocarbons  as  inert 
propellants.  Preserved  with  ascorbic  acid  0.1%  and  alcohol  30%. 

RECOMMENDED  DOSAGE;  One  or  two  inhalations  with  at  least  one  minute  between  inhalations.  Occasionally  more  may  be  required, 
however  in  most  cases,  inhalations  need  not  be  repeated  more  than  every  four  hours.  Dosage  should  be  adjusted  to  the  severity  of  the 
condition  and  to  patient's  response. 

PRECAUTIONS:  Bronkometer  is  unusually  free  from  cardiovascular  and  other  side  effects,  but  the  usual  precautions  associated  with 
sympathomimetic  amines  should  be  observed.  Bronkometer  should  not  be  administered  simultaneously  with  epinephrine  or  similar  com- 
pounds because  of  the  possibility  of  tachycardia,  although  it  may  be  alternated  with  these  agents.  Dosage  must  be  carefully  adjusted 
in  patients  with  hyperthyroidism,  hypertension,  acute  coronary  disease,  cardiac  asthma,  limited  cardiac  reserve  and  in  individuals  sen- 
sitive to  sympathomimetic  amines. 

SUPPLIED:  10  ml  pressurized  aerosol  vials  complete  with  measured  dose  valve  and  oral  nebulizer. 

References:  1.  Spielman,  A.  D.:  Curr.  Therap.  Res.  3:235  (June)  1961.  2.  Herschfus,  J.  A.;  Bresnick,  E.;  Levinson,  L.;  and  Segal,  M.  S.: 
Ann.  Allergy  9:769  (Nov.-Dee.)  1951 . 

BREON  LABORATORIES  INC.  90  Park  Avenue,  New  York,  N.Y.  10016 
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Lexington  VA  Gets  Chief 

James  J.  Rams,  M.D.,  has  been  appointed  assist- 
ant chief  of  the  surgical  service  at  the  Veterans 
Administration  Hospital  in  Lexington.  Doctor  Rams 
has  served  as  assistant  professor  in  the  Department 
of  Surgery  at  the  University  of  Chicago.  He  graduated 
from  Georgetown  University  School  of  Medicine  in 
1955,  interned  at  the  University  of  Chicago  Clinics, 
and  received  his  residency  training  in  the  Depart- 
ment of  Surgery,  University  of  Chicago. 

Nov.  Marks  Farm-City  Week  in  Ky. 

November  18-24  has  been  set  for  Farm-City  Week 
in  Kentucky  for  1966.  All  KMA  members  are  en- 
couraged to  participate  in  the  12th  annual  observance 
designed  to  build  better  understanding  and  apprecia- 
tion of  the  interdependence  of  Kentucky’s  rural  and 
urban  population. 

Farm-City  Week  presents  an  opportunity  for  farm- 
ers and  city  people  to  become  better  acquainted, 
realize  each  others  problems  and  work  toward  their 
solution.  Each  KMA  member  is  urged  to  take  an  ac- 
tive role  in  Farm-City  Week  programs  that  include 
such  projects  as  joint  visits,  seminars,  pageants,  fairs, 
civic  and  social  events. 


New  Nursing  Director  Named 

Miss  Mary  Margaret  Walters,  a former  president 
of  the  Kentucky  Nurses  Association,  has  been  named 
director  of  nursing  at  Louisville  General  Hospital. 
She  has  served  as  assistant  director  of  nursing  service 
at  both  St.  Joseph  Infirmary  and  Methodist  Evan- 
gelical Hospital.  Miss  Walters  is  a graduate  of  the 
Good  Samaritan  Hospital  Nursing  School  at  Lex- 
ington. 

Surgeons  Awarded  Grant 

The  American  College  of  Surgeons  has  been 
awarded  a three  year  grant  of  $275,000  by  the  John 
A.  Hartford  Foundation,  Inc.  of  New  York,  for 
support  of  the  Field  Program  in  Trauma — to  im- 
prove care  of  the  injured  patient.  The  Board  of 
Regents  accepted  the  grant,  the  third  of  its  kind, 
to  carry  out  various  projects  in  educating  the  pub- 
lic on  comprehensive  emergency  care. 

Medical  Hazards  of  Blood  Transfusions 

(Continued  from  Page  867) 
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Members  of  the  KMA  Headquarters  staff  are  shown 
above  assembling  and  stuffing  the  approximately  300 
mimeographed  pages  that  comprise  1966  Packet  of  Reports 
to  KMA  officers  and  delegates  for  the  1966  Meeting. 


Governor  Praises  Dr.  Norfleet 

Carl  Norfleet,  M.D.,  Somerset,  received  a letter 
from  Governor  Edward  T.  Breathitt  praising  the 
doctor’s  assistance  in  the  founding  of  the  state’s  TB 
hospitals,  and  stating  that  often  the  efforts  of  such 
men  as  Doctor  Norfleet  are  quickly  forgotten.  Doc- 
tor Norfleet  is  a member  of  the  Rural  Kentucky 
Scholarship  Board  of  Trustees  and  is  a former  mem- 
ber of  the  Council  (now  Board  of  Trustees)  of 
KMA. 


KMA  Council  and 
Committee  Reports 

Council  on  Legislative  Activities 

John  C.  Quertermous,  M.D.,  Murray, 
Chairman,  National  Affairs 
J.  Campbell  Cantrill,  M.D.,  Georgetown, 
Chairman,  State  Affairs 

KMA  Headquarters  Office  Thursday,  July  21,  1966 

The  KMA  Council  on  Legislative  Activities  re- 
cently held  its  seventh  meeting  of  this  associational 
year. 

The  purpose  of  this  meeting  was  to  formulate 
and  approve  the  Council’s  final  report  to  the  1966 
session  of  the  House  of  Delegates  and  take  action  on 
the  report  of  the  Committee  on  Cults,  which  serves 
under  this  Council. 

In  addition,  a number  of  national  legislative  matters 
were  discussed  and  recommendations  concerning  di- 
rect billing  and  other  medical  legislation  were  sub- 
mitted to  the  Board  of  Trustees. 
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ANNOUNCING 


a potent  combination  in 


ERYTHROMYCIN  ETHYL  SUCCINATE-TRISUEFAPYRIMIDINES 


■m 


When  combination  antibiotic 
therapy  is  indicated... 


CONSIDER:  an  exceptionally  high 
cure  rate  in  susceptible  infections 


The  rationale : When  combined,  Erythrocin  and 
the  trisulfapyrimidines  (triple  sulfas)  are  indicated 
in  infections  that  are  more  susceptible  to  the 
combination  than  to  either  agent  alone.  Such 
conditions  are  usually  found  in  urinary,  lower 
respiratory  tract  and  chronic  ear  conditions. 

The  results:  Clinical  studies  involving  142 
young  patients  showed  an  overall  cure  rate  of 


96.5%.  Side  effects  were  experienced  by  only  four 
of  the  patients. 

The  acceptance:  The  majority  of  the  142 
patients  studied  expressed  a definite  liking  for 
the  products.  There  were  only  two  refusals.  An 
independent  taste-test  with  50  healthy  children 
further  substantiated  the  excellent  acceptability 
of  the  orange-flavored  forms. 


ERYTHROCIN-SULFAS 

ERYTHROMYCIN  ETHYL  SUCCINATE-TRISULF/IPYRIMIDINES  ( i a 

\Jr 


In  Chewable  Tablets 
In  Granules  for  Oral  Suspension 


ERYTHROCIN’-SULFAS 

Brief  Summary 

Indications:  Use  Erythrocin-Sulfas  in  in- 
fections more  susceptible  to  the  combination 
than  to  either  agent  alone.  These  are  usually 
found  in  urinary,  lower  respiratory  tract, 
and  chronic  ear  infections. 

Contraindications:  Known  sensitivity  to 
erythromycin  or  sulfonamides.  Because  of 
the  possibility  of  kernicterus  with  sulfona- 
mides, do  not  use  in  pregnancy  at  term, 
premature  or  new  born  infants. 

Warnings:  As  with  other  forms  of  sulfona- 
mide therapy,  carefully  evaluate  patients 
with  liver  or  kidney  damage,  urinary  ob- 
struction, or  blood  dyscrasia.  Deaths  have 
been  reported  from  hypersensitivity  re- 
actions and  blood  dyscrasias  following  use  of 
sulfonamides.  Perform  blood  counts  and 
liver  and  kidney  function  tests  if  used  re- 
peatedly at  close  intervals  or  for  long  periods. 

Precautions : Use  sulfonamides  with  cau- 
tion in  patients  with  a history  of  allergy. 
Assure  adequate  fluid  intake  to  prevent  crys- 
talluria  and  institute  alkali  therapy  if  in- 
dicated. 

Adverse  Reactions:  Sulfonamide  therapy 
may  be  associated  with  headache,  nausea, 
vomiting,  urticaria,  diarrhea,  hepatitis,  pan- 
creatitis, blood  dyscrasias,  neuropathy,  drug 
fever,  skin  rash,  injection  of  the  conjunctiva 
and  sclera,  petechiae,  purpura,  hematuria 
and  crystalluria. 

Side  effects  due  to  erythromycin  are  in- 
frequent, but  occasional  abdominal  discom- 
fort, nausea,  or  vomiting,  urticaria  and  other 
skin  rashes  may  occur. 

If  a reaction  or  overgrowth  of  nonsuscep- 
tible  organisms  occurs,  withdraw  the  drug. 

Supplied : The  Granules  for  Oral  Suspension 
come  in  bottles  of  60  ml.  and  150  ml.  The 
Chewable  tablets  are  in  bottles  of  50.  Each 
5-ml.  teaspoonful  of  reconstituted  Granules 
or  each  Chewable  tablet  provides  erythro- 
mycin ethyl  succinate  equivalent  to  125  mg. 
of  erythromycin  activity  and  167 
mg.  each  of  sulfadiazine,  sulfa-  I 

merazine  and  sulfamethazine.  603303 


NEWS  ITEMS 


Abraham  M.  Cordon,  M.D.,  Louisville,  has  just 
returned  from  a trip  to  West  Berlin,  Germany,  where 
he  addressed  the  Twentieth  International  Congress  on 
the  Study  of  the  History  of  Medicine.  The  topic  of 
his  speech  was  Abraham  Lincoln. 

Patrick  P.  Caila,  M.D.,  has  started  to  practice 
in  association  with  Robert  R.  O’Conner,  Louisville, 
Specializing  in  psychiatry.  Doctor  Galla  graduated 
from  Georgetown  University  in  1954.  He  interned 
at  the  Ohio  Valley  General  Hospital,  Wheeling, 
West  Virginia,  and  did  his  residency  at  the  Uni- 
versity of  Louisville. 

Charles  Howard,  M.D.,  general  practitioner,  is  now 
practicing  in  association  with  the  Fuller-Morgan 
Hospital  and  Clinic,  Mayfield.  Doctor  Howard 
graduated  from  the  St.  Louis  University  Medical 
School  in  1965,  and  did  his  internship  at  the  St. 
Louis  County  Hospital. 

Russel  L.  Hall,  M.D.,  health  officer  for  Floyd 
County  during  the  past  five  years,  began  a year's 
sabbatical  on  September  7.  Doctor  Hall  will  spend 
the  year  studying  at  the  University  of  North  Caro- 
lina. 

Surjeet  Singh  Dhanjal,  M.D.,  has  been  named  di- 
rector of  pediatric  education  and  training  at  St. 
Joseph's  Infirmary,  Louisville.  Doctor  Singh  received 
his  degree  in  medicine  at  the  University  of  Madras 
in  India.  For  the  past  three  years,  he  has  been 
chief  resident  in  pediatrics  at  Children’s  Hospital, 
Louisville.  Doctor  Singh  is  certified  by  the  American 
Board  of  Pediatrics. 

Omar  C.  Amstutz,  M.D.,  Irvine,  has  retired  from 
active  practice.  Doctor  Amstutz  is  the  president  of 
the  Estill  County  Medical  Society.  He  graduated 
from  the  Ohio  State  University  College  of  Medi- 
cine in  1928.  Doctor  and  Mrs.  Amstutz  plan  to  re- 
main in  Irvine. 

Verne  V.  Eskridge,  M.D.,  formerly  a general  prac- 
titioner in  Ownesboro,  returned  in  July  to  open 
an  office  for  the  practice  of  psychiatry.  A 1951 
graduate  of  the  University  of  Louisville  School  of 
Medicine,  Doctor  Eskridge  re-enrolled  in  1963  as 
resident  psychiatrist.  During  the  years  1955-66,  he 
was  a fulltime  faculty  member  of  the  Medical 
School’s  psychiatry  department.  Doctor  Eskridge  also 
serves  as  special  consultant  to  the  commissioner  of 
the  Kentucky  Department  of  Mental  Health. 

Murray  A.  Diamond,  M.D.,  who  served  as  the 
head  of  U.S.  Public  Health  Hospital  in  Lexington 
until  1962  has  retired.  Doctor  Diamond  also  served 
as  associate  professor  of  clinical  psychiatry  at  the 
University  of  Kentucky. 
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Why  is  one  manls  ^stric  ulcer 
another  manls  duodenal? 


Geographic  variation  in  the  incidence  of  peptic 
ulcer  is  a familiar  fact.  But  the  proclivity  of  certain 
kinds  of  ulcer  for  certain  geographic  areas  is  a 
recently  recognized  phenomenon.^-^ 

For  example,  in  one  particular  Norwegian  fishing 
village  there  is  a tendency  for  patients  to  develop 
a gastric  ulcer;  anywhere  else  in  Norway,  ulcers  are 
usually  duodenal.  Peruvians  high  in  the  Andes 
have  more  gastric  ulcers  than  their  compatriots  in 
the  lowlands.  Why?  Nobody  knows. 

Social  variations,  too.  Even  in  the  same 
geographic  areas  there  are  interesting  variations.  An  Englishman’s  ulcer  depends 
on  his  social  standing — professional  men  suffer  with  duodenal  ulcers,  while 
workingmen  have  more  of  the  gastric  variety.  In  southern  India  the  pattern  is 
reversed.  Here,  duodenal  ulcers  are  common  among  laborers  and  agricultural 
workers  and  rare  among  the  upper  classes. 

Investigators  are  exploring  every  possible  theoretical  avenue  in  their  search 
for  the  cause  of  peptic  ulcer.  Of  all  the  factors  implicated  in  ulcerogenesis, 
the  one  that  is  generally  acknowledged  to  be  of  primary  importance  is  hyper- 
secretion of  gastric  acid.^'®  Or,  as  one  author  states  it:  “The  medical  management 
of  peptic  ulcer  pharmacologically  is,  in  the  final  analysis,  concerned  largely 
with  the  effective  inhibition  of  peptic  activity.”® 

Robinul  (glycopyrrolate)  provides  potent,  rapid,  specific  antisecretory  action 
confirmed  by  gastric  analyses  and  x-ray  evidence  of  clinical  effectiveness 
Relieves  pain  with  “impressive”  promptness.®  Quickly  alleviates  acute  discomfort, 
and  effectively  counteracts  gnawing  pain,  preprandial  midepigastric  pain, 
belching  and  other  ulcer  symptoms.'^  Suppression  of  nocturnal  pain  is  “out- 
standing.”^® Maximally  effective  doses  may  be  given  with  minimal  side 
reactions,  and  the  incidence  of  unwanted  anticholinergic  effects  is  negligible.®-^'^^ 


no  matter  what  the  ulcer  theory...  the  fact  is  that 

^binul 

(^ycopyrrolate) 

promotes  the  essential  ulcer-healing  environment 


( brief  summary  follows) 


R10A66 


Ky.  Physicians  in  the  Armed  Forces 


RoMnul 

(^ycopyrrolale) 

promotes  the 
essential  uleer-liealing 
en^TTonmeiit 

Indications:  In  addition  to  its  primary  indica- 
tions for  duodenal  and  gastric  ulcer,  Robinul  (gly- 
copyrrolate)  is  indicated  for  other  GI  conditions 
that  may  benefit  from  anticholinergic  therapy. 
Robinul-PH  Forte  (glycopyrrolate  2 mg.  with 
phenobarbital)  is  indicated  when  these  situations 
are  complicated  by  mild  anxiety  and  tension. 
Contraindications:  Glaucoma,  urinary  bladder 
neck  obstruction,  pyloric  obstruction,  stenosis  with 
significant  gastric  retention,  prostatic  hypertrophy, 
duodenal  obstruction,  cardiospasm  (megaesopha- 
gus), and  achalasia  of  the  esophagus,  and  in  the 
case  of  Robinul-PH  Forte,  sensitivity  to  pheno- 
barbital. 

Precautions:  Administer  with  caution  in  the  pres- 
ence of  incipient  glaucoma. 

Adverse  Reactions:  Dryness  of  the  mouth, 
blurred  vision,  urinary  difficulties,  and  constipa- 
tion are  rarely  troublesome  and  may  generally  be 
controlled  by  reduction  of  dosage.  Other  side  ef- 
fects associated  with  the  use  of  anticholinergic 
drugs  include  tachycardia,  palpitation,  dilatation 
of  the  pupil,  increased  ocular  tension,  weakness, 
nausea,  vomiting,  headache,  dizziness,  drowsiness, 
and  rash. 

Dosage:  Dosage  should  be  adjusted  according  to 
individual  patient  response.  Average  and  maxi- 
mum recommended  dose  is  1 tablet  3 times  a day: 
in  the  a.m.,  early  p.m.,  and  at  bedtime.  See  prod- 
uct  literature  jor  jull  prescribing  information. 
Supply:  Robinul  (glycopyrrolate  1 mg.);  Robinul 
Forte  (glycopyrrolate  2 mg.);  Robinul-PH  (glyco- 
pyrrolate 1 mg.)  with  phenobarbital  16.2  mg. 
(Warning:  May  be  habit-forming);  Robinul-PH 
Forte  (glycopyrrolate  2 mg.)  with  phenobarbital 
16.2  mg.  (Warning:  May  be  habit-forming.)  In 
bottles  of  100  and  500  scored  tablets. 

References:  1.  Jones,  F.  A.,  and  Gummer,  J.  W.  P. : 
Clinical  gastroenterology,  Springfield,  111.,  Charles  C 
Thomas,  1960,  pp.  322-3.  2,  Bockus,  H.  L.:  Gastroenter- 
ology, 2nd  ed.,  vol.  I,  Philadelphia,  Saunders,  1963,  p. 
468.  3.  Sun,  D.  C.  H.:  Ann  NY  Acad  Sci  99:153  (Feb. 
28)  1962.  4.  Moore,  V.  A.:  Postgrad  Med  38:216  (Sept.) 
1965.  5.  Dragstedt,  L.  R.,  Woodward,  E.  R.,  Storer, 
E.  H.,  Oberhelman,  H.  A.,  Jr.,  and  Smith,  C.  A.:  Ann 
Surg  132:626  (Oct.)  1950.  6.  Posey,  E.  L.,  Jr.,  Smith,  P., 
Turner,  C.,  and  Aldridge,  J.;  Amer  J Dig  Dis  10:399 
(May)  1965.  7.  Lamphier,  T.  A.,  Siegel,  L.,  and  Goldberg, 
R.  I.:  Amer  J Gastroent  37:551  (May)  1962.  8,  Kasich, 
A.  M.,  and  Fein,  H.  D.:  Ibid  39:61  (Jan.)  1963.  9.  Ep- 
stein, J.  H.;  Ibid  37:295  (Mar.)  1962.  10.  Moeller, 
H.  C.:  Ann  NY  Acad  Sci  99:158  (Feb.  28)  1962. 

11.  Slanger,  A.:  J New  Drugs  2:215  (Jul.-Aug.)  1962. 

12.  Barman,  M.  L.,  and  Larson,  R.  K.:  Amer  J Med 
Sci  246:325  (Sept.)  1963.  13.  Shutkin,  M.  W.:  Amer  J 
Gastroent  38:682  (Dec.)  1962.  14.  Fleshier,  B. : J New 
Drugs  2:211  (Jul.-Aug.)  1962.  A.  H.  ROBINS  CO.,  INC, 

Richmond,  Virgiaia 


Forrest  Wayne  Calico,  M.D.,  Lexington  recently 
left  for  Washington,  D.C.  to  report  for  service  at 
Andrews  Air  Force  Base  where  he  has  received  a 
captain’s  commission.  Doctor  Calico  is  a 1966  gradu- 
ate of  the  University  of  Kentucky  School  of  Medi- 
cine. 

Ted  J.  Sanders,  M.D.,  Flatwoods,  reported  to  the 
Key  West,  Fla.  Naval  Base,  where  he  will  have  a 
six  week’s  indoctrination  period  before  assigned  to 
duty.  Doctor  Sanders,  a 1962  graduate  of  the  Uni- 
versity of  Louisville  School  of  Medicine,  was  classi- 
fied as  Lieutenant  commander. 

David  L.  Lawrence,  M.D.,  Jamestown,  reported 
to  Camp  Lejeune,  N.  C.,  on  September  1.  He  will  be 
stationed  at  the  naval  hospital  there  and  will  have 
the  rank  of  lieutenant.  After  serving  two  years. 
Doctor  Lawrence  plans  for  return  to  Jamestown. 

Ray  A,  Cave,  M.D.,  Leitchfield,  reported  August 
1,  at  Fort  Sam  Houston,  Texas  for  service  in  the 
U.S.  Army.  Doctor  Cave,  a 1960  graduate  of  the 
University  of  Louisville  School  of  Medicine,  has  been 
a general  practitioner  in  Leitchfield  for  the  past 
five  years. 


COUNTY  SOCIETY  REPORTS 


Mason 

President,  John  T.  Teegan,  M.D.;  secretary-treasur- 
er, Claude  E.  Cummins,  Jr.,  M.D.;  delegate,  Harold 
N.  Parker,  M.D.;  alternate  Robert  M.  Blake,  M.D. 
All  are  from  Maysville. 

Union 

President,  George  Welker,  Jr.,  M.D.;  vice-president, 
J.  P.  Welborn,  Jr.,  M.D.;  secretary-treasurer,  B.  E. 
Elliott,  Jr.,  M.D.,  all  of  Morganfield.  Delegate,  Jerry 
B.  McKenny,  M.D.;  alternate.  Wallas  N.  Bell,  M.D., 
both  of  Sturgis. 

Three  Kentucky  physicians,  Walter  S.  Coe,  M.D., 
editor  of  the  Journal  of  the  Kentucky  Medical  As- 
sociation, John  S.  Llewellyn,  M.D.,  and  George  W. 
Pedigo,  Jr.,  M.D.,  all  of  Louisville,  are  scheduled  to 
participate  as  delegates  to  the  Annual  Assembly  of 
the  American  Heart  Association  when  it  meets  in 
New  York  on  October  23-25. 

Donald  L.  Hartman,  M.D.,  has  become  associated 
with  Trover  Clinic,  Madisonville,  limiting  his  prac- 
tice to  dermatology.  Doctor  Hartman  graduated  from 
Temple  University  in  1961.  He  did  his  internship 
at  the  University  of  Tennessee  Memorial  Hospital, 
and  his  residency  at  Geisinger  Medical  Center. 
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what 

time 


For  the  past 
two  years 
there’s  been 
one  new  case 
of  active  tuberculosis 
reported  for  every 
four  thousand 
of  U.S.  population. 


WsUme 
to  tine. 


Tuberculin, 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


is  it? 


Uucky  Medical  Association  • October  1966 
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The  comfortable  way  to  get  well... 


When  headache,  fever,  pain, 
malaise  accompany  bacterial  URI 

Tetrex-APC 

WITH  BRISTAMIN® 

(tetracycline  phosphote  complex  with  anolgesics  and  ontihistomine] 


With  a single  prescription, you 
con  odd  all  the  known  benefits 
of  Tetrex  (tetracycline  phos- 
phate complex)  to  the  tradi- 
tional relief  provided  by  APC. 
At  the  some  time  Bristomin 
I phenyltoloxomine  citrate), 
provides  relief  of  allergic 
symptoms — watery  eyes,  rhi- 
norrhea  and  congestion. 


BRISTOL  THERAPEUTIC  SUMMARY.  For  complete 
information,  consult  Official  Package  Circular. 
Indications;  Upper  respirotory  infections  due  to 
sensitive  bocterio  where  concomitant  sympto- 
matic relief  of  fever,  maloise  ond  congestion  is 
desired.  Confroindicat/on.-  A post  history  of  hy- 
persensitivity to  one  or  more  components.  Worn- 
ings.-  Photodynamic  reactions  have  been  produced 
by  fetrocyclines.  Natural  and  ortificial  sunlight 
should  be  ovoided  during  therapy.  Stop  treot- 
menf  if  discomfort  occurs.  With  renal  impairment, 
systemic  accumulation  and  hepatotoxicity  may 
occur.  In  this  situotion,  lower  doses  should  be 
used.  Tooth  stoining  and  enamel  hypoplasia  may 
be  induced  during  tooth  development  (last  tri- 
mester of  pregnancy,  neonofal  period  and  child- 
hood). Precout/ons;  Antihistamines  may  couse 


drowsiness  and  patients  should  not  perform  tasks 
requiring  mental  alertness  while  taking  this  ogent. 
Bocterial  or  mycotic  superinfectlon  may  occur. 
Infonts  may  develop  increosed  introcronial  pres- 
sure with  bulging  fontanels.  In  gonorrheal  ther- 
opy,  serologic  tests  for  syphilis  should  be 
performed  Initially  and  monthly  for  three  months. 
Adverse  Reactions;  Glossitis,  stomolitis,  nouseo, 
diorrhea.  flatulence,  proctitis,  vaginitis,  derma- 
titis and  ollergic  reoctions  may  occur.  C/suaf 
Adult  Dose.-  Two  capsules  q.i.d.  Continue  ther- 
apy for  ot  leost  10  days  in  beta-hemolytic  strep- 
tococcol  infections.  Administer  one  hour  before 
or  two  hours  ofter  meols. 

BRISTOL  LABORATORIES 
Division  of  Bristbl-Myers  Co. 
Syrocuse,  New  York 


BRISTOL 
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3ln  illemoriam 


W.  S.  FLOWERS,  M.D. 
Columbia 
1883-1966 


NEIL  E.  TAYLOR,  M.D. 

Newport 

1892-1966 

Neil  E.  Taylor,  M.D.,  a retired  Newport  general 
practitioner,  died  on  August  22  at  Fort  Thomas 
Veteran’s  Administration  Hospital  where  he  had 
been  a patient  for  four  years.  A 1914  graduate  of 
the  Eclectic  Medical  College,  Doctor  Taylor  was  a 
member  of  the  KMA  and  the  Campbell-Kenton 
County  Medical  Society.  He  was  a veteran  of 
World  War  I. 


KENNETH  W.  BRUMBACK,  M.D. 

Cynthiana,  Ky. 

1900-1966 

Kenneth  W.  Brumback,  M.D.,  a general  practition- 
er and  otolaryngologist  in  Cynthiana  for  36  years, 
died  Tuesday,  August  30,  in  Harrison  Memorial 
Hospital  after  a six-week  illness.  A native 
of  Covington,  he  graduated  from  the  University  of 
Cincinnati  College  of  Medicine  in  1928.  During 
World  War  II,  he  served  as  a major  in  the  medical 
corps.  He  was  a member  of  the  Masons  and  past 
exalted  ruler  of  the  Cynthiana  Elks  Lodge. 


W.  J.  Flowers,  M.D.  82,  retired  general  practitioner 
died  August  3 in  Columbia  after  an  illness  of  several 
years.  Doctor  Flowers  graduated  in  1910  from  the 
University  of  Louisville  Medical  School.  He  was 
past  president  of  the  Adair  County  Health  Board 
and  Medical  Society.  He  was  a member  of  the 
American  and  Kentucky  Medical  Associations.  He 
had  practiced  in  Adair  and  adjoining  counties  for  27 
years.  He  retired  9 years  ago. 


FOR  SALE 

V4  Interest,  Modern  Medical  Clinic,  good  loco, 
tion,  new  building.  Seller  moving  to  Florida. 
Contact:  WILLIAM  W.  DYE,  M.D. 

BOURBON  MEDICAL  CENTER 
PARIS,  KENTUCKY  40361 


WHERE 


HAPPINESS  IS 

SKILLEULLY  ADMINISTERED 


In  Addition  To  Suitable  Medical  and 
Nursing  Care  for  Chronic, 
Convalescent  and  Geriatric  Patients 


NEW  CASTLE  SANITARIUM 

TELEPHONE  3621 
NEW  CASTLE,  KY. 


MEMBER 

National  Geriatrics  Society 
American  Hospital  Association 
American  Nursing  Home  Association 
Licensed  and  Approved  by  State  of  Ky. 


Active  medical  staff  of  six  physicians.  Physicians  available  at  all  hours.  24  hour  efficient  and 
cheerful  nursing  care  WITH  SPECIAL  EMPHASIS  ON  MAKING  EACH  PATIENT  FEEL  LOVED, 
WANTED  AND  IMPORTANT. 

Special  diets  prepared  and  tray  service  to  all  rooms  at  no  extra  charge. 

Diversional  activities,  physio-therapy  treatments,  rehabilitation  program  and  emergency  facilities 
available. 

Adequate  shade  trees,  ramps,  also  dav  room  with  abundance  of  flowers,  television. 

PRIVATE,  SEMI-PRIVATE  AND  WARD  ACCOMMODATIONS  AVAILABLE.  Private  and  semi- 
private rooms  with  intercommunication,  beautifully  decorated  and  furnished,  beds  equipped  with  Tren- 
delenburg springs  and  innerspring  mattresses. 

Insulated  brick  and  block  structure,  heated  in  winter  by  “Selectemp”  Modulated  Steam  Heat  with 
filtered  air  for  maximum  comfort  and  safety  ( each  room  having  thermostatic  even-heat  control  with  its 
own  circulating  air  unit). 

Protected  throughout  with  automatic  fire  detection  and  alarm  system. 

Cares  for  men  or  women,  nursing  or  boarding  care  cases,  bedridden  or  ambulatory'.  Admits  .some 
mildly  senile,  nervous  and  neurotic  patients  but  accepts  no  alcoholics  or  drug  addiction  cases. 


REASONABLE  RATES 

IRA  O.  WALLACE,  Administrator  MARGARET  KELLY,  R.  N.,  Director  of  Nurses 
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To  help  dispel  the  symptoms 
of  mild  depressive  states 


CONSIDER 


DEXAMYr 


FIRST 


brand  of  dextroamphetamine  sulfate  and  amobarbital 


Often  within  the  hour,  ‘Dexamyl’  works 
to  help  dispel  such  symptomsas  apathy, 
pessimism,  loss  of  interest  and  initia- 
tive, and  lack  of  ability  to  concentrate. 


Formulas:  Each  'Dexamyl'  Spansule®  capsule  (brand  of  sustained  release  capsule)  No.  1 
contains  10  mg.  of  Dexedrine®  (brand  of  dextroamphetamine  sulfate)  and  1 gr.  of  amobarbital, 
derivative  of  barbituric  acid  [Warning,  may  be  habit  forming].  Each  'Dexamyl'  Spansule  capsule 
No.  2 contains  15  mg.  of  Dexedrine  (brand  of  dextroamphetamine  sulfate)  and  IV^  gr.  of 
amobarbital  [Warning,  may  be  habit  forming]. 

The  following  is  a brief  precautionary  statement.  Before  prescribing,  the  physician  should  be 
familiar  with  the  complete  prescribing  information  in  SK&F  literature  or  PDFI. 

Precautions:  Use  with  caution  in  patients  hypersensitive  to  sympathomimetics  or  barbiturates 
and  in  coronary  or  cardiovascular  disease  or  severe  hypertension.  Do  not  use  in  patients 
taking  MAO  inhibitors.  Excessive  use  of  the  amphetamines  by  unstable  individuals  may 
result  in  a psychological  dependence;  in  these  instances,  withdraw  the  medication.  Use 
cautiously  in  pregnant  patients,  especially  in  the  first  trimester.  Side  effects:  Insomnia,  excita- 
bility and  increased  motor  activity  are  infrequent  and  ordinarily  mild. 

SMITH  KLINE  & FRENCH  LABORATORIES 
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“In  40  of  44  cases  of  irritable  or  spastic 
colon,  Cantil  [mepenzolate  bromide]  or 
Cantil  with  Phenobarbital  reduced  or 
abolished  abdominal  pain,  diarrhea  and 
distention  and  promoted  restoration  of 
normal  bowel  function  . . . Cantil 
[mepenzolate  bromide]  proved  to  be 
singularly  free  of  anticholinergic 
side-effects  . . . Urinary  retention, 
noted  in  two  cases  was  eliminated  in 
one  by  reducing  dosage."' 


CANTIL® 

(mepenzolate  bromide) 

helps  restore  normal  motility  and  tone 


IN  BRIEF: 


One  or  two  tablets  three  times  a day  and 
one  or  two  at  bedtime  usually  provide 
prompt  relief.  Cantil  with  Phenobarbital 
may  be  prescribed  if  sedation  is  required. 

Dryness  of  the  mouth  or  blurring  of  vision 
may  occur  but  it  is  usually  mild  and 
transitory.  Urinary  retention  is  rare. 
Caution  should  be  observed  in  prostatic 
hypertrophy— withhold  in  glaucoma.  Cantil 
with  Phenobarbital  is  contraindicated  in 
patients  sensitive  to  phenobarbital. 

Supplied:  CANTIL  (mepenzolate  bromide) 
—25  mg.  per  scored  tablet.  Bottles  of  100 
and  250.  CANTIL  with  PHENOBARBITAL 
—containing  in  each  scored  tablet  16  mg. 
phenobarbital  (warning:  may  be  habit 
forming)  and  25  mg.  mepenzolate  bromide. 
Bottles  of  100  and  250. 

1.  Riese.  J.A.:  Amer.  J.  Gastroent.  28:541  (Nov.)  1957 
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DACTILASE® 

Each  tablet  contains: 

Dactil®  (piperidolate  hydrochloride),  50  mg.; 
Standardized  cellulolytic*  enzyme,  2 mg.; 
Standardized  amylolytic  enzyme,  15  mg.; 
Standardized  proteolytic  enzyme,  10  mg.; 
Pancreatin  3X**  (source  of  lipolytic  activity), 

100  mg.;  Taurocholic  acid,  15  mg. 

•Need  in  human  nutrition  not  established. 

••As  acid  resistant  granules  equivalent  in  activity  to  300  mg.  Pancreatin  N.F. 


In  chronic  or  acute  indigestion,  fluttery, 
gassy  stomachs  obtain  prompt,  gratifying 
relief  through  the  antispasmodic,  surface 
anesthetic  and  enzymatic  activity  of 
Dactilase.  Dactilase  decreases  hypermotility 
and  pain  and  reduces  the  production  of 
gas.  Dactilase  does  not  induce  stasis,  but 
helps  restore  normal  tone.  It  has  little  or  no 
effect  on  enzyme  secretions,  but  adds 
enzymes,  thus  contributing  to  the  digestive 
efficiency  of  the  patient. 

Side  Effects  and  Contraindications: 

Dactilase  is  almost  entirely  free  of  side 
effects.  However,  it  should  be  withheld 
in  glaucoma  and  in  jaundice  due  to 
complete  biliary  obstruction. 

Administration  and  Dosage:  One  tablet 
with,  or  immediately  following,  each  meal. 
Tablets  should  be  swallowed  whole. 

Supplied:  Bottles  of  60  and  250. 
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For  cold  hands  and  feet,  nothing 
beats  hot  stoves— but  they  are 
awkward  to  carry  around.  Now 
Gerilid,  in  good-tasting  take-along 
chewable  tablets  can  provide 
rapid  vasodilation  of  peripheral 
circulation,  bringing  real  warmth 
to  the  extremities  and  decreasing 
sensitivity  to  sudden  temperature 
change.  Patients  like  Gerilid  and 
know  they  are  getting  relief. 


GERILID 


Each  chewable  tablet  contains: 
nicotinic  acid  (niacin)  75  mg.  and 
aminoacetic  acid  (glycine)  750  mg. 

Administration  and  Dosage:  One  or  two 
chewable  tablets  3 times  a day  before 
meals.  If  flushing  is  objectionable,  dosage 
may  be  lowered.  However,  tolerance  to 
flushing  usually  develops  without  loss  of 
efficacy  in  regard  to  vasodilation.  The 
recommended  dosage  should  not 
be  exceeded. 

Side  effects:  Occasional  lightheadedness 
or  transient  itching  which  may  disappear 
with  continued  use.  There  are  no  known 
contraindications;  however,  caution  is 
advised  when  there  is  a concomitant 
administration  of  a coronary  vasodilator. 

Supplied : Packages  of  50  chewable  tablets. 

Also  available  in  liquid  form  as 
Geriliquid®,  in  bottles  of  8 and  16  ounces. 

LAKESIDE  LABORATORIES,  INC.,  Milwaukee, Wisconsin  53201 
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In  fact,  there's  as  much  iron. ..250  mg. 

...in  a 5 cc.  ampul  of  Imferon  (iron  dextran 
injection)  as  in  a pint  of  whole  blood. 

When  iron  deficient  patients  are  intolerant 
of  oral  iron. ..or  orally  administered  iron 
proves  ineffective  or  impractical... or  if 
the  patient  cannot  be  relied  upon  to  take  oral 
iron  as  prescribed,  Imferon  (iron  dextran 
injection)  dependably  increases  hemoglobin 
and  rapidly  replenishes  iron  reserves. 


WHAT’S  THE 

COMMON 

DENOMINATOR? 


. . IRON 


IMFERON® 

(iron  dextran  injection) 

IN  BRIEF:  ACTION  AND  USES:  A single  dose  of  Imferon 
(iron  dextran  injection)  will  measurably  begin  to  raise  hemo- 
globin and  a complete  course  of  therapy  will  effectively  rebuild 
iron  reserves.  The  drug  is  indicated  only  for  specifically- 
diagnosed  cases  of  iron  deficiency  anemia  and  then  only  when 
oral  administration  of  iron  is  ineffective  or  impractical.  Such 
iron  deficiency  may  include:  patients  in  the  last  trimester  of 
pregnancy;  patients  with  gastrointestinal  disease  or  those  re- 
covering from  gastrointestinal  surgery;  patients  with  chronic 
bleeding  with  continual  and  extensive  iron  losses  not  rapidly 
replenishable  with  oral  iron;  patients  intolerant  of  blood  trans- 
fusion as  a source  of  iron;  infants  with  hypochromic  anemia; 
patients  who  cannot  be  relied  upon  to  take  oral  iron. 
COMPOSITION;  Imferon  (iron  dextran  injection)  is  a well- 
tolerated  solution  of  iron  dextran  complex  providing  an  equiva- 
lent of  50  mg.  in  each  cc.  The  solution  contains  0.9%  sodium 
chloride  and  has  a pH  of  5.2-6.0.  The  10  cc.  vial  contains  0.5% 
phenol  as  a preservative. 

ADMINISTRATION  AND  DOSAGE:  Dosage,  based  upon 
body  weight  and  Gm.  Hb/100  cc.  of  blood,  ranges  from  0.5  cc. 
in  infants  to  5.0  cc.  in  adults,  daily,  every  other  day,  or  weekly. 
Initial  test  doses  are  advisable.  The  total  iron  requirement  for 
the  individual  patient  is  readily  obtainable  from  the  dosage 
chart  in  the  package  insert.  Deep  intramuscular  injection  in 
the  upper  outer  quadrant  of  the  buttock,  using  a Z-track 
technique,  (with  displacement  of  the  skin  laterally  prior  to 
injection),  insures  absorption  and  will  help  avoid  staining  of 
the  skin.  A 2-inch  needle  is  recommended  for  the  adult  of 
average  size. 

SIDE  EFFECTS;  Local  and  systemic  side  effects  are  few. 
Staining  of  the  skin  may  occur.  Excessive  dosage,  beyond  the 
calculated  need,  may  cause  hemosiderosis.  Although  allergic 
or  anaphylatoid  reactions  are  not  common,  occasional  severe 
reactions  have  been  observed,  including  three  fatal  reactions 
which  may  have  been  due  to  Imferon  (iron  dextran  injection). 
Urticaria,  arthralgia,  lymphadenopathy,  nausea,  headache  and 
fever  have  occasionally  been  reported. 

PRECAUTIONS;  If  sensitivity  to  test  doses  is  manifested,  the 
drug  should  not  be  given.  Imferon  (iron  dextran  injection)  must 
be  administered  by  deep  intramuscular  injection  only.  Inject 
only  in  the  upper  outer  quadrant  of  the  buttock,  not  in  the  arm 
or  other  exposed  area. 

CONTRAINDICATIONS;  Imferon  (iron  dextran  injection)  is 
contraindicated  in  patients  sensitive  to  iron  dextran  complex. 
Since  its  use  is  intended  for  the  treatment  of  iron  deficiency 
anemia  only  it  is  contraindicated  in  other  anemias. 
CARCINOGENICITY  POTENTIAL:  Using  relatively  massive 
doses.  Imferon  (iron  dextran  injection)  has  been  shown  to 
produce  sarcoma  in  rats,  mice  and  rabbits  and  possibly  in 
hamsters,  but  not  in  guinea  pigs.  The  risk  of  carcinogenesis, 
if  any  in  man.  following  recommended  therapy  with  Imferon 
(iron  dextran  injection)  appears  to  be  extremely  small. 
SUPPLIED:  2 cc.  ampuls,  boxes  of  10;  5 cc.  ampuls,  boxes 
of  4;  10  cc.  multiple  dose  vials. 
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METAHYDRIN  (trichlormethiazide) 
is  prescribed  by  physicians  because  it 
not  only  approximates  the  diuretic 
efficacy  of  parenteral  meralluride 
injection  . . . but,  it  is  the  least  expensive 
of  all  “brand-name"  thiazides.  Therefore, 
when  you  prescribe  METAHYDRIN 
(trichlormethiazide)  your  patients  receive 
the  thiazide  diuretic  that  removes  a little 
more  salt  and  water  than  earlier 
thiazides,  with  relatively  less  loss  of 
potassium  . . . and,  it's  therapy  they  can 
more  easily  afford  . . . only  pennies  a day. 


SAVES 

LIVES 

SAVES 

MONEY 

WASTES 

WATER 


n/IETAHYDRII\l‘ 

(trichlormethiazide) 

oral  diuretic 

Dosage:  One  2 or  4 mg.  tablet 
once  or  twice  daily. 

Precautions;  As  with  all  effective 
diuretics,  vigorous  therapy  may  produce 
electrolyte  depletion.  Patients  with 
severely  reduced  renal  function  should 
be  observed  carefully  since  thiazides 
may  be  contraindicated.  Care  should 
be  taken  with  patients  predisposed  to 
diabetes  or  gout.  Patients  with  a 
tendency  to  potassium  deficiency,  as  in 
hepatic  cirrhosis  or  diarrheal  syndromes, 
or  those  under  therapy  with  digitalis, 

ACTH,  or  certain  adrenal  steroids,  also 
should  be  watched  carefully. 

Side  Effects:  Nausea,  flushing, 
constipation,  skin  rash,  muscle  cramps 
and  gastric  discomfort  have  occasionally 
been  noted;  rarely  thrombocytopenia 
and  bone  marrow  depression, 
photosensitivity,  cholestatic  jaundice, 
pancreatitis,  perimacular  edema,  gout 
and  diabetes  have  been  caused  by 
the  administration  of  thiazides. 
Contraindications:  Complete  renal 
shutdown;  rising  azotemia  or 
development  of  hyperkalemia  or 
acidosis  in  severe  renal  disease; 
demonstrated  hypersensitivity. 

How  Supplied:  Bottles  of  100  and 
1000  tablets. 
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BRING  IT  DOWN 
AND 

KEEP  IT  DOWN 


Metatensin  lowers  blood  pressure  and 
keeps  it  low— effectively  and 
economically.  It  combines  reserpine 
with  trichlormethiazide  which  affords 
more  potent  saluresis  with  less  loss  of 
potassium  than  from  earlier  thiazides. 
Reserpine  contributes  antihypertensive 
effect  by  relieving  anxiety  and  tension. 
Metatensin  is  well-tolerated  over  long 
periods;  with  its  effectiveness  and 
economy  it  assures  antihypertensive 
therapy  you  and  your  patients 
can  stay  with. 

METATENSIN’ 

Each  scored  tablet  contains: 

METAHYDRIN®  (trichlormethiazide) 

2 mg.  or  4 mg.  and 
Reserpine  0.1  mg. 

Usual  adult  dose:  One  tablet  twice 
daily.  Precautions  and  side  effects: 

Patients  with  hepatic  cirrhosis  or 
diarrheal  syndromes,  or  under  therapy 
with  digitalis,  ACTH,  or  potassium-losing 
steroids,  should  be  observed  for  signs 
of  hypokalemia.  With  thiazides, 
electrolyte  depletion,  diabetes,  gout, 
granulopenia,  nausea,  pancreatitis, 
cholestatic  jaundice,  flushing,  mild 
muscle  cramps,  constipation, 
photosensitivity,  acute  myopia, 
perimacular  edema,  paresthesias, 
neonatal  bone  marrow  depression  in 
infants  of  mothers  who  received 
thiazides  during  pregnancy,  skin  rash 
or  purpura  with  or  without 
thrombocytopenia,  may  occur.  With 
reserpine,  untoward  effects  may  include 
depression,  peptic  ulcer  and  bronchial 
asthma.  Withdraw  medication  at  least 
7 days  prior  to  electroshock  therapy, 

2 weeks  prior  to  elective  surgery. 

Contraindications:  Complete  renal 
shutdown,  rising  azotemia  or  deveiopment 
of  hyperkalemia  or  acidosis  in  severe 
renal  disease. 

Supplied:  Metatensin  tablets,  2 mg., 

4 mg.— bottles  of  100  and  1000. 
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When  depressed  patients  say: 

"1  can’t  sleep  at  night" 

^ ■ 

“I’m  tired  all  day  long” 

NORPRAMir 


(desipramine  hydrochloride) 


non-sedating  • rapid-acting 
ANTIDEPRESSANT 


helps  restore  normal  patterns  of  sleep  and  activity 


Norpramin  (desipramine  hydrochloride) 
often  reverses  the  signs  and  symptoms 
of  depression  including  sleep  disturb- 
ances feeling  of  sadness,  guilt,  anxiety, 
worthlessness  and  bodily  complaints 
without  physical  basis.  In  2-5  days  most 
patients  become  more  hopeful,  active  and 
less  weighed  down  by  their  problems. 


Norpramin  (desipramine  hydrochloride) 
has  only  slight  sedative  qualities,  never- 
theless sleep  disturbances  and  restless- 
ness are  relieved  as  depression  is  lifted. 
If  anxiety  or  tension  develop  or  persist  a 
tranquilizer  may  be  added  or  dosage 
reduced.  Side  effects  are  usually  mild, 
occurring  in  about  1 of  4 patients. 


Indications:  In  moderate  to  severe  depression — neurotic  or  psychotic.  Dosage:  Optimal  results  are 
obtained  at  a dosage  of  two  25  mg.  tablets  t.i.d.  (150  mg. /day).  Contraindications  and  Precautions:  Glau- 
coma, urethral  or  ureteral  spasm,  recent  myocardial  infarction,  severe  coronary  heart  disease  and  epilepsy. 
Should  not  be  given  within  two  weeks  of  an  MAO  inhibitor.  Safety  in  human  pregnancy  has  not  been 
established.  Adverse  Effects:  Usually  mild,  may  include;  dry  mouth,  constipation,  dizziness,  palpitation, 
delayed  urination,  "bad  taste",  sensory  illusion,  tinnitus,  agitation  and  stimulation,  sweating,  drowsiness, 
headache,  orthostatic  hypotension,  flushing,  nausea,  cramps,  weakness,  blurred  vision  and  mydriasis, 
rash,  allergy,  transient  eosinophilia,  granulopenia,  altered  liver  function,  ataxia  and  extrapyramidal  signs. 
Supplied:  Norpramin  (desipramine  hydrochloride)  tablets  of  25  mg.,  in  bottles  of  50,  500  and  1000. 
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In  colicky  infants  Pediatric  Piptal  with 
Phenobarbital  slows  down  spasm,  diminishes 
pain  and  crying  and  improves  feeding  pat- 
terns. It  permits  sleep  and  rest  for  patient  and 
family.  The  less  than  hypnotic  amount  of 
phenobarbital  in  the  recommended  dose 
affords  a mild,  calming  action  and  enhances 
the  antispasmodic  action  of  Piptal  (pipenzo- 
late  bromide).  The  latter  drug,  as  reported  in 
the  medical  literature,  has  a favorable  ratio  of 
effectiveness  to  side-effects  which  is  unusual 
in  anticholinergics  and  thus  is  particularly 
appropriate  to  pediatric  use. 


PEDIATRIC  PIPTAL® 

WITH 

PHENOBARBITAL 

each  cc.  contains  6 mg.  phenobarbital  (warning:  may 
be  habit  forming);  4 mg.  Piptal®  (pipenzolate  bromide), 
and  20%  alcohol. 


Pleasant-tasting  Pediatric  Piptal  with 
Phenobarbital  is  miscible  in  milk,  formulas 
and  fruit  juices,  and  may  also  be  given  by 
dropper  directly  on  the  infant's  tongue.  Dos- 
age is  0.5  cc.  15  minutes  before  feeding;  in 
severe  cases,  1.0  cc.  four  times  daily.  High 
doses  may  occasionally  cause  constipation 
with  tenesmus  and,  rarely,  flushing  without 
fever.  It  is  contraindicated  in  bowel  obstruc- 
tion or  sensitivity  to  phenobarbital  or  anti- 
cholinergics. Available  in  30  cc.  dropper 
bottles,  droppers  calibrated  to  deliver  0.5  cc. 
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Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.'Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Antibiotic  Ointment  has  consistently  proven  its  effective- 
ness in  thousands  of  cases  of  bacterial  skin  infection.  The  spectra  of  the  three  anti- 
biotics overlap  in  such  a way  as  to  provide  bactericidal  action  against  most  pathogenic 
bacteria  likely  to  be  found  topically.  Diffusion  of  the  antibiotics  from  the  special 
petrolatum  base  is  rapid  since  they  are  insoluble  in  the  petrolatum,  but  readily  soluble 
in  tissue  fluids.  The  Ointment  is  bland  and  rarely  sensitizes. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  non- 
susceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs. 
Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensi- 
tivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML 
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brand 


POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


a new  formulation 
that  relieves  pain 
in  tension  headache 
r and  neuralgia 

k. 

^ 2/3449  MK-3 


Dialog  is  a combination  of  15  mg  allobarbital  and  i 

300  mg  acetaminophen.  Allobarbital,  a proven  bar- 
biturate, provides  desirable  sedation  in  patients 
experiencing  pain  and  discomfort.  Acetaminophen 
is  a nonsalicyiate  analgesic-antipyretic,  well  tolerated 
and  useful  in  a wide  range  of  mildly  painful  and 
febrile  conditions.  ' 

Dialog  is  well  tolerated,  even  by  those  sensitive  to 
aspirin.  It  is  nonirritating  to  the  gastrointestinal  tract 
and,  in  recommended  dosage,  has  no  adverse  effects 
on  the  kidneys. 

• Raises  the  pain  threshold 

• Suppresses  the  pain-producing  mechanism 

• Reduces  emotional  tension 


Dialog" 

(allobarbital  and  acetaminophen  CIBA) 

Indications:  For  relief  of  pain  and  discomfort  of 
simple  headache;  neuralgia,  myalgia,  and  musculo- 
skeletal pain;  dysmenorrhea;  bursitis;  sinusitis; 
fibrositis.  Also  indicated  to  reduce  fever  and  to 
relieve  discomfort  due  to  respiratory  infections,  influ- 
enza, and  other  febrile  conditions. 

Contraindication:  Not  recommended  during  pregnancy. 

Caution:  May  be  habit-forming.  Do  not  use  in  patients 
sensitive  to  barbiturates  or  in  those  with  moderate 
to  severe  hepatic  disease. 


Side  Effects:  Nausea,  transitory  dizziness,  rash.  Over- 
dosage of  allobarbital  produces  symptoms  typical 
of  acute  barbiturate  excess. 

Dosage:  Adults:  1 or  2 tablets  every  4 hours.  Not  to  exceed 
8 tablets  in  24  hours.  Children  6 to  12:  'h  to  1 tablet  every 
4 hours.  Not  to  exceed  4 tablets  in  24  hours. 

Supplied:  Tablets  (white,  scored),  each  containing 
15  mg  allobarbital  and  300  mg  acetaminophen;  units  of 
3 bottles  of  30. 

For  your  convenience  — prescription-size  bottle  of  30. 

CIBA  Pharmaceutical  Company,  Summit,  N.  J. 


CIBA 


Winthrop  announces 
new 

winGe 

For  peptic  ulcer, 
gastric  hyperacidity, 
gastritis 

Each  WinGel  tablet  or  teaspoon  (5  ml.)  contains 
410  mg.  of  combined,  highly  reactive,  short  poly- 
mer, aluminum  and  magnesium  hydroxides  stabi- 
lized with  hexitol. 

Neutralizes  300  times  its  active -ingredient  weight 
in  gastric  acid  for  fast,  long-lasting  relief 

Gastric  or  duodenai  ulcer,  acute  or  chronic  gas- 
tritis, gastric  hyperacidity... wherever  there  is  "acid 
overflow"  new  WinGel  can  provide  faster,  longer, 
more  complete  neutralization. 


In  recent  laboratory  comparisons*  with  eight  other 
leading  antacids,  new  WinGel  tablets  not  only 
neutralized  more  hydrochloric  acid  per  active- 
ingredient  weight,  but  neutralized  it  faster  and 
longer  than  all  other  antacids  tested. 

Pleasant  pink  in  color,  WinGel  is  delicately  mint 
flavored  with  a smooth-as-cream  texture -qualities 
sure  to  please  the  patient  on  long-term  therapy. 
New  WinGel  is  also  specially  formulated  to  avoid 
constipation  or  diarrhea. 


ANTACID 
TABLETS 
AND  LIQUID 


New  WinGel  neutralizes  300  times  its  active-ingredient  weight  in  0.1  N hydrochloric  acid- 
neutralizes  more  acid  faster  than  other  leading  antacids 


Minutes 


Rate  ofO.IN  hydrochloric  acid 
neutralization  at  pH  3.5  and 
37°  with  WinGel  and  eight 
other  leading  antacid  tablets— 
in  vitro.  Samples  equaled  the 
weight  of  tablet  material  con- 
taining 1.0  Gm.  active  ingre- 
dients.* 


♦Hinkel,  E.  T.,  Jr.  (New  York)” 
Data  in  the  files  of  the  Depart- 
ment of  Medical  Research, 
Winthrop  Laboratories. 


eo 


Dosage;  Peptic  ulcer  or  gastritis  — from  2 to  4 teaspoons 
of  WinGel  liquid  or  2 to  4 tablets  chewed  or  allowed  to  dis- 
solve in  the  mouth  every  two  to  four  hours.  Gastric  hyper- 
acidity—2 tablets  or  teaspoons  about  Vi  to  one  hour  after 
meals  as  needed;  children  from  7 to  14  years  of  age,  1 or 
2 tablets  or  1 or  2 teaspoons  of  liquid  as  needed. 


How  Supplied:  Liquid  in  bottles  of  8 fl.  oz.  and  1 pint. 
Tablets  in  cellophane  strips,  boxes  of  50  and  100.  (One  tea- 
spoon of  WinGel  liquid  is  equivalent  to  one  WinGel  tablet 
in  acid-combining  capacity.)  WinGel,  trademark  reg.  u.s.  Pat.  Off. 

Winthrop  Laboratories,  New  York,  N.Y.  10016 


Finally  — a taste  your  patients  will  tnjjy  like 
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ACHHOCIDIN 

Tetracycline  HCl-Antihistamine-Analgesic  Compound 


Each  tablet  contains:  Caffeine  30  mg 

ACHROMYCIN®  Tetracycline  HCI 125  mg  Salicylamide  150  mg 

Phenacetin  120  mg  Chlorothen  Citrate 25  mg 

The  patient  can  feel  better  while  getting  better.  ACHROCIDIN  brings  the  treatment  together  in  a single  prescription- 
prompt  symptomatic  relief  together  with  early,  potent  control  of  the  tetracycline-sensitive  organisms  frequently  respon- 
sible for  complications  leading  to  prolonged  disability  in  the  susceptible  patient. 


Effective  in  controlling  complicating  tetracycline-sensitive  bac- 
terial infection  and  providing  symptomatic  relief  in  allergic 
diseases  of  the  upper  respiratory  tract. 

Contraindication— History  of  hypersensitivity  to  tetracycline. 

Warning-lf  renal  impairment  exists,  even  usual  doses  may  lead 
to  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
are  indicated  and  if  therapy  is  prolonged,  tetracycline  serum 
level  determination  may  be  advisable.  Hypersensitive  individuals 
may  develop  a photodynamic  reaction  to  natural  or  artificial  sun- 
light during  use.  Individuals  with  a history  of  photosensitivity 
reactions  should  avoid  direct  exposure  while  under  treatment  and 
treatment  should  be  discontinued  at  first  evidence  of  skin 
discomfort. 

Precautions— Some  individuals  may  experience  drowsiness,  ano- 


rexia, and  slight  gastric  distress.  If  excessive  drowsiness  occurs, 
it  may  be  necessary  to  increase  the  interval  between  doses.  Per- 
sons on  full  dosage  should  not  operate  any  vehicle.  Use  may 
result  in  overgrowth  of  nonsusceptible  organisms.  If  infections 
appear  during  therapy,  appropriate  measures  should  be  taken.  If 
adverse  reaction  or  idiosyncrasy  occurs,  discontinue  medication 
and  institute  appropriate  therapy.  Infections  caused  by  beta- 
hemolytic  streptococci  should  be  treated  for  at  least  10  full  days 
to  help  prevent  rheumatic  fever  or  acute  glomerulonephritis.  Use 
of  tetracycline  during  tooth  development  (last  trimester  of  preg- 
nancy, neonatal  period  and  early  childhood)  may  cause  discolora- 
tion of  the  teeth  (yellow-grey-brownish).  This  effect  has  been 
observed  in  usual  short  treatment  courses. 

Average  adult  dosage:  2 tablets  four  times  daily,  given  at  least 
one  hour  before,  or  two  hours  after  meals. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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lankly,  most  antihyper- 
' tensives  are  pretty  good  if 
you  give  an  adequate  dose. 
I’m  looking  for  one  with  a 
simple  regimen  so  that  mix- 
ups  in  doses  and  therefore 
the  chance  of  side  effects 
are  minimized. 


Regroton* 

chlorthalidone  50  mg.  reserpine  0.25  mg. 

1 tablet  daily 
brings  pressure  down 

Advantage:  Both  components  of  Regroton 
are  long-acting. 

Average  dosage:  One  tablet  daily  with 
breakfast. 

Contraindications:  History  of  mental 
depression,  hypersensitivity,  and  most 
cases  of  severe  renai  or  hepatic  diseases. 
Warning:  Discontinue  2 weeks  before 
generai  anesthesia,  1 week  before  eiecfro- 
shock  therapy,  and  if  depression  or 
peptic  ulcer  occurs.  With  administration 
of  enteric-coated  potassium  suppiements, 
the  possibility  of  small  bowel  lesions 
should  be  kept  in  mind. 

Precautions:  Reduce  dosage  of  con- 
comitant antihypertensive  agents  by  one- 
half.  Discontinue  if  the  BUN  rises  or 
liver  dysfunction  is  aggravated.  Electro- 
lyte imbalance  and  potassium  depletion 
may  occur:  take  particular  care  in 
cirrhosis  or  severe  ischemic  heart  disease, 
and  in  patients  receiving  corticosteroids, 
ACTH,  or  digitalis.  Salt  restriction  is  not 
recommended.  Use  with  caution  in 
patients  with  ulcerative  colitis,  gall- 
stones, or  bronchial  asthma. 

Side  effects:  Nausea,  vomiting,  diarrhea, 
muscle  cramps,  headaches  and  dizziness. 
Potential  side  effects  include  angina  pecto- 
ris, anxiety,  depression,  drowsiness, 
hyperglycemia,  hyperuricemia,  lassitude, 
leukopenia,  nasal  stuffiness,  nightmare, 
purpura,  urticaria,  and  weakness. 

For  full  details,  see  the  complete  prescrib- 
ing information. 

Availabiiity:  Bottles  of  100  and  1000  tablets. 

Geigy 
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MEN’S 

SHOP 


...  in  the 

SOUTHERN  OPTICAL  BUILDING,  640 

S.  4th  St.,  between  Broadway  and  Chestnut . . . 
where  a man  is  king.  In  its 
masculine  surroundings,  you’ll  experience 
the  same  comfort  while  being  fitted 
for  glasses  as  you  do  when  being  fitted 
for  clothes. 


Optlcd 


SOUTHERN  OPTICAL  BLOG  , 640  S.  4th 
(Midway  between  Broadway  & Chestnut) 
MEDICAL  ARTS  BLDG  . Eastern  Parkway 
ST.  MATTHEWS.  Wallace  Center 
MEDICAL  TOWERS  BLDG  , Floyd  & Gray 
CONTACT  LENSES.  640  S.  4th 


Contact  Lens  and  Artificial  Eye  Service  on  Opthamologist's  Prescription  Only 


SYMPOSIUM  ON  ADOLESCENCE 


NEW  ORLEANS,  LOUISIANA  DECEMBER  1 -3,  1 966 

Approved  for  1 5 hours  credit  by  the  American  Academy  of  General  Practice 

Sponsored  by  the 

DIVISION  OF  PSYCHIATRY  and  COMMUNITY  MENTAL  HEALTH  CENTER  OF  TOURO  INFIRMARY 
supported  by  a National  Institute  of  Mental  Health  Grant 


GUEST  LECTURERS  INCLUDE: 

Dana  Farnsworth,  M.D.,  Director  of  Student  Health 
Services  at  Harvard  University,  Cambridge,  Mass. 

Irvin  Kraft,  M.D.,  Professor  of  Child  Psychiatry  at 
Baylor  Medical  School,  Houston,  Tex. 

John  Schimel,  M.D.,  Associate  Director  of  William  Alan- 
son  White  Institute  of  Psychiatry  Psychoanalysis  and 
Psychology,  New  York,  N.  Y. 

George  Tarjan,  M.D.,  Professor  of  Psychiatry  and  Pro- 
gram Director  of  Mental  Retardation  Project  at  Uni- 
versity of  California  in  Los  Angeles,  Calif. 

Carroll  Witten,  M.D.,  President-Elect  of  American 
Academy  of  General  Practice,  Louisville,  Ky. 


AMONG  TOPICS  TO  BE  DISCUSSED: 

“The  Physician’s  Role  in  Mental  Retardation” 
“Parents  of  Problem  Children” 

“Handling  of  Adolescents  by  General  Practi- 
tioners” 

“Sexual  Morality — A College  Dilemma” 

“Drugs  in  the  Treatment  of  Children  and  Ado- 
lescents” 

“Learning  Problems  of  the  Adolescent” 
“Adolescence  and  Social  Mores” 

“Talking  About  Sex  with  Adolescents” 
“Religious-Psychological  Conflicts” 


Symposium  will  be  held  at  the  Fontaine- 
bleau Motor  Hotel,  4040  Tulane  Ave. 
Early  hotel  reservations  are  recommended. 


Gene  L.  Usdin,  M.D. 

Director  of  Psychiatric  Services 
Touro  Infirmary 
1400  Foucher  Street 
New  Orleans,  Louisiana  70115 

Enclosed  is  my  registration  fee  of  $20  for  the  SYMPOSIUM  ON 
ADOLESCENCE  to  be  given  December  1-3,  1966  at  the  Fontainebleau 
Motor  Hotel.  (Checks  should  be  made  payable  to  Touro  Infirmary.) 
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Founded  in  1904 

Highland  Hospital,  inc. 

ASHEVILLE,  NORTH  CAROLINA 
Affiliated  with  Duke  University 


A non-profit,  psychiatric  institution,  offering  therapeutic 
milieu,  group  and  individual  psychotherapy,  and  standard 
somatic  treatments.  Limited  day-patient  and  out-patient  serv- 
ices. The  hospital  is  located  in  a 75-acre  park  amid  the 
scenic  beauties  of  the  Smoky  Mountain  Range  of  Western 
North  Carolina,  affording  exceptional  opportunity  for 
physical  and  emotional  rehabilitation. 

Contact:  Medical  Director,  Highland  Hospital,  Asheville, 

N.C. 28801 
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DORSEY 


fall  1966 


A journal  within  a journal  published  quarterly  in  the  interests 
of  better  medicine  by  Dorsey  Laboratories,  a division  of  The 
Wander  Company,  Lincoln,  Nebraska.  Address  communica- 
tions to  Raymond  C.  Pogge,  M.D.,  Director  of  Medicine. 


this  issue:  the  common  cold  and  the  aging  patient 


the  common  cold  and  the  aging  patient 


Louis  J.  Vorhaus,  II,  M.D.,  F.A.C.P. 


Effects  of  aging  on  the  anatomic  and  physiologic  aspects  of  the  respiratory  apparatus. 

The  chest  becomes  more  fixed,  less  mobile  and  less  elastic  as  the  bronchial  walls  and  thoracic  ligaments  lose  elasticity. 
The  diaphragm  and  intercostal  muscles  atrophy  and  weaken.  The  lungs  become  smaller,  fabbier  and  weigh  less, 
decreasing  vital  and  total  lung  capacity,  increasing  residual  volume  and  the  alveolar  dead  space. 


Sir  William  Osier  described  pneumonia  as  the  wel- 
come friend  of  the  aged  patient,  because  the  patient 
with  pneumonia  usually  died  quietly.  But  today,  the 
well-informed  physician  is  an  even  better  friend  of 
the  aging  patient,  since  it  is  better  to  live  than  to  die, 
no  matter  how  quietly. 


In  addition,  the  efficiency  of  a cough  is  below  par  in 
older  persons  even  though  they  are  in  good  health. 
This  is  partly  due  to  the  decreased  respiratory  excur- 
sions and  distensibility  of  the  chest  wall,  and  partly 
from  loss  of  elasticity  of  bronchial  walls  which  tend 
to  make  them  collapse  in  a cough. 


One  of  the  first  avenues  of  approach  in  the  control 
of  the  hazards  of  respiratory  disease  in  the  aging 
patient  is  prompt  and  proper  attention  to  the  com- 
mon cold  or  upper  respiratory  infection.  The  com- 
mon cold  may  be  the  first  step  in  the  relatively  short 
path  to  lower  respiratory  infection,  broncho-pneu- 
monia and  death.  This  train  of  events  occurs  fre- 
quently among  older  persons.  Indeed,  pneumonia  is 
one  of  the  most  common  causes  of  their  admission 
to  hospitals  and  ranks  high  on  the  list  of  geriatric 
killers.  Colds  are  more  debilitating  in  elderly  people 
and  the  aged  are  more  likely  candidates  for  second- 
ary infections  such  as  sinusitis  and  bronchitis.  These 
infections,  in  turn,  are  more  prone  to  lead  to  broncho- 
pneumonia, because  of  lowered  resistance  and  ana- 
tomic and  physiologic  changes  in  the  lungs  of  the 
elderly. 

What  is  different  about  the  respiratory  tree  of  an 
aged  person  and  that  of  an  otherwise  healthy 
younger  adult?  Aging  certainly  takes  its  toll  on  all 
parts  of  the  body,  affecting  both  anatomic  and  phy- 
siologic aspects  of  the  respiratory  apparatus.  These 
changes  are  in  part  due  to  the  wear  and  tear  that 
occurs  over  the  years;  the  repeated  bouts  of  respira- 
tory infection,  long  exposure  to  atmospheric  pol- 
lutants, to  occupational  inhalants,  smoking,  malnu- 
trition, obesity,  inactivity  and  the  development  of 
other  diseases  which  may  affect  the  lungs. 

With  the  passage  of  years,  the  lungs  change.  They 
become  scarred  and  emphysematous  and  lose  their 
compliance.  The  whole  chest  becomes  more  fixed, 
less  mobile  and  less  elastic. 

the  anatomic  changes  that  occur  in  aging  render  the 
lungs  less  efficient.  Tests  of  pulmonary  function  in 
senescence  show  a deterioration  characterized  by  a 
decrease  in  vital  capacity  and  total  lung  capacity,  an 
increase  in  residual  volume  and  alveolar  dead  space. 
Maximum  breathing  capacity  is  reduced  and  uni- 
formity of  ventilation  deteriorates.  These  problems 
are  often  aggravated  by  the  obstructed  breathing, 
fever  and  secondary  infection  associated  with  the 
common  cold,  placing  an  additional  stress  on  the 
entire  cardiopulmonary  reserve. 


The  elderly  patient’s  resistance  to  infection  is  often 
reduced.  Nutritional  deficiencies  are  more  common 
in  aged  people.  There  is  some  evidence  to  indicate 
that  their  capacity  to  respond  to  stress  is  less  efficient. 
Finally,  there  is  often  relatively  meager  symptomatic 
response  to  acute  disease.  The  absence  of  obvious  or 
dramatic  clinical  signs  and  symptoms  of  severe  ill- 
ness is  particularly  dangerous  because,  coming  as  it 
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For  postnasal  drip,  clogged  ears 


and  stuffed  and  runny  noses 

Triaminic  "timed-release  tablets 

keeps  patients  comfortable  'round  the  clock.  24-hour  de- 
congestion on  just  a single  tablet  dosed  morning,  mid- 
afternoon and  at  bedtime.  Patients  regain  senses  and  can 
breathe,  smell  and  taste  again. 

Triaminic.  Isn’t  that  a comforting  thing  to  know? 

Each  timed-release  tablet  contains: 

Phenylpropanolamine  hydrochloride  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 

Side  effects:  Occasional  drowsiness,  blurred  vision,  car- 
diac palpitations,  flushing,  dizziness,  nervousness  or 
gastrointestinal  upsets.  Precautions:  The  patient  should 
be  advised  not  to  drive  a car  or  operate  dangerous  machin- 
ery if  drowsiness  occurs.  Use  with  caution  in  patients  with 
hypertension,  heart  disease,  diabetes  or  thyrotoxicosis. 


(Advertisement) 


does  in  a person  whose  defenses  are  weakened  both 
locally  and  systemically,  pulmonary  disease  may  pro- 
gress rapidly  to  irreversible  stages  before  medical 
attention  is  sought.  Respiratory  infection  is  espe- 
cially hazardous  because  the  aged  patient  responds 
badly  to  hypoxia.  Not  only  is  his  response  to  oxygen 
lack  impaired,  but  the  work  of  breathing,  due  to  de- 
creased compliance  of  the  lung  and  increased  stiff- 
ness of  the  thorax,  is  markedly  augmented. 

Many  patients  late  in  life  are  in  a precarious  and 
delicate  cardiopulmonary  balance  which  is  easily 
decompensated  from  relatively  minor  insults  such  as 
colds  and  upper  respiratory  infections. 

For  all  of  these  reasons,  geriatricians  long  have 
stressed  the  importance  of  preventing  respiratory 
insults.  Today  we  have  better  ways  of  treating  respi- 
ratory infection,  improved  techniques  for  clearing 
the  lungs  and  bronchial  tubes  of  secretions  and  better 
understanding  of  ways  of  improving  ventilation.  We 
possess  a broader  spectrum  of  antimicrobial  agents 
including  newer  ones  to  deal  with  previously  re- 
sistant organisms.  Even  so,  the  death  rate  from  pneu- 
monia is  high  in  older  people,  and  it  is  preferable 
to  avoid  the  disease  than  to  treat  it.  To  do  so,  atten- 
tion must  be  paid  to  the  general  maintenance  of 
good  health  and  all  that  implies,  as  well  as  to  the 
prevention,  elimination  and  treatment  of  associated 
conditions  that  predispose  to  or  cause  pneumonia 
such  as  chronic  upper  or  lower  respiratory  infection, 
respiratory  allergy,  chronic  sinusitis  and  exposure 
to  inspired  irritants. 

Golds  and  other  minor  respiratory  infections,  which 
favor  the  development  of  broncho-pneumonia, 
should  be  treated  vigorously  and  promptly,  particu- 
larly those  patients  whose  aging  process  has  been 
accompanied  by  the  development  of  chronic  pul- 
monary disease.  Upper  respiratory  passages  should 
be  cleared  with  decongestants.  Sinuses  should  be 
drained  adequately.  And,  when  indicated,  appro- 
priate antimicrobial  therapy  should  be  instituted 
before  serious  infection  of  the  lower  respiratory  tree 
supervenes. 

In  decades  past  it  was  understandable  that  physi- 
cians welcomed  pneumonia  for  the  aged  patients  be- 
cause it  offered  them  a quiet  and  peaceful  demise. 
Today  we  recognize  that  in  many  cases,  peaceful  as 
it  may  have  been,  such  deaths  were  often  avoidable. 
With  the  current  knowledge  and  understanding  of 
the  problems  that  respiratory  infections  impose  on 
aging  people,  vigilant  medical  attention  can  often 


restore  them  to  a vigorous,  rewarding  and  produc- 
tive life  so  that  the  many  opportunities  that  exist 
today  for  people  to  enjoy  their  golden  years  are 
realized  and  not  stolen  by  untimely  death. 
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Weather  Forecast  Throughout  the  Nation 


RAIN  TURNING  TO  SNOW,  INCREASING  WINOS  ANO 
DROPPING  TEMPERATURES  FOLLOWED  BY  COUGH, 
CONGESTION  AND  PAIN 


Tussagesic 


provides  up  to  24-hour 
coverage  of  the  tough  cold  with  a single  timed- 
release  tablet  dosed  morning,  midafternoon  and 
at  bedtime.  Coughs  are  broken  up,  runny  and 
stuffed  noses  are  cleared  and  pain  is  relieved. 


Each  Tussagesic®  timed-release  tablet  contains: 

Triaminic®  50  mg. 

(phenylpropanolamine  hydrochloride  25 
mg.;  pheniramine  maleate  12.5  mg.;  pyrila- 
mine  maleate  12.5  mg.) 

Dextromethorphan  hydrobromide  30  mg. 


Terpin  hydrate  180  mg. 

Acetaminophen  325  mg. 


Side  effects:  Occasional  drowsiness,  blurred  vi- 
sion, cardiac  palpitations,  flushing,  dizziness, 
nervousness  or  gastrointestinal  upsets.  Precau- 
tions: Patient  should  not  drive  a car  or  operate 
dangerous  machinery  if  drowsiness  occurs.  Ex- 
cept under  professional  care,  do  not  give  to  pa- 
tients under  12  yrs.  orthose  who  have  persistent 
cough,  high  fever,  heart  or  thyroid  disease,  hy- 
pertension or  diabetes  or  use  for  more  than 
10  days. 


(Ad  vertisement ) 


when  congestion  is  complicated  by  sulfa-susceptible 

bacterial  invaders  in  the 
upper  respiratory  tract... 


prescribe  economical 


MUlraiQlDODD© 


Each  tablet  contains:  Triaminic®  25  mg.  (phenylpropanola- 
mine hydrochloride  12.5  mg.,  pheniramine  maleate  6.25 
mg.,  pyrilamine  maleate  6.25  mg.);  Trisulfapyrimidines, 
U.S.P.  0.5  Gm.  (sulfadiazine  0.167  Gm.,  sulfamerazine  0.167 
Gm.,  sulfamethazine 


PHARMACOLOGY:  Triaminic  decongests  and 
promotes  drainage  of  nasal  and  paranasal 
passages,  and  prevents  any  further  hista- 
mine-induced damage;  the  triple  sulfona- 
mides inhibit  susceptible  bacterial  invaders. 
INDICATIONS:  For  congestion  and  infection 
of  the  upper  respiratory  tract  caused  by 
sulfa-susceptible  organisms.  DOSAGE:  Adults: 
2 to  4 tablets  initially,  followed  by  2 tablets 
every  6 hours.  Medication  should  be  con- 
tinued until  patient  has  been  afebrile  for  3 
days.  ADVANTAGES:  The  advantages  of  Tri- 
sulfaminic  in  upper  respiratory  infections 
are:  freedom  from  narcotics  or  alcohol;  ther- 
apeutic reliability;  safety;  economy;  ease 
of  administration;  freedom  from  potential 
sensitization  to  broad-spectrum  antibiotics 
which  may  be  reserved  for  lower  respiratory 
or  other  infections  caused  by  susceptible  or- 
ganisms. CONTRAINDICATIONS:  Contraindi- 
cated in  sulfonamide  and  antihistamine  sen- 
sitivity, impaired  renal  function,  pregnancy 
approaching  term,  and  in  premature  infants 
and  newborn  infants  during  the  first  month 
of  life.  Do  not  use  in  patients  with  glaucoma, 
prostatic  hypertrophy,  stenosing  peptic  ul- 
cer, pyloroduodenal  or  bladder  neck  obstruc- 

DORSEY  LABORATORIES  • a 


tion.  VifARNING:  Use  only  after  careful  evalu- 
ation in  patients  with  liver  or  renal  damage, 
urinary  obstruction,  or  blood  dyscrasias. 
Deaths  have  been  reported  from  hypersensi- 
tivity reactions  with  administration  of  sul- 
fonamides. In  intermittent  or  prolonged 
therapy,  blood  counts  and  liver  and  kidney 
function  tests  should  be  performed  periodi- 
cally. Sulfonamide  therapy  may  potentiate 
the  hypoglycemic  action  of  sulfonylureas. 
PRECAUTIONS:  Use  with  caution  in  patients 
with  histories  of  significant  allergy  or  asth- 
ma. Assure  an  adequate  fluid  intake.  Be- 
cause the  antihistamines  may  cause  drowsi- 
ness of  varying  degree,  warn  patients  about 
activities  requiring  alertness  such  as  driving 
a car  or  operating  dangerous  machinery.  Use 
with  caution  in  the  presence  of  hyperten- 
sion, hyperthyroidism,  cardiovasculardisease 
and  diabetes.  ADVERSE  REACTIONS;  As  in 
all  sulfonamide  therapy,  the  following  re- 
actions may  occur:  headache,  nausea,  vom- 
iting, diarrhea,  icterus,  hepatitis,  pancreati- 
tis, urticaria,  rash,  fever,  cyanosis,  hema- 
turia, crystalluria,  proteinuria,  blood  dyscra- 
sias, petechiae,  purpura,  neuropathy  and 
injection  of  the  conjunctiva  and  sclera.  If 


0.167  Gm.) 

one  or  more  of  these  reactions  occur,  the 
drug  should  be  discontinued.  V^ith  antihis- 
taminic  therapy  there  have  been  reports  of 
sedation  varying  from  mild  drowsiness  to 
deep  sleep,  dizziness,  lassitude,  inability  to 
concentrate,  fatigue,  incoordination,  tin- 
nitus, blurred  vision,  diplopia,  euphoria,  ner- 
vousness, insomnia,  tremors,  palpitation, 
hypotension,  headache,  chest  tightness,  uri- 
nary frequency,  dysuria,  tingling  of  the 
hands,  dryness  of  the  mouth,  throat,  and 
nose,  gastrointestinal  disturbances  such  as 
epigastric  distress,  anorexia,  nausea,  vom- 
iting, constipation  and  diarrhea  and  very 
rarely,  leukopenia  and  agranulocytosis.  Ad- 
verse reactions  reported  with  the  use  of 
sympathomimetic  amines  include  anxiety, 
tension,  restlessness,  nervousness,  tremor, 
weakness,  insomnia,  headache,  palpitation, 
tachycardia,  angina,  elevation  of  blood  pres- 
sure, sweating,  mydriasis,  anorexia,  nausea, 
vomiting,  dizziness,  constipation,  and  dys- 
uria due  to  vesicle  sphincter  spasm.  PACK- 
AGE INFORMATION:  Trisulfaminic  Tablets; 
Supplied  in  bottles  of  100  tablets.  CAUTION: 
Federal  law  prohibits  dispensing  without 
prescription. 
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only  one  in  the  morning  CUD 


and  one  in 


Now 

b.i.d.  convenience 

plus 

even  greater  patient  savings 
over  q.i.d.  tetracycline  therapy 

/ plus  all  the  advantages  of  \ 

^tetracycline  phosphate  complex^ 


newTefrex  bidCAPS* 

(tetracycline  phosphate  complex) 


Maximum  patient  savings.  New 

^CAPS  now  enable  you  to  pre- 
scribe tetracycline  in  an  even  more 
economical,  more  convenient 
form.  Your  patient’s  prescription 
dollar  gets  maximum  value:  a 
daily  b^CAPS  dose  is  priced  lower 
than  any  other  leading  brand  of 
tetracycline— b.i.d.  or  q.i.d. 


More  of  the  active  antibiotic  in 
the  blood.  The  basic  tetracycline 
in  Tetrex  (tetracycline  phosphate 
complex)  is  less  bound  to  serum 
protein  than  is  demethylchlortet- 
racycline.^  Result:  Tetrex  (tetracy- 
cline phosphate  complex)  pro- 
vides a higher  percentage  of 
active  antibiotic  in  the  blood. 


Well  tolerated.  Tetrex  (tetracy- 
cline phosphate  complex)  is  well 
tolerated.  Gastrointestinal  side 
effects  are  few;  photodynamic 
reactions  are  extremely  rare. 


Available  in  bottles  of  16  and  50. 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York 


BRISTOL 


BRISTOL  THERAPEUTIC  SUMMARY:  For  complete  infor- 
motion  consult  Official  Package  Circular,  /nc/icotionsj 
Infections  of  respiratory,  gastrointestinal  end  genito* 
urinary  tracts  ond  skin  and  soft  tissues  due  to  tetro* 
cycMne-sensitive  orgonisms.  Confroind/cofions;  The  drug 
is  contraindicated  in  individuals  hypersensitive  to  tetra- 
cycline. Wornings:  Photodynamic  reactions  hove  beer» 
produced  by  tefrocycllnes.  Natural  ond  ortificlal  sun- 
light should  be  avoided  during  theropy.  Stop  treotmeni 
if  skin  discomfort  occurs.  With  renal  Impoirment,  sys- 
temic accumulation  ond  hepototoxicity  may  occur.  In 
this  situotion,  lower  doses  should  be  used.  Tooth  stain- 
ing and  enamel  hypoplasia  may  be  induced  during 
tooth  development  (lost  trimester  of  pregnancy,  neonotal 
period  and  childhood).  Precoufions:  Mycotic  or  boc- 
teriol  superinfection  may  occur.  Infants  may  develop  in- 
creased Introcronlal  pressure  with  bulging  fontanels.  In 
gonorrheal  theropy,  serologic  tests  for  syphilis  should 
be  conducted  initially  and  monthly  for  3 months.  Adverse 
/?eocfion$;  Glossitis,  stomotitis,  nouseo,  diarrhea,  flotu- 
lence,  proctitis,  voginitis,  dermatitis  ond  ollergic  reac- 
tions may  occur.  Usual  Adult  Dose:  500  mg.  b.i.d. 
Continue  therapy  for  10  doys  in  beta-hemolytic  strep- 
tococcal infections.  Administer  one  hour  before  or  two 
hours  after  meols. 

Reference.-  1.  Roberts,  C.  E.,  Jr.;  Perry,  D.  M.;  Kuhoric, 
H.  A.,  and  Kirby,  W.  M.  M.i  A.  M.  A.  Arch.  Int.  Med, 
107:204  (Feb.)  1961. 


♦Eoch  bidCAP  contains;  Tetrex  (tetrocycllne  phosphote  complex  equivoten!  to  500  mg.  tetracycline  HC!  octivity). 


Whe 
thiazid 


reserpine 

alone 

won’t 

keep 


\ 


Establish  and 
maintain  early, 
more  decisive 
control  of 
blood  pressure 

DIUTENSEN-R 

Cryptenamine  1.0  mg.*  Methyclothiazide  2.5  mg.  Reserpine  0.1  mg. 

When  blood  pressure  won’t  stay  down  despite  initial  therapy  — 
when  complaints  of  headache,  fatigue  or  dizziness  are  often  voiced  — 
it  may  be  time  for  a change  to  Diutensen-R. 

Diutensen-R  is  thiazide  and  reserpine  plus  cryptenamine  — a rational, 
comprehensive  therapy  to  help  establish  and  maintain  early, 
more  decisive  control  of  blood  pressure. 

The  cryptenamine  in  Diutensen-R  helps  improve  normal  vasodilating 
reflexes  while  the  thiazide  and  reserpine  components  maintain 
vasorelaxant,  sedative,  and  saluretic  benefits.  Cryptenamine  lowers 
pressoreceptor  reflex  thresholds  (which  may  be  abnormally  high  in 
hypertension)— "resets”  pressoreceptors  to  function  at  more  nearly 
normotensive  levels. 

Early,  more  decisive  control  with  Diutensen-R  helps  secure 
continuing  benefits  — may  reduce  or  even  obviate  the  need  for  poorly 
tolerated  drugs  later  in  therapy. 


"...quite  apart  from  the  problem  of  vascular  damage,  there 
arises  a possibility  of  virtual  ‘cure’  or  remission  of  hypertension 
when  treatment  is  early,  i.e.,  before  too  many  other  secondary 
pressor  systems  have  entered  into  the  disequilibrium  of  pressor  con- 
trol, and  when  it  is  adequately  suppressive.” 

Corcoran,  A.  C.;  The  choice  of  drugs  in  the  treatment  of  hypertension.  In:  Drugs 
of  Choice  1966-67,  W.  Modell,  Ed.,  St.  Louis,  C.  V.  Mosby  Company,  1966,  p.  417. 


Indications:  Diutensen-R  may  be  employed  in  all  grades  of  essential  hypertension. 
Dosages:  Usual  dose  is  1 tablet  twice  daily,  at  morning  and  evening  meals. 
However,  adjustment  of  dosage  to  suit  individual  circumstances  may  be 
required.  Please  refer  to  package  insert  for  full  particulars.  Side  effects  and 
precautions:  The  side  effects  observed  with  patients  on  Diutensen-R  have 
been  of  a mild  and  nonlimiting  nature.  These  include  occasional  urinary  frequency, 
nocturia,  nasal  congestion,  muscle  cramps,  skin  rash,  joint  pains  due  to  gout 
symptoms  and  nausea  and  dizziness  which  have  been  reported  for  the  individual 
components.  Most  of  these  symptoms  disappear  while  the  drug  is  continued  at 
the  same  or  lower  dosage  level.  The  concomitant  use  of  digitalis  and  Diutensen-R 
may  increase  the  possibility  of  digitalis-like  intoxication.  If  there  is 
evidence  of  myocardial  irritability  (extrasystoles,  bigeminy  or  AV  block),  dosage 
of  Diutensen-R  should  be  reduced  or  discontinued.  Nocturia  in  patients 
with  marginal  cardiac  status  and  salt  and  fluid  retention  can  be  effectively 
controlled  by  limiting  the  time  of  administration  to  early  afternoon. 

Diutensen-R  should  not  be  used  in  patients  with  a known  intolerance  to  reserpine. 
Package  inserts  furnish  a complete  summary  of  recommended  cautions  related  to 
each  of  the  ingredients  of  Diutensen-R. 

*As  tannate  salts  equivalent  to  130  Carotid  Sinus  Reflex  Units. 
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NEISLER  LABORATORIES,  INC.  • DECATUR,  ILLINOIS 
SUBSIDIARY  OF  UNION  CARBIDE  CORPORATION 
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Automated  Utilization  Review 


Anew  program  to  assist  hospital  staffs 
in  utilization  review  began  operation  in 
Kentucky  in  July.  The  program  takes 
advantage  of  modern  data  processing  equip- 
ment to  supply  information  to  hospital  utiliza- 
tion review  committees. 

The  task  confronting  a review  committee 
is  sizable.  It  amounts  in  great  part,  to  sifting 
through  bulky  hospital  charts  to  retrieve  cer- 
tain key  items  of  information.  These  specific 
facts  when  properly  displayed  can  reveal  sig- 
nificant trends  and  problems  in  patient  care. 
Two  serious  draw  backs  to  the  process  of  read- 
ing each  individual  chart  is,  first,  the  enormous 
burden  of  work  involved,  and  second,  the 
process  rapidly  degenerates  to  a perfunctory 
scanning  of  superficial  details  which  tends  to 
overlook  these  significant  patterns  and  trends. 

The  idea  of  a computerized  hospital  utiliza- 
tion review  system  for  Kentucky  hospitals  came 
following  a utilization  seminar  held  in  Febru- 
ary in  Louisville.  The  “Professional  activity  and 
medical  audit  program  of  the  Commission  on 
Professional  and  Hospital  Activities  of  Ann 
Arbor,  Michigan  was  described  in  detail.  Much 
interest  and  enthusiasm  was  expressed  by 
hospital  authorities,  however  this  established 


program  was  not  able  to  accommodate  the  in- 
creased load  of  the  many  interested  hospitals  in 
Kentucky. 

A committee  representing  the  Kentucky 
Hospital  Association,  The  Kentucky  Medical 
Association  and  Kentucky  Blue  Cross  was 
formed  to  study  and  develop  a similar  but  less 
sophisticated  service  for  hospitals  in  Kentucky. 

Participating  hospitals  prepare  a case  ab- 
stract for  every  clinical  record.  Only  a few 
minutes  is  needed  for  each  chart,  and  the  work 
is  done  by  personnel  in  the  medical  record 
department,  so  no  extra  paper  work  is  required 
of  the  physician.  The  information  as  entered 
on  the  abstract  is  ready  for  key  punching  to 
provide  input  to  a computer  in  the  Blue  Cross 
office.  Each  hospital  will  receive  monthly  sum- 
maries and  more  comprehensive  semiannual 
summaries.  These  will  provide  routine  medi- 
cal statistics  as  well  as  more  specialized  infor- 
mation for  use  of  the  utilization  committees. 
The  program  will  start  out  with  a relatively 
simple  abstract,  however,  it  will  lend  itself  well 
to  various  special  studies  after  initial  experi- 
ence is  gained.  It  is  hoped  that  this  service 
will  greatly  facilitate  and  simplify  the  work  of 
utilization  committees. 


William  W.  Hall,  M.D. 
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Elastic  Stockings  so  sheer  they  look 
like  support  hose.  Both  Ultreer  and 
support  hose  are  sheer,  shapely,  cool 
and  comfortable.  But  that's  where 
the  similarities  end.  New  Ultreer  fits 
firmly  and  evenly  over  the  entire  leg. 
Gives  true  therapeutic  compression 
necessary  to  relieve  varicose  veins  and 
other  leg  disorders.  They  provide 
the  therapy  you  prescribe.  The  fashion 
and  economy  she  demands. 

Ultreer  stockings  have  a new  low  price. 
So  low,  she  can  afford  two  pairs  of 
Ultreer  instead  of  one  pair  of  regular 
elastic  stockings.  There'll  be  no 
disagreements  there.  Ultreer  stockings 
are  as  comforting  to  her  purse  as 
they  are  to  her 
legs.  New  Ultreer 
are  the  elastic 
stockings  doctors 
and  women  can 
agree  on. 
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"All  Interns  are  Alike" 

} 


It  stands  to  reason.  They  all  go  through  the  same 
training;  they  all  have  to  pass  the  same  tests;  they 
all  have  to  measure  up  to  the  same  standards;  they 
all  are  underpaid,  too.  Therefore,  all  interns  are 
alike. 

That's  utter  nonsense,  of  course.  But  it's  no 
more  nonsensical  than  what  some  people  say 
about  aspirin.  Namely:  since  all  aspirin  is  at  least 
supposed  to  come  up  to  certain  required  stand- 
ards, then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  demanding.  In 
fact,  there  are  at  least  nine  specific  differences  in- 


volving purity,  potency  and  speed  of  tablet  disinte- 
gration. These  Bayer®  standards  result  in  significant 
product  benefits  including  gentleness  to  the  stom- 
ach, and  product  stability  that  enables  Bayer  tab- 
lets to  stay  strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  it  just  isn't  so. 

You  might  also  say  that  all  interns  aren't  alike, 
either. 
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WHY 


does  a pickle 
processor  make  so 
many  different 
varieties  of  pickles? 


WHY 


does  a hat  maker 
fashion  so  many 
different  kinds 
of  hats? 


WHY 


does  a chair  manu- 
facturer create 
so  many  different 
styles  of  chairs? 


WHY 


does  a home 
builder  build  so 
many  different 
types  of  homes? 
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. . . For  the  same  reasons  that 

BUIESBIEID  'and  BUE  CROSS’ 

Offer  such  a wide  variety  of  Surgicai- 
Medicai  and  Hospitai  Protection  Pians 
and  Ranges  of  Benefits: 

TO  MEET  THE  INDIVIDUAL  NEEDS 
OF  AS  GREAT  A NUMBER  OF 
PEOPLE  AS  POSSIBLE 


-NON-MEMBERS  REACHING  AGE  65 


should  write  for  details  of  the  “Blue  Cross-Blue  Shield  65” 
Plan  to  supplement  Medicare.  Members  will  be  notified. 


Kentucky  Physicians  Mutual,  Inc. 
Blue  Cross  Hospital  Plan,  Inc. 


3101  Bardstown  Road  * Louisville  40205  * Phone  452-151 1 
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From  the  Wes  of  the 

COMMITTEE  FOR  THE 


STUDY  OF  MATERNAL  MORTALITY 


CASE  #12-63.  This  19-year-old,  para  O was  ad- 
mitted to  the  hospital  5/15/63  when  approxi- 
mately seven  months  pregnant  with  the  com- 
plaint of  gross  hematuria  that  had  persisted  for  36 
hours  prior  to  admission.  Her  hospital  chart  was 
lost  and  all  clinical  information  supplied  is  from  the 
autopsy  report. 

Vital  signs  on  admission  were  B.P.  120/80;  T 
98.8;  and  R 20.  There  were  no  abnormalities  found 
on  physical  examination.  Cystoscopic  examination 
was  performed  and  revealed  gross  blood  coming  from 
the  ureters  bilaterally.  Retrograde  pyelography  was 
performed  and  the  abnormalities  interpreted  as  “pye- 
lonephritis cystica,  right  kidney”. 

Laboratory  studies  included:  Hemoglobin  5.9  grams 
%;  Hematocrit  16%;  WBC  9,000  with  a differential 
of  polys  63%,  stab  forms  2%,  lymphs  26%,  monos 
8%,  and  a platelet  count  of  32,000.  A bone  marrow 
study  was  done  5/17/63.  The  impression  was;  ac- 
celerated erythropoiesis  associated  with  a hemolytic 
anemia,  response  to  therapy,  or  acute  blood  loss. 

The  non-platelet  forming  megakaryocytes  were  con- 
sistent with  the  thrombocytopenia.  This  pattern  could 
be  seen  with  thrombotic  thrombocytopenic  purpura. 

Other  laboratory  studies  included  bleeding  time 
four  minutes;  coagulation  time  four  minutes,  14  sec- 
onds; VDRL  non-reactive;  total  serum  bilirubin  3.47 
mg  per  cent,  with  1.15  mg  per  cent  direct  reacting; 
icteric  index  20  U.  A repeat  platelet  count  was 
14,000.  A prothrombin  time  was  86%  of  normal  and 
SCO  transaminase  was  87  U.  An  LE  preparation 
was  negative. 

Clinical  Course 

The  patient  had  fever  ranging  from  99.2  to  99.9. 
She  became  disoriented  and  approximately  6 hours 
prior  to  death  developed  multiple  petechiae  on  the 
skin.  She  experienced  intermittent  shock  and  died 
5/17/63.  Nothing  is  known  of  medications  adminis- 
tered prior  to  or  during  the  admission.  Following 
death,  an  immediate  hysterotomy  was  performed  but 
the  infant  was  stillborn. 

Post-mo rtum  Findings 

At  autopsy,  the  patient  was  noted  to  have  small 
petechial  hemorrhages  on  the  skin  of  the  face,  head, 
neck,  and  extremities.  There  was  serosanguineous 
fluid  present  in  the  pleural,  pericardial,  and  peri- 
toneal spaces.  Petechial  hemorrhages  were  noted  in 
the  subcutaneous  fat  and  on  the  serosal  surfaces.  The 
heart  weighed  approximately  300  grams.  The  epicar- 
dium  had  multiple  petechial  and  ecchymotic  hemor- 
rhages which  extended  into  the  myocardium.  The 
gastrointestinal  tract  was  noted  to  have  petechial 
hemorrhages  of  the  serosal  surfaces. 


The  uterus  had  been  opened  by  classic  Caesarean 
incision.  There  were  numerous  hemorrhages  involv- 
ing the  outer  2/3  of  the  myometrium.  The  endo- 
metrial cavity  was  lined  by  a slightly  hyperemic 
surface. 

In  sectioning  the  brain,  small  petechial  and  ecchy- 
motic hemorrhages  were  noted  beneath  the  subarach- 
noid tissue.  There  was  hyperemia  of  the  pia-arach- 
noid.  On  sectioning  the  brain,  no  hemorrhages  were 
noted.  Examination  of  the  kidneys  revealed  multiple, 
extensive,  ecchymotic  hemorrhages  in  the  renal  pel- 
vis and  calyces  bilaterally. 

The  final  diagnosis;  Thrombotic  thrombocytopenic 
purpura  with  hemorrhages,  extravasation,  petechial 
and  ecchymotic  areas  generally. 

Comment 

The  Committee  felt  this  was  an  indirect  obstetric 
death  and  worth  reporting  since  idiopathic  throm- 
bocytopenic purpura  is  an  uncommon  complication 
of  pregnancy.  However,  secondary  thrombocytopenic 
purpuras  are  more  commonly  encountered.  These 
may  be  due  to  a wide  variety  of  etiologic  factors 
such  as  bone  marrow  depression  due  to  drug  therapy, 
the  toxemias  of  pregnancy,  hypofibrinogenemia  re- 
lated to  placental  abruption  and  a variety  of  the 
systemic  disorders.  The  incomplete  information  avail- 
able to  the  committee  in  this  case  due  to  the  loss 
of  the  hospital  record,  once  again  points  up  the 
necessity  for  complete  and  accurate  reporting  if  the 
committee  is  to  effectively  and  completely  study  each 
case.  Since  there  is  no  evidence  of  co-existing  sys- 
temic disease  or  other  complications  of  pregnancy, 
the  assumption  is  made  that  this  is  a case  of  idio- 
pathic thrombotic  thrombocytopenic  purpura.  It  has 
been  reported  that  the  maternal  mortality  in  this 
disease  is  about  2%  and  the  perinatal  mortality  is 
15%.(i)  Patients  with  idiopathic  thrombocytopenic 
purpura  should  be  under  careful  medical  supervision, 
as  was  this  patient.  Adrenal  cortical  steroids  have 
produced  inconsistent  results  in  various  investigations. 
If  uncontrollable  bleeding  occurs  or  major  surgery  is 
to  be  performed,  transfusion  by  fresh  whole  blood 
or  concentrated  platelet  preparations  may  be  help- 
ful. Vaginal  delivery  with  avoidance  of  trauma  to 
maternal  soft  tissues  is  the  optimal  mode  of  delivery 
for  these  patients.  In  the  fourth  stage  of  labor,  par- 
ticular attention  must  be  paid  to  maintain  uterine 
contraction  and  avoid  hemorrhage  due  to  uterine 
atony. 

(1)  Peterson,  O.  H.,  Jr.  and  Larson,  P„  “Throm- 
bocytopenic Purpura  in  Pregnancy”,  Obst.  and  Gynec., 
4:454,  1954. 
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ndications:  Urinary  tract  infections  caused  by  gram-negative  and  some  gram- 
lositive  organisms. 


tide  effects:  Mainly  mild,  transient  gastrointestinal  disturbances;  in 
iccasional  instances,  drowsiness,  fatigue,  pruritus,  rash,  urticaria,  mild 
osinophilia,  reversible  subjective  visual  disturbances  (overbrightness  of 
ghts,  change  in  visual  color  perception,  difficulty  in  focusing,  decrease  in 
isual  acuity  and  double  vision),  and  reversible  photosensitivity  reactions, 
larked  overdosage,  coupled  with  certain  predisposing  factors,  has  produced 
rief  convulsions  in  a few  patients. 

'recautlons:  As  with  all  new  drugs,  blood  and  liver  function  tests  are  advis- 
ble  during  prolonged  treatment.  Pending  further  experience,  like  most 
hemotherapeutic  agents,  this  drug  should  not  be  given  In  the  first  trimester 
t pregnancy.  It  must  be  used  cautiously  in  patients  with  liver  disease  or 
evere  Impairment  of  kidney  function.  Because  photosensitivity  reactions  have 
ccurred  in  a small  number  of  cases,  patients  should  be  cautioned  to  avoid 
nnecessary  exposure  to  direct  sunlight  while  receiving  NegGram,  and  if  a 
^action  occurs,  therapy  should  be  discontinued.  The  dosage  recommended 
>r  adults  and  children  should  not  arbitrarily  be  doubled  unless  under  the 
areful  supervision  of  a physician.  Bacterial  resistance  may  develop. 

jfhen  testing  the  urine  for  glucose  in  patients  receiving  NegGram,  Clinistix® 
eagent  Strips  or  Tes-Tape®  should  be  used  since  other  reagents  give  a 
ilse-positive  reaction. 

I osage:  Adults:  Four  Gm.  dally  by  mouth  (2  Caplets®  of  500  mg.  four  times 
ally)  for  one  to  two  weeks.  Thereafter,  If  prolonged  treatment  Is  Indicated, 

I le  dosage  may  be  reduced  to  two  Gm.  dally.  Children  may  be  given 
: aproximalely  25  mg.  per  pound  of  body  weight  per  day,  administered  In 
fivided  doses.  The  dosage  recommended  above  for  adults  and  children 
lould  not  arbitrarily  be  doubled  unless  under  the  careful  supervision  of  a 
hysiclan.  Until  further  experience  Is  gained.  Infants  under  1 month 
lOuld  not  be  treated  with  the  drug. 

ow  supplied:  Buff-colored,  scored  Caplets®  of  500  mg.  lor  adults,  conve- 

t'  jlently  available  in  bottles  of  56  (sufficient  for  one  full  week  of  therapy)  and  in 
ottles  of  1000.  250  mg.  for  children,  available  in  bottles  of  56  and  1000. 

eferences:  (1)  Based  on  23  clinical  papers,  1512  cases.  Bibliography  on 
tquest.  (2)  Bush,  I.  M.,  Orkin,  L.  A.,  and  Winter,  J.  W.,  in  Sylvester,  J.  C.: 

1 ntimicrobial  Agents  and  Chemotherapy — 1964,  Ann  Arbor,  American 
’ ociety  for  Microbiology,  1965,  p.  722. 
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Diagnosis: 

cystitis? 

pyelonephritis? 

pyelitis? 

urethritis? 

prostatitis? 

in  any  case, 
usually  gram-negative* 


Therapy: 

two  500  mg.  Caplets®  q.i.d. 

(initial  adult  dose) 

NegGram' 

Brand  of 

nalidixic  acid 

a specific  anti-gram-negative 

eradicates  most  urinary 
tract  infections... 

• Low  incidence  of  untoward  effects;  no  fungal 
overgrowth,  crystalluria,  ototoxic  or  nephrotoxic 
effects  have  been  observed. 

• “Excellent”  or  “good"  response  reported  in 
more  than  2 out  of  3 patients  with  either  chronic 
or  acute  gram-negative  infections.^ 

*As  many  as  9 out  of  10  urinary  tract  infections  are  now  caused 
by  gram-negative  organisms:  E.  coli,  Klebsiella,  Aerobacter, 

Proteus,  Paracolon  or  Pseudomonas’. . . However,  infections  of  the 
urethra  and  prostate  caused  by  non-gonococcal  gram-negative 
organisms  are  believed  to  be  less  prevalent. 


now... introducing  anew  high-strength  dosage  fol 

SIONEIM 


A 'MAXIMUM  SECURITY'  ANTIBIOTir 


^ THE  BROAD  RANGE  DEPENDABILITY  OF  TETRACYCLINE 
long  established  as  the  broad-spectrum  agent  of  first  choice  in  a wide 
variety  of  infections 

^ WITH  THE  ADDED  SECURITY  OF  MEDIUM-SPECTRUM  REINFORCEMENT 
triacetyloleandomycin  is  highly  active  against  the  common  ‘coccal’ 
pathogens,  including  certain  strains  of  staphylococci  resistant  to  penicillin 
and  tetracycline 

* ESPECIALLY  VALUABLE  IN  U.R.I. 
provides  decisive  therapy  in  acute  respiratory  infections  and  other 
conditions  in  which  staphylococci,  streptococci  or  mixed  flora  are 
frequently  encountered 

:fc  NOW  AVAILABLE  IN  NEW  STRENGTH  FOR  NEW  CONVENIENCE  AND 
ECONOMY 

Signemycin  375  — high-potency  capsules  for  simpler  administration, 
greater  patient  economy 
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ClJf  375 

(tetracycline  250  mg. 
triacetyloleandomycin  125  mg.) 


Indications:  Indicated  in  the  therapy  of  acute  severe  infec- 
tions caused  by  susceptible  organisms  and  primarily  by 
bacteria  more  sensitive  to  the  combination  than  to  either 
component  alone.  In  any  infection  in  which  the  patient  can 
be  expected  to  respond  to  a single  antibiotic,  the  combina- 
tion is  not  recommended.  Signemycin  should  not  be  used 
where  a bacteriologically  more  effective  or  less  toxic 
agent  is  available.  Triacetyloleandomycin,  a constituent  of 
Signemycin,  has  been  associated  with  deleterious  changes 
in  liver  function.  See  precautions  and  adverse  reactions. 
Contraindications:  Contraindicated  in  Individuals  who  have 
shown  hypersensitivity  to  any  of  its  components.  Not  recom- 
mended for  prophylaxis  or  in  the  management  of  infectious 
processes  which  may  require  more  than  10  days  of  con- 
tinuous therapy.  If  clinical  judgement  dictates  therapy  for 
longer  periods,  serial  monitoring  of  liver  function  is  recom- 
mended. Not  recommended  for  subjects  who  have  shown 
abnormal  liver  function  tests,  or  hepatotoxic  reactions  to 
triacetyloleandomycin. 

Precautions  and  Adverse  Reactions:  Triacetyloleandomycin, 
administered  to  adults  in  daily  oral  doses  of  1.0  gm.  for  10 
or  more  days,  may  produce  hepatic  dysfunction  and  jaun- 
dice. Adults  requiring  3 gm.  of  Signemycin  initially  should 
have  liver  function  followed  carefully  and  the  dosage  should 
be  reduced  as  promptly  as  possible  to  the  usual  recom- 
mended range  of  1.0  to  2.0  gm.  per  day.  Present  clinical 
experience  indicates  that  the  observed  changes  in  liver 


function  are  reversible  after  discontinuation  of  the  drug. 

Use  with  caution  in  lower  than  usual  doses  in  cases  with 
renal  impairment  to  avoid  accumulation  of  tetracycline  and 
possible  liver  toxicity.  If  therapy  is  prolonged  under  such 
circumstances,  tetracycline  serum  levels  may  be  advisable. 
In  long  term  therapy  or  with  intensive  treatment  or  in  known 
or  suspected  renal  dysfunction,  periodic  laboratory  evalua- 
tion of  the  hematopoietic,  renal  and  hepatic  systems  should 
be  done.  Formation  of  an  apparently  harmless  calcium  com- 
plex with  tetracycline  in  any  bone  forming  tissue  may  occur. 
Use  of  tetracycline  during  tooth  development  (3rd  trimester 
of  pregnancy,  infancy  and  early  childhood)  may  cause  dis- 
coloration of  the  teeth.  Reversible  increased  intracranial 
pressure  due  to  an  unknown  mechanism  has  been  observed 
occasionally  in  infants  receiving  tetracycline.  Glossitis,  sto- 
matitis, proctitis,  nausea,  diarrhea,  vaginitis  and  definite 
allergic  reactions  occur  rarely.  Severe  anaphylactoid  reac- 
tions have  been  reported  as  due  to  triacetyloleandomycin. 
Photosensitivity  and  photoallergic  reactions  (due  to  the 
tetracycline)  occur  rarely.  Medication  should  be  discon- 
tinued when  evidence  of  significant  adverse  side  effects  or 
reaction  is  present.  Patients  should  be  carefully  observed 
for  evidence  of  overgrowth  of  nonsusceptible  organisms 
including  fungi,  which  occurs  occasionally,  and  which  in- 
dicates this  drug  should  be  discontinued  and  appropriate 
therapy  instituted.  Steps  should  be  taken  to  avoid  masking 
syphilis  when  treating  gonorrhea. 


J.  B.  ROERIG  AND  COMPANY 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-being® 
New  York.  N.Y.  10017 
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new  small  size 


15  Qm. 

FOR  TOPICAL  USE  OHl^ 

SYNALAR*; 

IFLUOCINOLONE  I 
ACETONIDE]  ! 

CREAM 


^9  i 

SYNTEX  ! 

LABORATORIES,  INC.  1 
Palo  Alto,  Calit.  | 


CAUTION  I 
Federal  law  : ^ 
, prohibits  dispensing " 
without  prescription 

„ MADE  IN  U.S.A. 


Syiialar’o.oi« 

(fluocinolone  acetonide)  cream 

15  Gm. 

for  even  greater 
economy  in 
office  or  hospital 
practice 


the  superiority 

topicai 
with  the 


Now  you  can  prescribe  as  little  or  as  much  Synalar  Cream 
0.01%  as  is  needed  for  a particular  therapeutic  problem  in  a size 
that  permits  the  greatest  economy  for  your  patient.  The  new 
15  Gm.  tube,  tor  example,  is  best  suited  tor  short-term  therapy 
and  tor  small  sites.  For  more  extensive  body  areas  prescribe  the 
45  Gm.  fube-a  size  that's  also  ideal  for  your  treatment  table.  And 
the  120  Gm.  jar  is  most  economical  tor  hospital  use.  Thus,  with 
Synalar  Cream  0.01%,  you  have  the  superiority  of  a modern  topi- 
cal corticosteroid  shown  to  be  more  effective  than  1%  hydrocor- 
tisone''^ plus  the  economy  that  makes  therapy  practical  for  use 
in  more  dermatologic  conditions,  in  long-term  maintenance,  with 
occlusive  dressings  in  resistant  cases,  and  in  extensive  area 
involvement. 

Contraindications:  Tuberculous,  fungal,  and  most  viral  lesions  of  the  skin 
(including  herpes  simplex,  vaccinia,  and  varicella).  Not  for  ophthalmic 
use.  Contraindicated  in  individuals  with  a history  of  hypersensitivity  to  any 
of  its  components.  Precautions:  1.  Generat-Synalar  Cream  0.01%  is  virtually 
nonsensitizing  and  nonirritaling  Where  severe  local  infection  or  systemic 
infection  exists,  the  use  of  systemic  antibiotics  should  be  considered,  based 
on  susceptibility  testing.  While  topical  steroids  have  not  been  reported  to 


have  an  adverse  effect  on  pregnancy,  the  safety  of  their  use  on  pregnant 
females  has  not  absolutely  been  established.  Therefore,  they  should  not  be 
used  extensively  on  pregnant  patients,  in  large  amounts,  or  lor  prolonged 
periods  of  time.  2.  Occlusive  dressing  melhod-With  occlusion  of  extensive 
areas,  systemic  absorption  of  the  corticosteroid  may  occur,  and  suitable 
precautions  should  be  taken.  Occasional  patients  may  show  contact  sensi- 
tivity to  a particular  dressing  material  or  adhesive.  Miliaria,  folliculitis,  or 
pyodermas  have  been  seen  infrequently  with  the  use  of  this  technique.  The 
development  of  infection  requires  appropriate  antibacterial  therapy  and  dis- 
continuation of  the  occlusive  dressing  method.  Local  atrophy  and  striae 
have  been  reported  with  protracted  occlusive  dressing  therapy.  While  lesion 
relapses  can  be  expected  to  occur  in  many  psoriatic  patients,  remissions 
may  persist  tor  several  weeks  to  several  months  in  favorable  cases.  The 
patient  whose  psoriasis  is  in  an  active  stage,  with  recent  appearance  of  new 
lesions,  may  not  be  a good  candidate  and  may  show  early  relapse.  Some 
plastic  films  may  be  flammable,  and  due  care  should  be  exercised  in  their 
use.  Similarly,  caution  should  be  employed  when  such  films  are  used  on  or 
left  near  children  to  avoid  the  possibility  of  accidental  suffocation.  Side 
Effects:  Side  effects  are  not  ordinarily  encountered  with  topically  applied 
corticosteroids.  As  with  all  drugs,  however,  a few  patients  may  read  unfa- 
vorably to  Synalar  under  certain  conditions  References:  1.  Cahn,  M M , and 
Levy,  E.  J : J New  Drugs  1.262  (Nov. -Dec  ) 1961.  2.  Meenan.  F.  O : J Irish 
Med  Ass  52:75  (Mar.)  1963.  3.  Robinson.  H.  M..  Jr..  Raskin.  J,.  and  Dunsealh, 
W.  J.  R.:  Southern  Med  J 56  797  (Jut.)  1963. 


lof  a modern 
corticosteroid 
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120  Gm.  jar  15  Gm.  tube  45  Gm.  tube 
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Abbotf  Laboratories  895-896-897 

Ames  Company  943 


Blue  Cross  Hosp.  Plan 
Breon  Laboratories 
Bristol  Laboratories 
Burroughs  Wellcome 


933 

893 

850-902-926-927 
913 


Ciba  Pharmaceuticol 


91 4-91 5 


Dorsey  Laboratories  

William  W.  Dye,  M D.  (Sale  Ad) 

Geigy  Pharmaceuticols  

Glenbrook  Laboratories  

Highland  Hospital  

Hynson,  Westcott  & Dunning 

The  Kendall  Company  

Lakeside  Laboratories  

Lederle  Laboratories  

Eli  Lilly  & Company  


921-922-923-924-925 

903 

918 

932 

920 

835 

931 

905-906-907-903-909-91 0-91 1 -91  2 
849-886-887-901 -91 7-941 -942 

856 


Medical  Protective  Company  

Merck,  Sharp  & Dohme  

Wm.  S.  Merrell  Company  

920 

842-843-854-8S5 

844-845 

Neisler  Laboratories  

New  Castle  Sanitarium  

838-839-928-929 

903 

Parke  Davis  & Company  

Pitmon-Moore  

Poythress  & Company  

834 

883 

855 

Robins  Compony  

Roche  Laboratories  

Roerig  Company  
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why 
wonder 
about  a 
drug  for 
your 
forgetful 
patient 


lOECI  X )M  YC  M N 

DEMErHYIX;HlX)IlTKn{A(]YCLINK 


-more  convenient 

-more  easily 
remembered 

DECLOMYCIIV 

DEMETHYLCHLORTETRACYCUNE 
300 mg  HIM  COATED  TABLETS 

are  made  for  bid. 

Effective  in  a wide  range  of  everyday  infections— respiratory, 
urinary  tract  and  others— in  the  young  and  aged— the  acutely  or 
chronically  ill— when  the  offending  organisms  are 
tetracycl  i ne-sensiti  ve. 

Contraindication— History  of  hypersensitivity  to 
demethylchlortetracycline. 

Warning— in  renal  impairment,  usual  doses  may  lead  to 
excessive  systemic  accumulation  and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are  indicated  and,  if 
therapy  is  prolonged,  serum  level  determinations  may  be 
advisable.  A photodynamic  reaction  to  natural  or  artificial 
sunlight  has  been  observed.  Small  amounts  of  drug  and  short 
exposure  may  produce  an  exaggerated  sunburn  reaction  which 
may  range  from  erythema  to  severe  skin  manifestations. 

In  a smaller  proportion,  photoallergic  reactions  have  been 
reported.  Patients  should  avoid  direct  exposure  to  sunlight  and 
discontinue  drug  at  the  first  evidence  of  skin  discomfort. 
Precautions  and  Side  Effects— Overgrowth  of  nonsusceptible 
organisms  may  occur.  Constant  observation  is  essential.  If  new 
infections  appear,  appropriate  measures  should  be  taken. 

Use  of  demethylchlortetracycline  during  tooth  development  (last 
trimester  of  pregnancy,  neonatal  period  and  early  childhood) 
may  cause  discoloration  of  the  teeth  (yellow-grey-brownish). 

This  effect  occurs  mostly  during  long-term  use  but  has  also  been 
observed  in  short  treatment  courses.  In  infants,  increased 
intracranial  pressure  with  bulging  fontanels  has  been  observed. 

All  signs  and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment.  Side  reactions  include  glossitis,  stomatitis, 
proctitis,  nausea,  diarrhea,  vaginitis  and  dermatitis.  If  adverse 
reaction  or  idiosyncrasy  occurs,  discontinue  medication  and 
institute  appropriate  therapy.  Anaphylactoid  reactions 
have  been  reported. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Should 
be  given  1 hour  before  or  2 hours  after  meals,  since  absorption 
is  impaired  by  the  concomitant  administration  of  high  calcium 
content  drugs,  foods  and  some  dairy  products. 

Capsules:  150  mg;  Tablets:  film  coated,  300  mg,  150  mg,  and  75 
mg  of  demethylchlortetracycline  HCI. 

LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


Blood-glucose 
screening  for  ^ 
your  patients? 


(* 


DEXTROSTIX- 

provides  a clinically  useful 
determination  when  performed 
according  to  directions" 


DEXTROSTIX  is  not  intended  to  replace 

the  more  precise  analytical  laboratory  methods. 


...because  “Abnormalities  of  glucose 
metabolism  are  among  the  [most 
common]  encountered  in  clinical 
practice....”*  Simple,  quick,  econom- 
ical blood-glucose  screening 
with  DextrostiX'^  Reagent  Strips  is 
practicable  in  every  regular  physical 
examination,  emergency  situation, 
and  whenever  hypo-  or  hyper- 
glycemia may  be  of  clinical 
significance  — for  “The  precision 
and  accuracy  of  Dextrostix 
...meet  the  need  for  an  always 
available  simple  screening 
method....”*  All  that  is  required 
for  screening  with 
Dextrostix  is  60  seconds 
and  a globular  drop  of 
capillary  or  venous  blood. 

Abnormal  readings  will  be 
a valuable  aid  to  diagnosis; 
normals  will  help  you 
establish  an  important 
baseline  for  future  reference. 


Marks,  V.,  and  Dawson,  A.: 
Brit.  M.  J.  7:293,  1965. 


Yes— all  your  patients 


AMES  COMPANY,  INC. 
Elkhart,  Indiana 


/XIS/1ES 


“Heart  symptoms”— chest  pain,  tachycardia,  ar- 
rhythmia—invariably  alarm  and  preoccupy  the 
patient,  though  they  may  be  completely  without 
organic  basis.  Such  symptoms  often  are  somatic 
masks  of  psychic  tension,  arising  from  constant 
encounters  with  stressful  situations. 


ous  procedures  until  correct  maintenance  dosage  is  established; 
driving  during  therapy  not  recommended.  In  general,  concurrent 
use  with  other  psychotropic  agents  is  not  recommended.  Warn 
patients  of  possible  combined  effects  with  alcohol.  Safe  use  in 
pregnancy  not  established.  Observe  usual  precautions  in  impaired 
renal  or  hepatic  function  and  in  patients  who  may  be  suicidal; 
periodic  blood  counts  and  liver  function  tests  advisable  in  long- 
term use.  Cease  therapy  gradually. 


When  the  problem  is  diagnosed  as  emotionally 
produced,  consider  Valium  (diazepam)  as  adjunc- 
tive therapy.  Valium  (diazepam)  acts  rapidly  to 
calm  the  patient,  to  reduce  his  psychic  tension  and 
relieve  associated  cardiovascular  complaints. 
NEUROTIC  FATIGUE— the  chronic  tiredness  resulting 
from  emotional  strain  which  so  often  accompanies 
psychogenic  “heart”  symptoms  — also  can  be 
alleviated  by  this  highly  useful  agent.  Valium 
(diazepam)  often  achieves  results  where  other  psy- 
chotherapeutic agents  have  failed. 

Valium  (diazepam)  is  generally  well  tolerated,  and 
usually  does  not  impair  mental  acuity  or  ability  to 
function.  If  side  effects  such  as  ataxia  and  drowsi- 
ness occur,  they  usually  disappear  with  dosage 
adjustment. 

Contraindications:  Infants,  patients  with  history  of  convulsive 
disorders  or  glaucoma. 

Warning:  Not  of  value  in  the  treatment  of  psychotic  patients, 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 

Precautions:  Limit  dosage  to  smallest  effective  amount  in  elderly 
patients  (not  more  than  1 mg,  one  or  two  times  daily)  to  preclude 
ataxia  or  oversedation.  Advise  patients  against  possibly  hazard- 


Side Effects:  Side  effects  (usually  dose-related)  are  fatigue, 
drowsiness  and  ataxia.  Also  reported:  mild  nausea,  dizziness, 
blurred  vision,  diplopia,  headache,  incontinence,  slurred  speech, 
tremor  and  skin  rash;  paradoxical  reactions  (excitement,  de- 
pression, stimulation,  sleep  disturbances  and  hallucinations)  and 
changes  in  EEC  patterns.  Abrupt  cessation  after  prolonged  over- 
dosage may  produce  withdrawal  symptoms  similar  to  those  seen 
with  barbiturates,  meprobamate  and  chlordiazepoxide  HCl. 

Dosage  — Adults:  Mild  to  moderate  psychoneurotic  reactions,  2 
to  5 mg  b.i.d.  or  t.i.d.;  severe  psychoneurotic  reactions,  S to  10 
mg  t.i.d.  or  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hrs, 
then  S mg  t.i.d.  or  q.i.d.  as  needed;  muscle  spasm  with  cerebral 
palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d.  Geriatric  patients: 
1 or  2 mg /day  initially,  increase  gradually  as  needed. 

Supplied:  Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of  SO  for  con- 
venience and  economy  in  prescribing. 

Roche  Laboratories  Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  N.J.  07110 


for  somatic  symptoms  of  psychic  tension 

• 2-mg,  5-mg,  10-mg  tablets 


((diazepam) 
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some 
allergens 
are  red... 


whatever  their 
color,  shape, 
or  size... 


Benadryf 

(diphenhydramine 

hydrochioride) 

PARKE-DAVIS 

for  control  of 
allergic  symptoms 


Whether  the  allergen  is  red  and  round,  or  unseen 
and  unknown,  BENADRYL  provides  relief  of 
symptomatic  distress  through  its  antihistaminic 
and  antispasmodic  actions.  PRECAUTIONS: 
Persons  who  have  become  drowsy  on  this  or 
other  antihistamine-containing  drugs,  or  whose 
tolerance  is  not  known,  should  not  drive  vehicles 
or  engage  in  other  activities  requiring  keen 
response  while  using  this  product.  Hypnotics, 
sedatives,  or  tranquilizers  if  used  with 
BENADRYL  should  be  prescribed  with  caution 


because  of  possible  additive  effect.  Diphenhy- 
dramine has  an  atropine-like  action  which  should 
be  considered  when  prescribing  BENADRYL. 

SIDE  EFFECTS:  Side  reactions,  commonly  asso- 
ciated with  antihistaminic  therapy  and  generally 
mild,  may  affect  the  nervous,  gastrointestinal,  and 
cardiovascular  systems.  Most  frequent  reactions 
are  drowsiness,  dizziness,  dryness  of  the  mouth, 
nausea,  and  nervousness.  BENADRYL  is  available 
in  Kapseals®  of  50  mg.  and  Capsules  of  25  mg.  oom 


PARKE-DAVIS  (l()() 


PARKE,  DAVIS  COMPANY,  Detroit.  Michigan  48232 


/ 


HW&D  BRAND  OPLUTUTRIN 


3000  UNIT  TABLETS 


In  controlling  abnormal  uter- 


the  drug  of  choice  by  many 
clinicians. 


reported,  even  when  massive 


administered. 

Literature  on  indications  and 
dosage  available  on  request. 

Supplied  in  bottles  of 
twenty-five  3,000  unit  tablets. 


in  vivo  measurement  of  LUTREXIN  (Lututrin)  on  contracting  uterine  muscle 


IN  THE  TREATMENT  OF  FUNCTIONAL.  DYSMENORRHEA 


AND  SELECTED  CASES  OF  PREMATURE  LABOR  AN 


AND  3RD  TRIMESTER  THREATENED  ABORTIO 


ine  activity,  LUTREXIN,  the 
non-steroid  “uterine  relaxing 
factor”  has  been  found  to  be 


No  side  effects  have  been 


doses  (25  tablets  per  day)  were 


HYNSON.  WESTCOTT  & DUNNING,  INC. 


BALTIMORE,  MARYLAND  21201 
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Indications:  Urinary  tract  infections  caused  by  gram-negative  and  some  gram- 
positive organisms. 

Side  effects:  Mainly  mild,  transient  gastrointestinal  disturbances;  in 
occasional  instances,  drowsiness,  fatigue,  pruritus,  rash,  urticaria,  mild 
eosinophilia,  reversible  subjective  visual  disturbances  (overbrightness  of 
lights,  change  in  visual  color  perception,  difficulty  in  focusing,  decrease  in 
visual  acuity  and  double  vision),  and  reversible  photosensitivity  reactions. 
Marked  overdosage,  coupled  with  certain  predisposing  factors,  has  produced 
brief  convulsions  in  a few  patients. 

Precautions:  As  with  all  new  drugs,  blood  and  liver  function  tests  are  advis- 
able during  prolonged  treatment.  Pending  further  experience,  like  most 
chemotherapeutic  agents,  this  drug  should  not  be  given  in  the  first  trimester 
of  pregnancy.  It  must  be  used  cautiously  in  patients  with  liver  disease  or 
severe  impairment  of  kidney  function.  Because  photosensitivity  reactions  have 
occurred  in  a small  number  of  cases,  patients  should  be  cautioned  to  avoid 
unnecessary  exposure  to  direct  sunlight  while  receiving  NegGram,  and  if  a 
reaction  occurs,  therapy  should  be  discontinued.  The  dosage  recommended 
for  adults  and  children  should  not  arbitrarily  be  doubled  unless  under  the 
careful  supervision  of  a physician.  Bacterial  resistance  may  develop. 

When  testing  the  urine  for  glucose  in  patients  receiving  NegGram,  Clinistix® 
Reagent  Strips  or  Tes-Tape®  should  be  used  since  other  reagents  give  a 
false-positive  reaction. 

Dosage:  Adults:  Four  Gm.  dally  by  mouth  (2  Caplets®  of  500  mg.  four  times 
daily)  for  one  to  two  weeks.  Thereafter,  If  prolonged  treatment  Is  Indicated, 
the  dosage  may  be  reduced  to  two  Gm.  dally.  Children  may  be  given 
approximately  25  mg.  per  pound  of  body  weight  per  day,  administered  In 
divided  doses.  The  dosage  recommended  above  lor  adults  and  children 
should  not  arbitrarily  be  doubled  unless  under  the  careful  supervision  of  a 
physician.  Until  further  experience  1$  gained.  Infants  under  1 month 
should  not  be  treated  with  the  drug. 

How  supplied:  Buff-colored,  scored  Caplets®  of  500  mg.  lor  adults,  conve- 
niently available  in  bottles  of  56  (sufficient  for  one  full  week  of  therapy)  and  in 
bottles  of  1000.  250  mg.  for  children,  available  in  bottles  of  56  and  1000. 

References:  (1)  Based  on  23  clinical  papers,  1512  cases.  Bibliography  on 
request.  (2)  Bush,  I.  M.,  Orkin,  L.  A.,  and  Winter,  J.  W.,  in  Sylvester,  J.  C.: 
Antimicrobial  Agents  and  Chemotherapy  — 1964,  Ann  Arbor,  American 
Society  for  Microbiology,  1965,  p.  722. 


Diagnosis: 

cystitis? 

pyelonephritis? 

pyelitis? 

urethritis? 

prostatitis? 

in  any  case, 
usually  gram-negative* 


Therapy: 

two  500  mg.  Caplets®  q.i.d. 

(initial  adult  dose) 

NegGram 

Brand  of 

nalidixic  acid 

a specific  anti-gram-negative 

eradicates  most  urinary 
tract  infections... 


• Low  incidence  of  untoward  effects;  no  fungal 
overgrowth,  crystalluria,  ototoxic  or  nephrotoxic 
effects  have  been  observed. 

• “Excellent”  or  “good”  response  reported  in 
more  than  2 out  of  3 patients  with  either  chronic 
or  acute  gram-negative  infections.^ 


Winthrop  Laboratories,  New  York,  N.  Y.  10016 


*As  many  as  9 out  of  10  urinary  tract  infections  are  now  caused 
by  gram-negative  organisms;  E.  coli,  Klebsiella,  Aerobacter, 
Proteus,  Paracolon  or  Pseudomonas^. . . However,  infections  of  the 
urethra  and  prostate  caused  by  non-gonococcal  gram-negative 
organisms  are  believed  to  be  less  prevalent. 


When  uncontrolled 
diarrhea  brings 
a call  for  help 


When  the  diarrhea  sufferer  has  run  the  gamut  of 
home  remedies  without  success,  pleasant-tasting 
CREMOMYCiN  can  answer  the  call  for  help.  It  can  be 
counted  on  to  consolidate  fluid  stools,  soothe  intes- 
tinal inflammation,  inhibit  enteric  pathogens,  and 
detoxify  putrefactive  materials  — usually  within  a 
few  hours. 


CREMOMYCIN  Combines  the  bacteriostatic  agents,  \ ^ 
succinylsulfathiazole  and  neomycin,  with  the  ad-  | p 
sorbent  and  protective  demulcents,  kaolin  and  pec- 
tin, for  comprehensive  control  of  diarrhea.  j 

INDICATIONS:  Diarrhea. 

CONTRAINDICATIONS:  Do  not  use  in  intestinal  obstruction,  ex-  I 
tensive  ulceration  of  bowel,  or  diverticulosis;  in  hypersensitivity  I 
to  sulfonamides  or  neomycin;  in  pregnancy  at  term,  in  premature  ' 
infants,  or  during  first  week  of  life  in  the  newborn.  , 

WARNINGS:  Use  only  after  critical  appraisal  in  patients  with  j ' 
hepatic  or  renal  damage,  urinary  obstruction,  or  blood  dyscra-  ^ 
sias.  Fatal  hypersensitivity  reactions  and  blood  dyscrasias  re-  j 
ported  with  use  of  sulfonamides.  Consider  periodic  blood  counts,  s 
hepatic  and  renal  function  tests  during  intermittent  or  chronic  i 
use.  I 

PRECAUTIONS:  Succinylsulfathiazole:  Use  with  caution  if  there  I ( 
is  history  of  significant  allergies  and/or  asthma.  Continued  use  j ~ 
requires  supplementary  vitamins  B,  and  K.  Neomycin:  Watch  for  | H 
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your  for 
Cremomycin 
can  provide  relief 


where  today’s  theory  is  tomorrow’s  therapy 


curare-like  neuromuscular  block  during  anesthesia  if  neomycin 
is  used  preoperatively  in  large  doses  when  renal  function  is 
poor;  watch  for  overgrowth  of  nonsusceptible  organisms.  Con- 
sider possibility  of  ototoxicity  and  nephrotoxicity  with  prolonged 
high  dosage. 

SIDE  EFFECTS:  As  with  all  sulfonamides:  Headache,  malaise,  an- 
orexia, G.l.  symptoms,  hepatitis,  pancreatitis,  blood  dyscrasias, 
neuropathy,  drug  fever,  rash,  conjunctival  and  scleral  injection, 
petechiae,  purpura,  hematuria,  and  crystalluria  have  been  noted. 
Reduced  fecal  output  of  thiamine  and  decreased  synthesis  of 
vitamin  K have  been  reported.  Neomycin:  Nausea,  loose  stools. 

Before  prescribing  or  administering,  read  package  circular  with 
product  or  available  on  request. 

promptly  relieves  diarrheal  distress 

Cremomycin* 

ANTIDIARRHEAL  ^ 

Composition:  Each  30  cc.  contains  neomycin  sulfate  300  mg. 
(equivalent  to  210  mg.  of  neomycin  base),  succinylsulfathiazole 
3.0  Gm.,  colloidal  kaolin  3.0  Gm.,  pectin  0.27  Gm. 


^MERCK  SHARP  & DOHME 


Division  of  Merck  & Co  . Inc..  West  Point.  Pa. 
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During  the  past  summer  the  Departments  of  Health  and  Eeonomic  Secur- 
ity initiated  a fee  schedule  for  the  recipients  of  Title  XIX  under  Public 
Law  89-97  in  which  physicians  in  different  categories  received  varied  fees 
according  to  their  classification  as  specialists  or  non-specialists. 

These  departments  contended  that  a fixed  fee  schedule  is  necessary  for  them  to 
budget  the  various  expenses  needed  to  meet  the  health  care  of  these  beneficiaries. 
In  addition  to  physicians,  other  vendors  such  as  hospitals,  druggists,  and  dentists 
must  be  paid  from  a fixed  allocated  sum  of  money. 

A large  number  of  private  practice  physicians  contend  it  would  be  more  eco- 
nomical for  the  physician  to  be  paid  their  usual  and  customary  fee  for  the  serviees 
they  render  rather  than  the  fixed  fee  announced.  To  substantiate  this  it  will  be 
necessary  that  a survey  of  fees  of  private  physicians  in  Kentucky  be  made.  The 
House  of  Delegates  of  Kentucky  Medical  Association  approved  such  a study  at  the 
annual  meeting  in  September. 

Blue  Shield  and  the  Kentucky  Department  of  Health  have  indieated  they  are 
willing  to  undertake  and  bear  the  expense  of  such  a survey.  To  be  aceurate  this 
survey  will  require  the  cooperation  of  at  least  75%  of  the  private  physicians  in 
our  state. 

A program  based  on  the  usual  customary  and  prevailing  fee  operated  by  Blue 
Shield  for  one  large  industry  in  Jefferson  County  has  recently  completed  its  first 
year.  Of  about  eleven  thousand  claims,  97.8%  were  paid  without  question.  It  was 
necessary  to  adjudicate  only  one  claim. 

The  physicians  have  been  pleased  with  the  plan,  the  employees  are  happy,  the 
employer  is  gratified  and  the  carrier  is  satisfied.  Where  all  involved  are  so  content, 
arguments  against  such  a plan  are  hard  to  substantiate. 

More  and  more  industries  and  employers  are  demanding  similar  programs  and 
1 would  urge  every  physician  to  cooperate  in  the  survey  in  hopes  that  Title  XIX 
could  be  operated  in  an  equally  successful  manner. 


Most  of  my  patients  with 
high  blood  pressure  are 
as  old  as  I am.  A lot  of  them 
are  living  on  pensions. 
They’re  grateful  when  I can 
keep  prescription  costs 
down. 


I 


Regroton* 

chlorthalidone  50  mg.  reserpine  0.25  mg. 

1 tablet  daily 
brings  pressure  down 

Aavantage:  Both  components  of  Regroton 
are  long-acting. 

Average  dosage:  One  tablet  daily  with  . 
breakfast. 

Corrtraindications:  History  of  mental 
depression,  hypersensitivity,  and  most 
cases  of  severe  renal  or  hepatic  diseases. 
Warning:  Discontinue  2 weeks  before 
genera!  anesthesia,  1 week  before  electro- 
shock therapy,  and  if  depression  or 
peptic  ulcer  occurs.  With  administration 
of  enteric-coated  potassium  supplements, 
the  possibility  of  small  bowel  lesions  ” 
should  be  kept  in  mind. 

Precautions:  Reduce  dosage  of  con- 
comitant antihypertensive  agents  by  one- 
half.  Discontinue  if  the  BUN  rises  or 
liver  dysfunction  is  aggravated.  Electro- 
lyte imbalance  and  potassium  depletion 
may  occur;  take  particular  care  in  ; 

cirrhosis  Of  severe  ischemic  heart  disease,^ 
and  in  patients  receiving  corticosteroids, 
ACTH.  or  digitalis.  Sail  restriction  is  not 
recommended.  Use  with  caution  in 
patients  with  ulcerative  colitis,  gall- 
stones. or  bronchial  asthma. 

Side  effects:  Nausea,  vomiting,  diarrhea, 
muscle  cramps,  headaches  and  dizziness. 
Potential  side  effects  include  angina  pecto- 
ris, anxiety,  depression,  drowsiness, 
hyperglycemia,  hyperuricemia,  lassitude, 
leukopenia,  nasal  stuffiness,  nightmare, 
purpura,  urticaria,  and  weakness. 

For  full  details,  see  the  complete  prescrib- 
ng  information. 

Availabiiity:  Bottles  of  100  and  1000  tablets. 

Geigy 


R.  R.,  Age  n — Before  treatment—  After  treatment— with  ARISTOCORT 

atopic  eczema  of  long  standing  Topical  Ointment  0.1%  for  two  weeks 


ARISTOCORT*  Triamcinolone  AcetonideTopicals  have 
proved  exceptionally  effective  in  the  control  of  various 
forms  of  childhood  eczema:  allergic,  atopic,  nummular, 
psoriatic,  and  mycotic. 

In  most  cases  responsive  to  topical  ARISTOCORT, 
the  0.1%  concentration  is  sufficiently  potent.  The  0.5% 
concentration  provides  enhanced  topical  activity  for 
patients  requiring  additional  potency  for  proper  relief. 

Administration  and  Dosage:  Apply  sparingly  to  the  affected 
area  3 or  4 times  daily.  Some  cases  of  psoriasis  may  be  more 
effectively  treated  if  the  0.1%  Cream  or  Ointment  is  applied 
under  an  occlusive  dressing. 

Contraindications:  Tuberculosis  of  the  skin,  herpes  simplex, 
chicken  pox  and  vaccinia. 

Precautions  and  Side  Effects:  Do  not  use  in  the  eyes  or  in 
the  ear  (if  drum  is  perforated).  A few  individuals  react  un- 
favorably under  certain  conditions.  If  side  effects  are  en- 
countered, the  drug  should  be  discontinued  and  appropriate 

Aristocorf  Topical 

Triamcinolone  Acetonide 

LEDERLE  LABORATORIES,  A Division  of 


measures  taken.  Use  on  infected  areas  should  be  attended 
with  caution  and  observation,  bearing  in  mind  the  potential 
spreading  of  infection  and  the  advisability  of  discontinuing 
therapy  and/or  initiating  antibacterial  measures.  Generalized 
dermatological  conditions  may  require  systemic  corticoster- 
oid therapy.  Steroid  therapy,  although  responsible  for  remis- 
sions of  dermatoses,  especially  of  allergic  origin  cannot  be  ex- 
pected to  prevent  recurrence.  The  use  over  extensive  body 
areas,  with  or  without  occlusive  nonpermeable  dressings, 
may  result  in  systemic  absorption.  Appropriate  precautions 
should  be  taken.  When  occlusive  nonpermeable  dressings 
are  used,  miliaria,  folliculitis  and  pyodermas  will  sometimes 
develop.  Localized  atrophy  and  striae  have  been  reported 
with  the  use  of  steroids  by  the  occlusive  technique.  When 
occlusive  nonpermeable  dressings  are  used,  the  physician  < 
should  be  aware  of  the  hazards  of  suffocation  and  flamma-  i 
bility.  The  safety  of  use  on  pregnant  patients  has  not  been  i 
firmly  established.  Thus, do  not  use  in  large  amounts  or  for  t 
long  periods  of  time  on  pregnant  patients. 

Packages:  Tubes  of  5 Cm.  and  15  Cm.;  Vi  lb.  jar. 

PHOTOGRAPHS  COURTESY  OF  M.  M.  NIERMAN,  M.O, 

Ointment  0.1%  and  Cream  0.1%,  0.5% 

Also  available  in  foam  form  and  with  neomycin. 


American  Cyanamid  Company,  Pearl  River,  New  York 
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01037  mg. 
00194  mg. 
0 0065  mg 
60.0  mg 


FOR  RELIEF  OF  SIMPLE  DIARRHEA 
SHAKE  WELL 


Hyoscyamine  Sulfate 
Atropine  Sulfate 
Hyoscme  Hydrobromide 
Sodium  Benjoate  (Preservative) 
Alcohol  3.8  per  cent 


ZROBINS: 


robins: 


this  part  for 
diarrhea 

Kaoiin  exerts  a demulcent  action 
along  the  gastrointestinal  tract 
and  a detoxifying  action  in  the 
intestines  to  diminish  irritation  of 
the  mucosa  and  lessen  hyper- 
peristalsis, nausea  and  diarrhea. 

Pectin  exerts  its  demulcent  effect 
in  the  entire  tract  and  its  detoxify- 
ing action  primarily  in  the  large 
bowel  to  diminish  irritation  of  the 
mucosa  and  help  restore  normal 
intestinal  flora  and  function. 


this  part  for 
its  discomforts 

Belladonna  alkaloids  as  in 

Donnatal®  relieve  hypermotility 
of  smooth  muscle  in  the  gastro- 
intestinal tract  to  help  control 
cramping,  nausea,  and  painful 
straining.  Many  clinicians  con- 
sider the  belladonna  components 
of  Donnagel®  to  be  medicine’s 
most  effective  depressants  of  in- 
testinal motility.'-^  A preparation 
containing  only  kaolin  and  pectin, 
on  the  other  hand,  has  “little  or 
no  effect  on  cramps  simply  be- 
cause it  does  not  include  an  agent 
with  antispasmodic  action.’’^ 


Donnager  treats  the  whole  diarrhea  problem. 


Available  in  new  4-ounce  plastic  bottle 
on  your  prescription  or  recommendation. 
Also  available:  Donnagel®-PG  (with 
paregoric  equivalent)  and  Donnagel® 
with  Neomycin.  See  product  literature 
before  prescribing. 


References:  1.  Kramer,  P.,  and  Ingel- 
finger,  F.J. : Med.  Clin.  N.  Amer.,  32:1227, 
1948.  2.  Hock,  C.W. : Clin.  Med.,  5:1932, 
1961.  3.  Winfield,  I.W.:  Am.  J.  Gastro- 
ent.,  5/:438,  1959. 


AH'DOBIIMS 

A.  H.  Robins  Company,  Inc. 
Richmond,  Virginia  23220 


CLEAR  THE  TRACF  WITH 


coughing  ahead . . . 

Clear  the  Respiratory  Tract  with  Rohitussin 


Much  more  than  just  a slogan,  "clear  the  tract"  reflects  the  dependable 
antitussive-expectorant  action  of  the  three  Robitussin  formulations. 

All  contain  glyceryl  guaiacolate,  the  time-tested  expectorant 
that  greatly  enhances  the  output  of  lower  respiratory  tract  fluid. 
Increased  RTF  volume  exerts  a demulcent  effect  on  the  tracheobronchial 
mucosa,  promotes  ciliary  action,  and  makes  thick,  inspissated 
mucus  less  viscid  and  easier  to  raise.  Glyceryl  guaiacolate  is  safe, 
non-narcotic,  and  almost  universally  accepted  by  patients  of  all  ages. 


NOW! 

THREE 

ROBITUSSIN 

FORMULATIONS 

ROBITUSSIN 

ROBITUSSIN  A-C 

ROBITUSSIN-DM 

EXPECTORANT 

• 

• 

• 

DEMULCENT 

• 

• 

• 

COUGH  SUPPRESSANT 

• 

• 

ANTIHISTAMINE 

• 

LONG-ACTING 

(6-8  hours) 

• 

FORMULAS 


ROBITUSSIN® 

in  each  5 cc.  teaspoonful: 
Glyceryl  guaiacolate 
(Alcohol  3.5%) 

100  mg. 

ROBITUSSIN®  A-C 

(exempt  narcotic) 
in  each  5 cc.  teaspoonful: 
Glyceryl  guaiacolate 

100  mg. 

Pheniramine  maleate 

7.5  mg. 

Codeine  phosphate 

(warning:  may  be  habit  forming) 

(Alcohol  3.5%) 

10.0  mg. 

ROBITUSSIN®-DM 

new,  non-narcotic 
in  each  5 cc.  teaspoonful: 

Glyceryl  guaiacolate  100  mg. 

Dextromethorphan  hydrobromide  15  mg. 


Robitussin  and  Robitussin-DM  are  avail- 
able at  pharmacies  everywhere  on  your 
prescription  or  recommendation. 

A.  H.  Robins  Company,  Inc.  Richmond,  Va. 


OUR  PHOTO: 

Engine  No.  89  of  the  Monadnock,  Steamtown 
& Northern  Railway  pulls  a trainload  of 
steam  enthusiasts  through  the  New  England 
countryside  between  Bellows  Falls  and  Chester,  Vermont. 


AH'I^OBINS 


ONE  OF  THE  ROBITUSSIN*  FORMULAS 


now  long  will 
it  take  her 
to  recover  from 
her  hip  fracture 
if  she  just 
doesn’t  care? 


I Does  she  really  care? 

Is  she  alert,  encouraged, 
positive  and  optimistic 
about  getting  completely 
well  soon? 

Or  has  she  given  in  to 
the  demoralizing  impact 
of  confinement,  disability 
and  dependency? 

When  functional  fatigue 
complicates  convalescence, 
Alertonic  can  help... 


Pleasant-tasting  Alertonic  is  pipradrol  hydrochloride 
—an  effective  cerebral  stimulant  whose  gentle  ana- 
leptic action  helps  counteract  the  apathy  and  inertia 
that  can  often  delay  convalescence— together  with  an 
excellent  vitamin  and  mineral  formula,  in  a satisfy- 
ing 15%  alcohol  vehicle. 

Nothing  fosters  confidence  and  a sense  of  well- 
being better  than  your  own  personal  warmth,  under- 
standing and  encouragement  together  with  Alertonic 
to  help  insure  prompt  response. 

Adequate  dosage  is  important:  Prescribe  Alertonic— 
one  tablespoonful  t.i.d.,  30  minutes  before 
meals.. . tastes  best  chilled. 

And  for  your  patient’s  sake,  prescribe  Alertonic 
in  the  convenient,  economical  one-pint  bottle. 

Atertonic 

Available  Only  On  Prescription 

Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15%;  pipradrol  hydro- 
chloride, 2 mg.;  thiamine  hydrochloride  (vitamin  Bi)  (10  MDR*),  10 
mg.;  riboflavin  (vitamin  B2)  (4  MDR),  5 mg.;  pyridoxine  hydrochloride 
(vitamin  Bg),  1 mg.;  niacinamide  (5  MDR),  50  mg.;  choline, t 100  mg.; 
inositol, t 100  mg.;  calcium  glycerophosphate,  100  mg.  (supplies  2% 
MDR  for  calcium  and  for  phosphorus)  and  1 mg.  each  of  the  following: 
cobalt  (as  chloride),  manganese  (as  sulfate),  magnesium  (as  acetate), 
zinc  (as  acetate),  and  molybdenum  (as  ammonium  molybdate). 

•Multiple  of  adult  Minimum  Daily  Requirement  supplied. 

tXhe  need  for  these  substances  in  human  nutrition  has  not  been  established. 

Indications:  1.  Functional  fatigue  such  as  that  often  associated  with:  a 
depressing  life  experience  or  stressful  time  of  life;  advancing  years; 
convalescence;  limited  activity  or  confinement  2.  Poor  appetite  and 
vitamin-mineral  deficiency  as  they  occur  in:  patients  having  faulty  eat- 
ing habits;  geriatric  patients  who  are  losing  interest  in  food;  patients 
convalescing  from  debilitating  illness  or  surgery. 

Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to  2 
teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be  taken 
three  times  daily  30  minutes  before  meals. 

Contraindications:  As  with  other  drugs  with  CNS  stimulating  action, 
Alertonic  is  contraindicated  in  hyperactive,  agitated  or  severely  anxious 
patients  and  in  chorea  or  obsessive  compulsive  states. 

Side  effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs  should 
be  observed  carefully  in  the  initial  stages  of  treatment. 

N THE  WM.  S.  MERRELL  COMPANY 
Merrell  ) Division  of  Richardson-Merrell  Inc. 

y Cincinnati,  Ohio  45215 


IWl  my  1 tablets  |! 

(nnrethindrone2  mg.  c mestranol  0.1  mg.)  ! 

for  multiple  contraceptive  action  that  has 
produced  a record  of  unexcelled  effectiveness 


inhibition  of  ovulation  by  means  of 
2 time-proved  hormonal  agents 

production  of  a cervical  mucus  hostile  to 
sperm  motility  and  vitality 

creation  of  an  endometrium  unreceptive 
to  egg  implantation 


no  unplanned  pregnancies 
Norinyl  provides  multiple  action  for 
maximum  assurance  of  success.  It  does 
not  depend  on  ovulation  inhibition 
alone  for  contraceptive  effectiveness. 
The  mechanism  of  action  of  combined 
hormonal  therapy  results  in  ovulation 
inhibition  reinforced  by  other  protec- 
tive mechanisms,  including  a hostile 
cervical  mucusi-i3  and  an  acceleration 
of  endometrial  changes. 1-3.7-16  With 
Norinyl,  no  unplanned  pregnancies 
have  been  reported  to  date  when  used 
as  directed. 
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plus  important  supportive 
i benefits  that  help  her  through 

I those  critical  early  months 

of  oral  contraception 


low  incidence  of  side  effects 

Low  incidence  of  BTB  and  spot- 
ting, nausea  and  amenorrhea 
tends  to  minimize  side  effect 
problems  and  increases  patient 
cooperation. 

no  confusion  about  dosage 

An  unbreakable  “confusionproof” 
package  makes  it  easy  to  adhere 
to  prescribed  dosage  schedule:  in- 
dividually sealed  tablets  numbered 
from  1 through  20  plus  monthly 
calendar  record  enables  patient 
to  double-check  dosage  intake  by 
day  and  corresponding  tablet  num- 


Contraindications:  Thrombophlebitis  or  pul- 
monary embolism  (current  or  past).  Exist- 
ing evidence  does  not  support  a causal 
relationship  between  use  of  Norinyl  and 
development  of  thromboembolism.  While 
a study  which  was  conducted  does  not 
resolve  definitively  the  possible  etiologic 
relationship  between  progestational  agents 
and  intravascular  clotting,  it  tends  to  con- 


firm the  findings  of  the  Ad  Hoc  Advisory 
Committee  appointed  by  the  Food  and 
Drug  Administration  to  review  this  possi- 
bility. Cardiac,  renal  or  hepatic  dysfunc- 
tion. Carcinoma  of  the  breast  or  genital 
tract.  Patients  with  a history  of  psychic 
depression  should  be  carefully  studied  and 
the  drug  discontinued  if  depression  recurs 
to  marked  degree.  Patients  with  a history 
of  cerebral  vascular  accident. 

Warning;  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine, If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

Precautions:  By  May  1963,  experience  with 
norethindrone  2 mg.— mestranol  0.1  mg. 
had  extended  over  24  months.  Through 
miscalculation,  omission  or  error  in  taking 
the  recommended  dosage  of  Norinyl,  preg- 
nancy may  result.  If  regular  menses  fail 
to  appear  and  treatment  schedule  has 
not  been  adhered  to,  or  if  patient  misses 
two  menstrual  periods,  possibility  of  preg- 
nancy should  be  resolved  before  resuming 
Norinyl.  If  pregnancy  is  established, 
Norinyl  should  be  discontinued  during 
period  of  gestation  since  virilization  of  the 
female  fetus  has  been  reported  with  oral 
use  of  progestational  agents  or  estrogen. 
When  lactation  is  desired,  withhold 
Norinyl  until  nursing  needs  are  established. 
Existing  uterine  fibroids  may  increase  in 
size.  In  metabolic  or  endocrine  disorders, 
careful  clinical  preevaluation  is  indicated. 
A few  patients  without  evidence  of  hyper- 
thyroidism had  elevated  serum  protein- 
bound  iodine  levels,  which  in  the  light  of 
present  knowledge,  does  not  necessarily 
imply  hyperthyroidism.  Protein-bound 
iodine  increased  following  estrogen  admin- 
istration. Bromsulphalein  retention  has  oc- 
curred in  up  to  25%  of  patients  without 
evidence  of  hepatic  dysfunction.  Studies 
from  24-hour  urine  collections  have 
shown  an  increase  in  aldosterone  and  17- 


ketosteroids  and  decrease  in  17-hydroxy- 
corticoid  levels.  Thus,  Norinyl  should  be 
discontinued  prior  to  and  during  thyroid, 
liver  or  adrenal  function  tests.  Because 
progestational  agents  may  cause  fluid  re- 
tention, conditions  such  as  epilepsy, 
migraine  and  asthma  require  careful  obser- 
vation. Thus  far  no  deleterious  effect  on 
pituitary,  ovarian  or  adrenal  function  has 
been  noted;  however,  long-range  possible 
effect  on  these  and  other  organs  must 
await  more  prolonged  observation. 
Norinyl  should  be  used  with  caution  in 
patients  with  bone,  renal  or  any  disease  in- 
volving calcium  or  phosphorus  metabolism. 
Side  Effects:  Intermenstrual  bleeding; 
amenorrhea;  symptoms  resembling  early 
pregnancy,  such  as  nausea,  breast  engorge- 
ment or  enlargement,  chloasma  and  minor 
degree  of  fluid  retention  (if  these  should 
occur  and  patient  has  not  strictly  adhered 
to  medication  plan,  she  should  be  tested 
for  pregnancy);  weight  gain;  subjective 
complaints  such  as  headache,  dizziness, 
nervousness,  irritability;  in  a few  patients 
libido  was  increased.  In  a total  of  3,090 
patients,  2,2%  discontinued  medication  be- 
cause of  nausea. 

NOTE:  See  sections  on  contraindications 
and  precautions  for  possible  side  effects 
on  other  organ  systems. 

Dosage  and  Administration : One  Norinyl 

tablet  orally  for  20  days,  commencing  on 
day  5 through  and  including  day  24  of  the 
menstrual  cycle.  (Day  1 is  the  first  day  of 
menstrual  bleeding.) 

Availability:  Dispensers  of  20  and  60  tab- 
lets; bottles  of  100. 

References:  I.  Council  on  Drugs.  JAMA  187:664  (Feb. 
29)  1964-  2.  Srvans,  F.  E.:  Canad  Med  Ass  J 92:287 
(Feb.  6}  1965.  3.  Goidzieher,  J.  W-:  Med  Clin  N Amer 
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188:1115  (June  29)  1964,  15.  Merritt.  R.  I .:  AppI  Ther 
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vignettes  of  angina  pectoris  — 


no.  1 in  a series: 


angina  and  the  surgeon 

John  Hunter— 

British  surgeon  (1728-1793) 


angina 
of  anger 


“My  life  is  in  the  hands  of  any 
rascal  who  chooses  to  annoy  and 
tease  me.”i  So  said  the  great 
British  surgeon  and  anatomist, 
John  Hunter,  realizing  that  he 
could  not  control  the  anger  which 
precipitated  frequent  and  severe 
attacks  of  angina  pectoris.  Accord- 
ing to  Mettler:  “His  statement  was 
no  exaggeration.  On  October  16, 
1793,  he  attended  a meeting  of  the 
St.  George’s  hospital  staff,  and, 
while  defending  the  interests  of 
several  students,  he  was  contra- 
dicted and  thoroughly  antagonized. 
The  pains  of  angina  commenced, 
he  started  toward  another  room, 
gained  it,  and  fell  dying  into  the 
arms  of  a physician.’’2 


Why  Edward  Jenner  withheld 
his  paper  on  angina  In  1777,  at  an 
earlier  stage  of  the  condition. 
Hunter’s  angina  alarmed  a favorite 
pupil,  Edward  Jenner,  who  wrote 
to  Dr.  Heberden  that  he  feared  his 
teacher  was  “affected  with  symp- 
toms of  the  Angina  Pectoris.’’^ 

So  concerned  was  Jenner  about  his 
former  teacher’s  emotion-related 
condition  that  he  deliberately  can- 
celled publication  of  a paper  on 
angina  pectoris,  fearing  that 


Mm 


.•  %v.* 
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Hunter  would  read  it,  and  have 
“his  fears  excited  by  its  truly 
formidable  nature.’’^ 


Severity  of  angina  described 
Hunter’s  brother-in-law.  Dr. 
Everard  Home,  who  witnessed  h 
death  and  performed  an  autops) ) 
gave  this  account  of  the  later  sta  t 
of  the  condition: 


. . the  pain  became  excruciatin 
at  the  apex  of  the  heart;  the  thn  t 
was  so  sore  as  not  to  allow  of  an 
attempt  to  swallow  anything  an< 
the  left  arm  could  not  bear  to 
be  touched,... 


“The  affections  above  described 
were,  in  the  beginning,  readily  I 
brought  on  by  exercise . . . but  th  j 
at  last  seized  him  when  lying  in  j 
bed,  and  in  his  sleep. . ..’’5  ^ 


18th  century  ancestor  of 
the  modern  coronary  candidate 
Surgeon,  anatomist,  pathologist 
physiologist,  geologist,  and  teac  4 
Hunter  had  a passion  for  resear  i' 
which  led  him  to  disregard  his 
practice,  his  health  and  even  tin  j 


I 


aw.  When  the  Irish  giant  O’Brien 
earned  that  Hunter  desired  his 
keleton  for  a museum,  he  willed 
hat  his  body  be  sunk  at  sea  in  a 
ead  coffin.  But  Hunter  was  not  to 
)e  denied.  According  to  Major,  he 
‘. . . bribed  the  watchers  and  finally 
)btained  the  body  at  a cost  of  500 
)ounds  although  he  had  to  borrow 
he  money  to  pay  the  men. ”3 
n 1767,  he  experimentally  inocu- 
ated  himself  with  gonorrhea  and 
yphilis,  treated  himself  with 
iiercury  for  three  years,  and  was 
pparently  cured.s  Hunter  had 
eelings  of  inadequacy  about  his 
ducation  and  speaking  ability. 

Hit  this  did  not  prevent  him  from 
eing  hard  driving  and  abrupt 
ith  his  colleagues.  His  competi- 
;iveness  with  his  physician  older 
rother  was  also  well  known,  and 
nded  in  complete  estrangement 
etween  the  two  men.2.3  Today,  the 
ersonality  traits  seen  in  John 
lunter  are  recognized  to  be  impor- 
mt  predisposing  factors  in  the  devel- 
pment  of  coronary  artery  disease  — 
ften  manifested  as  angina  pectoris, 
ccording  to  Friedman  and  Rosen- 
lan,**  in  a group  of  men  whose  be- 
ivior  was  characterized  by  intense 
nbition  and  competitive  drive, 
greater  than  average  incidence 
. angina  pectoris  was  among  those 
)normal  conditions  noted. 

eferences;  I.  Paget,  S.,  cited  by  Mettler, 
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'ajor,  R.  H.:  Op.  cit.,  p.  607. 5.  Major,  R. 

.:  Classic  Descriptions  of  Disease,  ed.  3, 
tringfield.  111.,  Charles  C Thomas,  1955, 
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in  the  modern 
management  of 
angina  pectoris 

Peritrate®SA 

Sustained  Action 
(pentaerythritol 
tetranitrate)  80  mg. 

Each  double-layer,  biconvex,  dark  green/ 
light  green  tablet  of  Peritrate  SA  Sus- 
tained Action  contains; 

pentaerythritol  tetranitrate 80  mg. 

(20  mg.  in  immediate  release  layer  and 
60  mg.  in  sustained  release  base) 

Peritrate  (pentaerythritol  tetranitrate)  is 
a nitric  acid  ester  of  a tetrahydric  alcohol 
(pentaerythritol). 

Actions:  The  exact  cause  of  angina  pectoris 
(that  is,  the  pain  associated  with  coronary 
artery  disease)  remains  obscure,  despite  the 
numerous  and  often  conflicting  hypotheses 
concerning  its  pathophysiology.  Therapy 
at  the  present  time,  therefore,  remains 
essentially  empiric.  Customarily,  clinical 
improvement  has  been  measured  by:  re- 
duction in  (1)  number,  intensity  and  dura- 
tion of  angina  pectoris  attacks  and  (2) 
necessity  for  glyceryl  trinitrate  intake  for 
prevention  or  relief  of  anginal  attacks. 

Peritrate  SA  Sustained  Action  (pentaeryth- 
ritol tetranitrate)  80  mg.  has  been  reported 
in  clinical  usage  to  reduce  in  number  and 
severity  the  incidence  of  angina  pectoris 
attacks,  with  concomitant  reduction  in 
glyceryl  trinitrate  intake. 

In  the  evaluation  of  Peritrate  (pentaeryth- 
ritol tetranitrate)  and  Peritrate  SA  Sus- 
tained Action  (pentaerythritol  tetranitrate) 

80  mg.  in  angina  pectoris,  clinical  im- 
provement has  been  customarily  meas- 
ured subjectively  by  reduction  in  number 
and  severity  of  attacks  and  necessity  for 
glyceryl  trinitrate  intake  for  prevention  or 
abortion  of  anginal  attacks.  Individual 
patterns  of  angina  pectoris  differ  widely 
as  does  the  symptomatic  response  to  anti- 
anginal  agents  such  as  pentaerythritol 
tetranitrate.  The  published  literature  con- 
tains both  favorable  and  unfavorable 
clinical  reports.  In  conjunction  with  total 
management  of  the  patient  with  angina 
pecforis,  Peritrate  (pentaerythritol  tetra- 
nitrate) and  Peritrate  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg.  have 
been  accepted  as  safe  for  prolonged  admin- 
istration and  widely  regarded  as  useful. 


Animal  pharmacology:  In  a series  of  care- 
fully designed  studies  in  pigs,  Peritrate 
(pentaerythritol  tetranitrate)  was  admin- 
istered for  48  hours  before  an  artificially 
induced  occlusion  of  a major  artery  and 
for  seven  days  thereafter.  The  pigs  were 
sacrificed  at  various  intervals  for  periods 
up  to  six  weeks.  The  result  showed  a sig- 
nificantly larger  number  of  survivors  in 
the  drug-treated  group.  Damage  to  myo- 
cardial tissue  in  the  drug-treated  survivors 
was  less  extensive  than  in  the  untreated 
group.  Pigs  rather  than  dogs  were  used 
because  their  coronary  artery  distribution 
more  closely  resembles  that  of  human 
beings.  Studies  in  dogs  suliject  to  oligemic 
shock  through  progressive  bleeding  have 
demonstrated  that  Peritrate  (pentaeryth- 
ritol tetranitrate)  is  vasoactive  at  the  post- 
arteriolar  level,  producing  increased  blood 
flow  and  better  tissue  perfusion.  These 
animal  experiments  cannot  be  translated 
to  human  behavior 

Indications:  Peritrate  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg.  is  in- 
dicated for  the  relief  of  angina  pectoris 
(pain  associated  with  coronary  artery  dis- 
ease). It  is  not  intended  to  abort  the  acute 
anginal  episode  but  is  widely  regarded  as 
useful  in  the  prophylactic  treatment  of 
angina  pectoris. 

Contraindications:  Peritrate  SA  Sustained 
Action  (pentaerythritol  tetranitrate)  80 mg. 
is  contraindicated  in  patients  who  have  a 
history  of  sensitivity  to  the  drug. 

Warning:  Data  supporting  the  use  of 
Peritrate  (pentaerythritol  tetranitrate) 
during  the  early  days  of  the  acute  phase 
of  myocardial  infarction  (the  period  dur- 
ing which  clinical  and  laboratory  findings 
are  unstable)  are  insufficient  to  establish 
safety. 

Precautions:  Should  be  used  with  caution 
in  patients  who  have  glaucoma. 

Adverse  reactions:  Side  effects  reported  to 
date  have  been  predominantly  related  to 
headache  (which  may  require  discontinu- 
ation of  medication)  and  gastrointestinal 
distress  which  are  usually  transient  with 
continuation  of  medication. 

Dosage:  Peritrate  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg.,  1 
tablet  immediately  on  arising  and  1 tablet 
12  hours  later  (on  an  empty  stomach). 

Additional  dosage  forms 
Peritrate  (pentaerythritol  tetranitrate)  — 
10  mg.  and  20  mg.  tablets  with  or  without 
phenobarbital. 

Peritrate  with  Phenobarbital  SA  Sus- 
tained Action  — 80  mg.  pentaerythritol 
tetranitrate  and  45  mg.  phenobarbital. 

(Warning:  Tablets  containing  phenobar- 
bital may  be  habit  forming.) 

WA  R N E R - CH  I LC  OTT 

Morris  Plains,  N.  J. 
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You  see,  a woman  simply  has  no  defense  against 
Ultreer  Elastic  Stockings.  They  look  like  lovely  support 
stockings.  They  feel  like  lovely  support  stockings. 
They're  that  sheer,  and  shapely  and  comfortable. 

But  that's  where  the  similarities  end.  New  Ultreer  fits 
firmly  and  evenly  over  the  entire  leg.  Gives  true 
therapeutic  compression  necessary  to  relieve  varicose 
veins  and  other  leg  disorders.  Each  pair  provides  the 
therapy  you  prescribe.  And  at  such  a low  price,  a woman 
can  afford  two  pairs  of  Ultreer  as  easily  as  she  can 
afford  one  pair  of  ordinary  elastic  hosiery. 

Ultreer.  What  a stocking. 
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this  issue:  the  common  coid  and  the  aging  patient 
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Louis  J.  Vorhaus,  II,  M.D.,  F.A.C.P. 


Effects  of  aging  on  the  anatomic  and  physiologic  aspects  of  the  respiratory  apparatus. 

The  chest  becomes  more  fixed,  less  mobile  and  less  elastic  as  the  bronchial  walls  and  thoracic  ligaments  lose  elasticity. 
The  diaphragm  and  intercostal  muscles  atrophy  aitd  weaken.  The  lungs  become  smaller,  flabbier  and  weigh  less, 
decreasing  vital  and  total  lung  capacity,  increasing  residual  volume  and  the  alveolar  dead  space. 


Sir  William  Osier  described  pneumonia  as  the  wel- 
come friend  of  the  aged  patient,  because  the  patient 
with  pneumonia  usually  died  quietly.  But  today,  the 
well-informed  physician  is  an  even  better  friend  of 
the  aging  patient,  since  it  is  better  to  live  than  to  die, 
no  matter  how  quietly. 


In  addition,  the  efficiency  of  a cough  is  below  par  in 
older  persons  even  though  they  are  in  good  health. 
This  is  partly  due  to  the  decreased  respiratory  excur- 
sions and  distensibility  of  the  chest  wall,  and  partly 
from  loss  of  elasticity  of  bronchial  walls  which  tend 
to  make  them  collapse  in  a cough. 


One  of  the  first  avenues  of  approach  in  the  control 
of  the  hazards  of  respiratory  disease  in  the  aging 
patient  is  prompt  and  proper  attention  to  the  com- 
mon cold  or  upper  respiratory  infection.  The  com- 
mon cold  may  be  the  first  step  in  the  relatively  short 
path  to  lower  respiratory  infection,  broncho-pneu- 
monia and  death.  This  train  of  events  occurs  fre- 
quently among  older  persons.  Indeed,  pneumonia  is 
one  of  the  most  common  causes  of  their  admission 
to  hospitals  and  ranks  high  on  the  list  of  geriatric 
killers.  Colds  are  more  debilitating  in  elderly  people 
and  the  aged  are  more  likely  candidates  for  second- 
ary infections  such  as  sinusitis  and  bronchitis.  These 
infections,  in  turn,  are  more  prone  to  lead  to  broncho- 
pneumonia, because  of  lowered  resistance  and  ana- 
tomic and  physiologic  changes  in  the  lungs  of  the 
elderly. 

What  is  different  about  the  respiratory  tree  of  an 
aged  person  and  that  of  an  otherwise  healthy 
younger  adult?  Aging  certainly  takes  its  toll  on  all 
parts  of  the  body,  affecting  both  anatomic  and  phy- 
siologic aspects  of  the  respiratory  apparatus.  These 
changes  are  in  part  due  to  the  wear  and  tear  that 
occurs  over  the  years;  the  repeated  bouts  of  respira- 
tory infection,  long  exposure  to  atmospheric  pol- 
lutants, to  occupational  inhalants,  smoking,  malnu- 
trition, obesity,  inactivity  and  the  development  of 
other  diseases  which  may  affect  the  lungs. 

With  the  passage  of  years,  the  lungs  change.  They 
become  scarred  and  emphysematous  and  lose  their 
compliance.  The  whole  chest  becomes  more  fixed, 
less  mobile  and  less  elastic. 

the  anatomic  changes  that  occur  in  aging  render  the 
lungs  less  efficient.  Tests  of  pulmonary  function  in 
senescence  show  a deterioration  characterized  by  a 
decrease  in  vital  capacity  and  total  lung  capacity,  an 
increase  in  residual  volume  and  alveolar  dead  space. 
Maximum  breathing  capacity  is  reduced  and  uni- 
formity of  ventilation  deteriorates.  These  problems 
are  often  aggravated  by  the  obstructed  breathing, 
fever  and  secondary  infection  associated  with  the 
common  cold,  placing  an  additional  stress  on  the 
entire  cardiopulmonary  reserve. 


The  elderly  patient’s  resistance  to  infection  is  often 
reduced.  Nutritional  deficiencies  are  more  common 
in  aged  people.  There  is  some  evidence  to  indicate 
that  their  capacity  to  respond  to  stress  is  less  efficient. 
Finally,  there  is  often  relatively  meager  symptomatic 
response  to  acute  disease.  The  absence  of  obvious  or 
dramatic  clinical  signs  and  symptoms  of  severe  ill- 
ness is  particularly  dangerous  because,  coming  as  it 

(concluded  on  following  page) 


For  postnasal  drip,  clogged  ears 


and  stuffed  and  runny  noses 

Triaminic  timed-release  tablets 

keeps  patients  comfortable  'round  the  clock.  24-hour  de- 
congestion on  just  a single  tablet  dosed  morning,  mid- 
afternoon and  at  bedtime.  Patients  regain  senses  and  can 
breathe,  smell  and  taste  again. 

Triaminic.  Isn’t  that  a comforting  thing  to  know? 

Each  timed-release  tablet  contains: 

Phenylpropanolamine  hydrochloride  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 

Side  effects:  Occasional  drowsiness,  blurred  vision,  car- 

diac palpitations,  flushing,  dizziness,  nervousness  or 
gastrointestinal  upsets.  Precautions:  The  patient  should 
be  advised  not  to  drive  a car  or  operate  dangerous  machin- 
ery if  drowsiness  occurs.  Use  with  caution  in  patients  with 
hypertension,  heart  disease,  diabetes  or  thyrotoxicosis. 


(Advertisement) 
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j-  attention  is  sought.  Respiratory  infection  is  espe- 
i cially  hazardous  because  the  aged  patient  responds 
li  badly  to  hypoxia.  Not  only  is  his  response  to  oxygen 
j lack  impaired,  but  the  work  of  breathing,  due  to  de- 
creased compliance  of  the  lung  and  increased  stiff- 
ness of  the  thorax,  is  markedly  augmented. 

J Many  patients  late  in  life  are  in  a precarious  and 
' delicate  cardiopulmonary  balance  which  is  easily 
|i  decompensated  from  relatively  minor  insults  such  as 
Ij  colds  and  upper  respiratory  infections. 

ri 

Ij 

i|  For  all  of  these  reasons,  geriatricians  long  have 
I stressed  the  importance  of  preventing  respiratory 
i'  insults.  Today  we  have  better  ways  of  treating  respi- 
■i  ratory  infection,  improved  techniques  for  clearing 
||  the  lungs  and  bronchial  tubes  of  secretions  and  better 

!!  understanding  of  ways  of  improving  ventilation.  We 
' possess  a broader  spectrum  of  antimicrobial  agents 
I;  including  newer  ones  to  deal  with  previously  re- 

|i  sistant  organisms.  Even  so,  the  death  rate  from  pneu- 

;;  monia  is  high  in  older  people,  and  it  is  preferable 
to  avoid  the  disease  than  to  treat  it.  To  do  so,  atten- 
I'  tion  must  be  paid  to  the  general  maintenance  of 
jj  good  health  and  all  that  implies,  as  well  as  to  the 
" prevention,  elimination  and  treatment  of  associated 
[I  conditions  that  predispose  to  or  cause  pneumonia 
j!  such  as  chronic  upper  or  lower  respiratory  infection, 
respiratory  allergy,  chronic  sinusitis  and  exposure 
I to  inspired  irritants. 

i 

Golds  and  other  minor  respiratory  infections,  which 
! favor  the  development  of  broncho-pneumonia, 

' should  be  treated  vigorously  and  promptly,  particu- 
larly those  patients  whose  aging  process  has  been 
accompanied  by  the  development  of  chronic  pul- 
monary disease.  Upper  respiratory  passages  should 
be  cleared  with  decongestants.  Sinuses  should  be 
1 drained  adequately.  And,  when  indicated,  appro- 
priate antimicrobial  therapy  should  be  instituted 
I before  serious  infection  of  the  lower  respiratory  tree 
supervenes. 

’ In  decades  past  it  was  understandable  that  physi- 
; dans  welcomed  pneumonia  for  the  aged  patients  be- 
cause it  offered  them  a quiet  and  peaceful  demise. 
Today  we  recognize  that  in  many  cases,  peaceful  as 
it  may  have  been,  such  deaths  were  often  avoidable. 
With  the  current  knowledge  and  understanding  of 
i the  problems  that  respiratory  infections  impose  on 
aging  people,  vigilant  medical  attention  can  often 


realized  and  not  stolen  by  untimely  death. 
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Lung  Volumes  and  Aging,  Journal  of  the  American  Geriatrics  Society,  12, 
pp.  38-47,  January  1964.  3.  Penman,  Robert  W.  B.,  Hypoxia  and  Respira- 
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March  1963.  5.  Cole,  M.  B.  and  Roberts,  F.  E.,  Clinico-Pathologic  Study 
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Weather  Forecast  Throughout  the  Nation 


RAIN  TURNING  TO  SNOW,  INCREASING  WINDS  AND 
DROPPING  TEMPERATURES  FOLLOWED  BY  COUGH, 
CONGESTION  AND  PAIN 


Tussagesic’ 


provides  up  to  24-hour 
coverage  of  the  tough  cold  with  a single  timed- 
release  tablet  dosed  morning,  midafternoon  and 
at  bedtime.  Coughs  are  broken  up,  runny  and 
stuffed  noses  are  cleared  and  pain  is  relieved. 


Each  Tussagesic®  timed-release  tablet  contains: 

Triaminic®  50  mg. 

(phenylpropanolamine  hydrochloride  25 
mg.;  pheniramine  maleate  12.5  mg.;  pyrila- 
mine  maleate  12.5  mg.) 

Dextromethorphan  hydrobromide  30  mg. 

Terpin  hydrate  180  mg. 

Acetaminophen  325  mg. 

Side  effects:  Occasional  drowsiness,  blurred  vi- 
sion, cardiac  palpitations,  flushing,  dizziness, 
nervousness  or  gastrointestinal  upsets.  Precau- 
tions: Patient  should  not  drive  a car  or  operate 
dangerous  machinery  if  drowsiness  occurs.  Ex- 
cept under  professional  care,  do  not  give  to  pa- 
tients under  12yrs.  orthose  who  have  persistent 
cough,  high  fever,  heart  or  thyroid  disease,  hy- 
pertension or  diabetes  or  use  for  more  than 
10  days. 


I 


{Advertisement) 


REGIONAL  WEATHER  FORECAST 

Severe  Snow  Storms,  Strong  Winds  and  Bitter  Cold  Followed  by 
Cough,  Stuffed  and  Runny  Noses  and  Aches  and  Pains. 


Tussagesic  breaks  up  coughs,  quickly  clears  stuffed 
and  runny  noses  and  relieves  aches  and  pains.  Pro- 
vide coverage  of  the  tough  cold  for  up  to  24  hours 
with  just  a single  timed-release  tablet  dosed  morning, 
midafternoon  and  at  bedtime. 

each 

Tussagesic 

timed-release  tablet  contains: 


Triaminic®  50  mg. 

(phenylpropanolamine  hydrochloride  25  mg., 
pheniramine  maleate  12.5  mg.,  pyriiamine 
maleate  12.5  mg.) 

Dextromethorphan  hydrobromide  30  mg. 

Terpin  hydrate 180  mg. 

Acetaminophen  325  mg. 


Dosage;  Adults — 1 tablet,  swallowed  whole  to  preserve  timed- 
release  feature,  in  morning,  midafternoon  and  at  bedtime.  Side 
effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpita- 
tions, flushing,  dizziness,  nervousness  or  gastrointestinal  up- 
sets. Precautions:  The  patient  should  be  advised  not  to  drive  a 
car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use 
with  caution  in  patients  with  hypertension,  heart  disease,  dia- 
betes or  thyrotoxicosis. 

DORSEY  LABORATORIES  • a division  of  The  Wander  Company  • LINCOLN,  NEBRASKA 


969 


Tranquilizer’  is  not  a good  word” 


This  classification  is  psychologi- 
cally too  seductive,  pharmaco- 
logically too  unspecific,  and  in 
terms  of  results  not  infrequently 
untrue."^ 

What  is  a tranquilizer?  According 
to  the  24th  Edition  of  Dorland's 
Medical  Dictionary^  a tranquilizer 
is  “an  agent  which  acts  on  the 
emotional  state,  quieting  or  calm- 
ing the  patient  without  affecting 
clarity  of  consciousness." 

Defining  a drug  by  its  effects,  how- 
ever, can  be  misleading.  The  same 
effects  by  which  the  dictionary 
defines  a tranquilizer  have  some- 
times been  seen  after  administra- 
tion of  a sedative  — or,  for  that 
matter,  a placebo. 

Ambiguous  though  the  term  may 
be,  it  appears  to  be  here  to  stay. 
The  1966  edition  of  the  Physicians' 
Desk  Reference''  lists  42  tranquil- 
izers indicated  for  treatment  of 
anxiety  and  apprehensive  states. 

'Tranquilizers'  have  differences  in 
action,  differences  in  effect 

Although  all  tranquilizers  are  in- 
tended to  calm  anxious  patients 
there  are  differences  in  their 
actions  — and  in  their  effects.  They 
have  been  divided  into  three  cate- 
gories — the  rauwolfia  group,  the 
'minor'  tranquilizers,  and  the  phe- 
nothiazines.^ 

Although  the  tranquilizing  effect 
of  rauwolfia  has  been  known  for 
centuries,  its  use  as  an  antipsy- 
chotic agent  in  current  practice 
has  diminished.^ 

A 'minor'  tranquilizer  is  often  pre- 
scribed to  achieve  more  than  one 
effect.  Thus,  besides  being  tran- 
quilizers some  of  these  com- 
pounds may  be  muscle  relaxants, 
antihistaminics  with  some  calming 
action,  anticholinergic  sedatives, 
or  antispasmodics.^' 

The  phenothiazines  are  considered 
'major'  tranquilizers  because  they 
alter  psychotic  behavior.'  This  clas- 
sification may  have  done  them 
more  harm  than  good  because  it 
implies  that  the  phenothiazines 
should  be  reserved  for  the  more 


severely  disturbed.  This  is  not  nec- 
essarily true. 

The  phenothiazines  — and  the 
problem  of  sedation 

One  of  the  problems  of  prescrib- 
ing phenothiazines  for  ambulatory 
patients  has  been  the  fear  that  ex- 
cessive sedation  will  impair  the 
patient's  ability  to  function.  This, 
however,  is  less  of  a problem  with 
some  of  the  phenothiazines. 
"Clinically  they  may  be  differenti- 
ated primarily  in  terms  of  their 
potency  and  the  extent  of  their 
sedative  effect,  which  appear  to  be 
inversely  proportional.  That  is,  the 
least  potent,  the  one  which  is  used 
in  highest  dosage,  chlorpromazine, 
is  the  most  sedative,  while  the  re- 
verse holds  true  for  fluphenazine."‘ 
In  a recent  report  on  various  stud- 
ies conducted  over  several  years 
evaluating  360  patients  treated  for 
anxiety  and  stress  with  seven  phe- 
nothiazines, this  inverse  relation- 
ship of  potency  to  sedation  was 
confirmed.'  Also  under  considera- 
tion was  the  degree  to  which  the 
particular  phenothiazines  neutral- 
ized anxiety  (the  angolytic  index). 
Interestingly  enough  there  was, 
again,  an  inverse  relationship.  The 
most  sedative  of  the  phenothia- 
zines appeared  to  be  the  least 
active  in  neutralizing  anxiety.  Flu- 


phenazine,  one  of  the  least  seda- 
tive, on  the  other  hand,  was  found 
to  be  most  effective  in  relieving 
anxiety.' 


RELATIVE  SEDATIVE  AND 
ANGDLYTIC  INDICES  OF 
PRINCIPAL  PHENOTHIAZINES* 

BASED  ON 

SEDATIVE  ANGOLYTIC  STANDARD 


DRUG 

INDEX 

INDEX 

DOSE  OF 

Chlorpromazine 

100 

15 

25  mgs. 

Triflupromazine 

100 

15 

25  mgs. 

Thioridazine 

90 

17 

25  mgs. 

Perphenazine 

15 

25 

4 mgs. 

Carphenazine 

25 

25 

25  mgs. 

Trifluoperazine 

3.3 

95 

2.0  mgs. 

Fluphenazine 

3.5 

100 

2.5  mgs. 

’adapted  from  Sainz’ 


Prolixin  is  therapeutically  effective 
without  excessive  sedation 

When  used  as  a 'tranquilizer'  in  i 
general  medical  practice,  in  many  | 
patients  Prolixin  (Squibb  Fluphe-  * 
nazine  Hydrochloride)  suppresses 
anxiety,  but  not  normal  activity.  | 
These  two  features  are  of  particu- 
lar importance  to  patients  who 
must  be  able  to  live  and  work  with-  ■. 
out  their  normal  daily  activities  t 
being  restricted.  { 

Because  of  its  longer  duration  of 
action.  Prolixin,  in  doses  of  as  little 
as  one  to  three  milligrams  in  adults, 
generally  taken  once  a day,  is  ef- 
fective in  maintaining  many  pa- 
tients free  of  their  symptoms  of 
anxiety  and  tension. 


Contraindications:  Do  not  use  with  high  doses  of 
hypnotics  or  in  patients  with  subcortical  brain 
damage.  Use  with  caution  in  patients  with  a his- 
tory of  convulsive  disorders.  Severe  reactions  may 
occur  in  patients  with  idiosyncrasy  to  other  cen- 
trally-acting drugs,  and  severe  hypotension  may 
occur  in  patients  with  special  medical  disorders, 
e.g.  mitral  insufficiency  and  pheochromocytoma. 
Precautions:  Effects  of  atropine,  anesthetics  and 
C.N.S.  depressants  may  be  potentiated.  Hypoten- 
sion may  occur  in  patients  undergoing  surgery.  Do 
not  use  epinephrine  for  treatment  of  the  hypo- 
tensive reactions  which  may  appear  in  patients  on 
phenothiazine  therapy. 

Side  Effects:  Extrapyramidal  reactions,  allergic  skin 
reactions,  the  possibility  of  anaphylaxis,  drowsi- 
ness, visual  blurring,  dizziness,  insomnia,  nausea, 
anorexia,  salivation,  edema,  perspiration,  dry 


mouth,  abnormal  lactation,  polyuria,  hypotension, 
and  jaundice  and  biliary  stasis  may  occur.  Routine 
blood  counts  are  recommended  to  determine  pos- 
sible blood  dyscrasias;  if  symptoms  of  upper  res- 
piratory infection  occur,  discontinue  drug  and 
institute  appropriate  therapy. 

Available:  1 mg.  tablets.  Bottles  of  50  and  500. 

For  full  prescribing  information, see  package  insert 

References:  1.  Simpson,  C.M.:  Postgrad.  Med. 
39:557,  1966.  2.  Freyhan,  F.A.:  Am.  J.  Psychiat. 
775:577,  1959.  3.  Dorland's  Illustrated  Medical  Dic- 
tionary, ed.  24,  Philadelphia,  W.  B.  Saunders  Co., 
1965,  p.  1603  . 4.  Physicians'  Desk  Reference,  1966, 
Oradell,  N.J.,  1965,  p.  310.  5.  Cohen,  S.:  Northwest 
Med.:  65:197,  1966.  6.  Detre,  T.,  and  Jarecki,  H.: 
Connecticut  Med.  25:553,  1961.  7.  Sainz,  A.:  Psy- 
chosomatics  5:167,  1964. 


prolixin' 

SQUIBB  FLUPHEiWINE  HYDROCHLORIDE 


Squibb  sj 


The  Priceless  Ingredient'  of  every  product 
is  the  honor  and  integrity  of  its  maker 


brings 
peace  to  the 
hyperactive 
colon 


CANTIL 

(mepenzolate  bromidG) 


helps  restore  normal  motility  and  tone 


“In  40  of  44  cases  of  irritable  or  spastic 
colon,  Cantil  [mepenzolate  bromide]  or 
Cantil  with  Phenobarbital  reduced  or 
abolished  abdominal  pain,  diarrhea  and 
distention  and  promoted  restoration 
of  normal  bowel  function  ...  Cantil 
[mepenzolate  bromide]  proved  to  be 
singularly  free  of  anticholinergic  side- 
effects  . . . Urinary  retention,  noted  in 
two  cases  was  eliminated  in  one  by  re- 
ducing dosage."' 


LAKESIDE 


IN  BRIEF:  One  or  two  tablets  three  times  a day  and  one  or 
two  at  bedtime  usually  provide  prompt  relief.  Cantil  with  Phe- 
nobarbital may  be  prescribed  if  sedation  is  required. 

Dryness  of  the  mouth  or  blurring  of  vision  may  occur  but  it  is 
usually  mild  and  transitory.  Urinary  retention  is  rare.  Caution 
should  be  observed  in  prostatic  hypertrophy— withhold  in  glau- 
coma. Cantil  with  Phenobarbital  is  contraindicated  in  patients 
sensitive  to  phenobarbital. 

Supplied:  CANTIL  (mepenzolate  bromide)— 25  mg.  per  scored 
tablet.  Bottles  of  100  and  250.  CANTIL  with  PHENCBARBITAL 
—containing  in  each  scored  tablet  16  mg.  phenobarbital  (warn- 
ing: may  be  habit  forming)  and  25  mg.  mepenzolate  bromide. 
Bottles  of  100  and  250. 

1.  Riese,  J.  A.:  Amer.  J.  Gastroent.  28:541  (Nov.)  1957 
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PUBLIC  HEALTH  PAGE 


A Progress  Report  in  Planning  For 
Emergency  Management  of  Health 
Resources  in  Kentucky 

Russell  E.  Teague,  M.  D.,  M,  P.  H. 

Commissioner  of  Health 
Commonieealth  of  Kentucky 


IN  the  event  of  a nuclear  attack,  the  threat 
of  such  an  attack  or  any  other  national  emer- 
gency which  might  cause  an  isolation  of  the 
Commonwealth  of  Kentucky  from  the  na- 
tional government,  the  resulting  effect  upon 
our  economic  and  governmental  system  could 
result  in  a breakdown  of  normal  supply  and 
communication  channels  and  chaos  in  law  and 
order.  Despite  all  Federal  efforts  to  prevent 
such  an  occurrence,  it  could  happen  here.  If 
such  were  the  case,  survival  would  not  be  pos- 
sible if  the  Commonwealth  was  not  prepared 
to  survive  for  an  unknown  period  of  time 
through  its  own  efforts. 

With  the  foregoing  in  mind  the  Common- 
wealth of  Kentucky  on  December  1,  1964  en- 
tered into  an  agreement  prepared  by  the  Ex- 
ecutive Office  of  the  President  of  the  United 
States  to  provide  for  the  development  of  a State 
Emergency  Resource  Management  Plan.  In 
November  1964,  the  Governor  of  the  Com- 
monwealth appointed  a Resources  Priorities 
Board  from  leaders  of  government  at  all  levels, 
and  leaders  from  the  private  sector  for  as- 
sistance in  preparing  an  emergency  plan  to  aid 
in  our  survival  should  the  need  arise. 

The  Plan  is  designed  to  provide  Kentucky 
with  the  ability  to  generally  assess  its  essential 
resources  in  advance  of  an  emergency,  deter- 
mine the  specific  availability  of  these  resources 
in  the  event  of  a nuclear  emergency,  or  any 
other  emergency  that  would  isolate  Kentucky 
from  the  National  Government. 

In  developing  this  Plan  consideration  has 
been  given  to  the  responsibilities  of  the  Federal 
government,  its  Plan  and  constitutional  au- 


thority for  non-military  preparedness  and  man- 
agement of  resources  in  an  emergency.  Com- 
patibility between  the  Federal  and  State  Plan 
has  been  assured. 

A Health  Task  Group  Committee  was  ap- 
pointed by  Russell  E.  Teague,  M.  D.,  Commis- 
sioner of  Health,  to  develop  the  Health  Re- 
sources Plan.  Doctor  Teague  assigned  the  Of- 
fice of  Health  Mobilization,  State  Department 
of  Health,  with  the  responsibility  of  coordi- 
nating with  the  Health  Task  Group  Committee 
in  developing  this  Plan.  Members  of  the  com- 
mittee represent  the  Kentucky  Medical  Asso- 
ciation, Kentucky  Pharmaceutical  Association, 
Kentucky  Nursing  Association,  Kentucky  Den- 
tal Association,  Kentucky  Veterinary  Medical 
Association,  Kentucky  Hospital  Association, 
University  of  Kentucky  Medical  School,  Uni- 
versity of  Louisville  Medical  School,  Ameri- 
can Red  Cross,  and  Division  Heads  within 
the  State  Department  of  Health. 

Since  survival  and  recovery  in  any  National 
emergency  are  primary  objectives  the  Task 
Group  Committee  determined  that  the  State 
Resource  Management  Officials  must  be  pre- 
pared to  assess  available  health  resources,  pro- 
vide for  their  judicious  distribution,  and  plan 
for  the  resupply  of  critical  health  items,  until 
such  time  as  Federal  direction  and  control  could 
be  established. 

Resource  Policy  and  Guidance  Regulations 
outline  the  means  of  procurement  and  distribu- 
tion of  health-end  items  and  services,  along 
with  the  assignment  of  Health  Manpower  and 
penalties  that  are  imposed  for  violations  of 
(Continued  on  page  1063) 

November  1966  • The  Journal 


972 


DACTILASE® 


Each  tablet  contains: 

Dactil®  (piperidolate  hydrochloride),  50  mg.; 
Standardized  cellulolytic*  enzyme,  2 mg.; 
Standardized  amylolytic  enzyme,  15  mg.; 
Standardized  proteolytic  enzyme,  10  mg.; 
Pancreatin  3X**  (source  of  lipolytic  activity), 

100  mg.;  Taurocholic  acid,  15  mg. 

•Need  in  human  nutrition  not  established, 

••As  acid  resistant  granules  equivalent  in  activity  to  300  mg.  Pancreatin  N.F, 


In  chronic  or  acute  indigestion,  fluttery, 
gassy  stomachs  obtain  prompt,  gratifying 
relief  through  the  antispasmodic,  surface 
anesthetic  and  enzymatic  activity  of 
Dactilase.  Dactilase  decreases  hypermotility 
and  pain  and  reduces  the  production  of 
gas.  Dactilase  does  not  induce  stasis,  but 
helps  restore  normal  tone.  It  has  little  or  no 
effeot  on  enzyme  secretions,  but  adds 
enzymes,  thus  contributing  to  the  digestive 
efficiency  of  the  patient. 

Side  Effects  and  Contraindications: 

Dactilase  is  almost  entirely  free  of  side 
effects.  However,  it  should  be  withheld 
in  glaucoma  and  in  jaundice  due  to 
complete  biliary  obstruction. 

Administration  and  Dosage:  One  tablet 
with,  or  immediately  following,  each  meal. 
Tablets  should  be  swallowed  whole. 

Supplied:  Bottles  of  60  and  250. 
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For  cold  hands  and  feet,  nothing 
beats  hot  stoves— but  they  are 
awkward  to  carry  around.  Now 
Gerilid,  in  good-tasting  take-along 
chewable  tablets  can  provide 
rapid  vasodilation  of  peripheral 
circulation,  bringing  real  warmth 
to  the  extremities  and  decreasing 
sensitivity  to  sudden  temperature 
change.  Patients  like  Gerilid  and 
know  they  are  getting  relief. 


GERILID 


Each  chewable  tablet  contains: 
nicotinic  acid  (niacin)  75  mg.  and 
aminoacetic  acid  (glycine)  750  mg. 

Administration  and  Dosage:  One  or  two 
chewable  tablets  3 times  a day  before 
meals.  If  flushing  is  objectionable,  dosage 
may  be  lowered.  However,  tolerance  to 
flushing  usually  develops  without  loss  of 
efficacy  in  regard  to  vasodilation.  The 
recommended  dosage  should  not 
be  exceeded. 

Side  effects:  Occasional  lightheadedness 
or  transient  itching  which  may  disappear 
with  continued  use.  There  are  no  known 
contraindications:  however,  caution  is 
advised  when  there  is  a concomitant 
administration  of  a coronary  vasodilator. 

Supplied:  Packages  of  50  chewable  tablets. 

Also  available  in  liquid  form  as 
Geriliquid®,  in  bottles  of  8 and  16  ounces. 

LAKESIDE  LABORATORIES, INC.,  Milwaukee, Wisconsin 53201 
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In  fact,  there’s  as  much  iron... 250  mg. 

...in  a 5 cc.  ampul  of  Imferon  (iron  dextran 
injection)  as  in  a pint  of  whole  blood. 

When  iron  deficient  patients  are  intolerant 
of  oral  iron . . .or  orally  administered  iron 
proves  ineffective  or  impractical... or  if 
the  patient  cannot  be  relied  upon  to  take  oral 
iron  as  prescribed,  Imferon  (iron  dextran 
injection)  dependably  increases  hemoglobin 
and  rapidly  replenishes  iron  reserves. 


WHAT'S  THE 

COMMON 

DENOMINATOR? 


. . IRON 


IMFERON® 

(iron  dextran  injection) 

IN  BRIEF:  ACTION  AND  USES:  A single  dose  of  Imferon 
(iron  dextran  injection)  wiil  measurabiy  begin  to  raise  hemo- 
globin and  a complete  course  of  therapy  will  effectively  rebuild 
iron  reserves.  The  drug  is  indicated  only  for  specifically- 
diagnosed  cases  of  iron  deficiency  anemia  and  then  only  when 
oral  administration  of  iron  is  ineffective  or  impractical.  Such 
iron  deficiency  may  include:  patients  in  the  last  trimester  of 
pregnancy;  patients  with  gastrointestinal  disease  or  those  re- 
covering from  gastrointestinal  surgery;  patients  with  chronic 
bleeding  with  continual  and  extensive  iron  losses  not  rapidly 
replenishable  with  oral  iron;  patients  intolerant  of  blood  trans- 
fusion as  a source  of  iron;  infants  with  hypochromic  anemia; 
patients  who  cannot  be  relied  upon  to  take  oral  iron. 
COMPOSITION:  Imferon  (iron  dextran  injection)  is  a well- 
tolerated  solution  of  iron  dextran  complex  providing  an  equiva- 
lent of  50  nng.  in  each  cc.  The  solution  contains  0.9%  sodium 
chloride  and  has  a pH  of  5. 2-6.0.  The  10  cc.  vial  contains  0.5% 
phenol  as  a preservative. 

ADMINISTRATION  AND  DOSAGE:  Dosage,  based  upon 
body  weight  and  Gm.  Hb/100  cc.  of  blood,  ranges  from  0.5  cc. 
in  infants  to  5.0  cc.  in  adults,  daily,  every  other  day,  or  weekly. 
Initial  test  doses  are  advisable.  The  total  iron  requirement  for 
the  individual  patient  is  readily  obtainable  from  the  dosage 
chart  in  the  package  insert.  Deep  intramuscular  injection  in 
the  upper  outer  quadrant  of  the  buttock,  using  a Z-track 
technique,  (with  displacement  of  the  skin  laterally  prior  to 
injection),  insures  absorption  and  will  help  avoid  staining  of 
the  skin.  A 2-inch  needle  is  recommended  for  the  adult  of 
average  size. 

SIDE  EFFECTS:  Local  and  systemic  side  effects  are  few. 
Staining  of  the  skin  may  occur.  Excessive  dosage,  beyond  the 
calculated  need,  may  cause  hemosiderosis.  Although  allergic 
or  anaphylatoid  reactions  are  not  common,  occasional  severe 
reactions  have  been  observed,  including  three  fatal  reactions 
which  may  have  been  due  to  Imferon  (iron  dextran  injection). 
Urticaria,  arthralgia,  lymphadenopathy,  nausea,  headache  and 
fever  have  occasionally  been  reported. 

PRECAUTIONS:  If  sensitivity  to  test  doses  is  manifested,  the 
drug  should  not  be  given.  Imferon  (iron  dextran  injection)  must 
be  administered  by  deep  intramuscular  injection  only.  Inject 
only  in  the  upper  outer  quadrant  of  the  buttock,  not  in  the  arm 
or  other  exposed  area. 

CONTRAINDICATIONS:  Imferon  (iron  dextran  injection)  is 
contraindicated  in  patients  sensitive  to  iron  dextran  complex. 
Since  its  use  is  intended  for  the  treatment  of  iron  deficiency 
anemia  only  it  is  contraindicated  in  other  anemias. 
CARCINOGENICITY  POTENTIAL:  Using  relatively  massive 
doses.  Imferon  (iron  dextran  injection)  has  been  shown  to 
produce  sarcoma  in  rats,  mice  and  rabbits  and  possibly  in 
hamsters,  but  not  in  guinea  pigs.  The  risk  of  carcinogenesis, 
if  any  in  man,  following  recommended  therapy  with  Imferon 
(iron  dextran  injection)  appears  to  be  extremely  small. 
SUPPLIED:  2 cc.  ampuls,  boxes  of  10;  5 cc.  ampuls,  boxes 
of  4;  10  cc.  multiple  dose  vials. 
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THE  INSURANCE  PAGE 


Is  Blue  Cross-Blue  Shield  ^65  Really  Necessary? 


The  coverage  of  Title  18  of  the  Medi- 
care law  is  looked  upon  as  fairly  com- 
prehensive basic  protection  against  the 
costs  of  health  care.  Current  estimates  place 
the  over  all  coverage  at  about  65%  of  the 
total  cost  of  care.  The  law  recognizes  certain 
facts  of  human  nature  which  have  been  borne 
out  by  previous  health  insurance  experience, 
i.e.:  The  greater  the  scope  of  coverage,  the 
greater  the  utilization  of  benefits.  Deductibles 
and  co-insurance  are  methods  devised  by  the 
insurance  industry  as  deterrents  to  discourage 
excessive  use  of  health  insurance  by  adding 
a significant  factor  of  personal  financial  respon- 
sibility on  the  part  of  the  insured. 

Well  over  half  of  the  beneficiaries  of  Medi- 
care have  previously  had  some  degree  of  health 
insurance  protection,  either  through  private 
policies,  or  coverage  from  employment,  or 
health  welfare  and  pension  funds.  Almost  uni- 
versally this  coverage  would  be  duplicated  in 
large  part  by  the  medicare  coverage.  Such  du- 
plication of  benefits  has  long  been  deplored  in 
insurance  circles  as  being  uneconomic,  unneces- 
sary and  encouraging  higher  utilization  and 
higher  premium  costs.  There  has  been  a strong 
trend  toward  the  inclusion  of  “antiduplication” 
provisions  in  all  health  insurance  policies. 


Since  the  advent  of  medicare  some  insurers 
have  continued  their  coverage,  at  least  for  the 
time  being,  without  change.  A far  larger  group 
of  insurors  have  discontinued  all  coverage  for 
the  over  65  group.  Others,  including  Blue 
Cross  and  Blue  Shield  have  come  up  with  plans 
which  “compliment”  the  basic  medicare  cover- 
age by  taking  care  of  deductibles  and  co-insur- 
ance and  adding  additional  benefits  and  ex- 
tended coverage. 

Since  the  deductible  and  co-insurance  ele- 
ments are  designed  as  restraints  on  over-use  of 
the  program,  it  might  be  assumed  that  such 
programs  as  Blue  Cross-Blue  Shield  65  will  ef- 
fectively cancel  out  the  value  of  these  restraints. 
Since  it  seems  inevitable  that  physicians  will 
be  charged  with  responsibility  for  any  alleged 
over-use  of  program  benefits,  it  is  important 
for  us  to  study  carefully  the  ultimate  effects  of 
these  “complimentary”  insurance  programs.  If 
the  net  result  is  merely  to  eliminate  restraints 
on  over-use  of  the  medicare  program  the  ulti- 
mate result  will  be  harmful  to  the  medical  pro- 
fession as  well  as  increasing  the  over  all  cost 
of  medical  care.  Appropriate  ways  of  eleminat- 
ing  such  programs  from  the  picture  may  ulti- 
mately deserve  serious  study. 


William  W.  Hall,  M.D. 
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METAHYDRIN  (trichlormethiazide) 
is  prescribed  by  physicians  because  it 
not  only  approximates  the  diuretic 
efficacy  of  parenteral  meralluride 
injection  . . . but,  it  is  the  least  expensive 
of  all  "brand-name"  thiazides.  Therefore, 
when  you  prescribe  METAHYDRIN 
(trichlormethiazide)  your  patients  receive 
the  thiazide  diuretic  that  removes  a little 
more  salt  and  water  than  earlier 
thiazides,  with  relatively  less  loss  of 
potassium  . . . and,  it's  therapy  they  can 
more  easily  afford  . . . only  pennies  a day. 


SAVES 

LIVES 

SAVES 

MONEY 

WASTES 

WATER 


METAHYDRIN^ 

(trichlormethiazide) 

oral  diuretic 

Dosage:  One  2 or  4 mg.  tablet 
once  or  twice  daily. 

Precautions:  As  with  all  effective 
diuretics,  vigorous  therapy  may  produce 
electrolyte  depletion.  Patients  with 
severely  reduced  renal  function  should 
be  observed  carefully  since  thiazides 
may  be  contraindicated.  Care  should 
be  taken  with  patients  predisposed  to 
diabetes  or  gout.  Patients  with  a 
tendency  to  potassium  deficiency,  as  in 
hepatic  cirrhosis  or  diarrheal  syndromes, 
or  those  under  therapy  with  digitalis, 

ACTH,  or  certain  adrenal  steroids,  also 
should  be  watched  carefully. 

Side  Effects:  Nausea,  flushing, 
constipation,  skin  rash,  muscle  cramps 
and  gastric  discomfort  have  occasionally 
been  noted;  rarely  thrombocytopenia 
and  bone  marrow  depression, 
photosensitivity,  cholestatic  jaundice, 
pancreatitis,  perimacular  edema,  gout 
and  diabetes  have  been  caused  by 
the  administration  of  thiazides. 
Contraindications:  Complete  renal 
shutdown;  rising  azotemia  or 
development  of  hyperkalemia  or 
acidosis  in  severe  renal  disease; 
demonstrated  hypersensitivity. 

How  Supplied:  Bottles  of  100  and 
1000  tablets. 
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BRING  IT  DOWN 
AND 

KEEP  IT  DOWN 


Metatensin  lowers  blood  pressure  and 
keeps  it  low— effectively  and 
economically.  It  combines  reserpine 
with  trichlormethiazide  which  affords 
more  potent  saluresis  with  less  loss  of 
potassium  than  from  earlier  thiazides. 
Reserpine  contributes  antihypertensive 
effect  by  relieving  anxiety  and  tension. 
Metatensin  is  well-tolerated  over  long 
periods;  with  its  effectiveness  and 
economy  it  assures  antihypertensive 
therapy  you  and  your  patients 
can  stay  with. 

METATENSIN* 

Each  scored  tablet  contains: 

METAHYDRIN®  (trichlormethiazide) 

2 mg.  or  4 mg.  and 
Reserpine  0.1  mg. 

Usual  adult  dose:  One  tablet  twice 
daily.  Precautions  and  side  effects: 

Patients  with  hepatic  cirrhosis  or 
diarrheal  syndromes,  or  under  therapy 
with  digitalis,  ACTH,  or  potassium-losing 
steroids,  should  be  observed  for  signs 
of  hypokalemia.  With  thiazides, 
electrolyte  depletion,  diabetes,  gout, 
granulopenia,  nausea,  pancreatitis, 
cholestatic  jaundice,  flushing,  mild 
muscle  cramps,  constipation, 
photosensitivity,  acute  myopia, 
perimacular  edema,  paresthesias, 
neonatal  bone  marrow  depression  in 
infants  of  mothers  who  received 
thiazides  during  pregnancy,  skin  rash 
or  purpura  with  or  without 
thrombocytopenia,  may  occur.  With 
reserpine,  untoward  effects  may  include 
depression,  peptic  ulcer  and  bronchial 
asthma.  Withdraw  medication  at  least 
7 days  prior  to  electroshock  therapy, 

2 weeks  prior  to  elective  surgery. 

Contraindications:  Complete  renal 
shutdown,  rising  azotemia  or  development 
of  hyperkalemia  or  acidosis  in  severe 
renal  disease. 

Supplied:  Metatensin  tablets,  2 mg., 

4 mg.— bottles  of  100  and  1000. 
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When  depressed  patients  say: 

<5^ 

“1  can’t  sleep  at  night" 

‘Tm  tired  all  day  long” 

NORPRAMIN’ 

(desipramine  hydrochloride) 


non-sedating  - rapid-acting 
ANTI DEPR  ESSANT 


helps  restore  normal  patterns  of  sleep  and  activity 


Norpramin  (desipramine  hydrochloride) 
often  reverses  the  signs  and  symptoms 
of  depression  including  sleep  disturb- 
ances feeling  of  sadness,  guilt,  anxiety, 
worthlessness  and  bodily  complaints 
without  physical  basis.  In  2-5  days  most 
patients  become  more  hopeful,  active  and 
less  weighed  down  by  their  problems. 


Norpramin  (desipramine  hydrochloride) 
has  only  slight  sedative  qualities,  never- 
theless sleep  disturbances  and  restless- 
ness are  relieved  as  depression  is  lifted. 
If  anxiety  or  tension  develop  or  persist  a 
tranquilizer  may  be  added  or  dosage 
reduced.  Side  effects  are  usually  mild, 
occurring  in  about  1 of  4 patients. 


Indications:  In  moderate  to  severe  depression— neurotic  or  psychotic.  Dosage:  Optimal  results  are 
obtained  at  a dosage  of  two  25  mg.  tablets  t.i.d.  (150  mg. /day).  Contraindications  and  Precautions:  Glau- 
coma, urethral  or  ureteral  spasm,  recent  myocardial  infarction,  severe  coronary  heart  disease  and  epilepsy. 
Should  not  be  given  within  two  weeks  of  an  MAO  inhibitor.  Safety  in  human  pregnancy  has  not  been 
established.  Adverse  Effects:  Usually  mild,  may  include:  dry  mouth,  constipation,  dizziness,  palpitation, 
delayed  urination,  ‘‘bad  taste“,  sensory  illusion,  tinnitus,  agitation  and  stimulation,  sweating,  drowsiness, 
headache,  orthostatic  hypotension,  flushing,  nausea,  cramps,  weakness,  blurred  vision  and  mydriasis, 
rash,  allergy,  transient  eosinophilia,  granulopenia,  altered  liver  function,  ataxia  and  extrapyramidal  signs. 
Supplied:  Norpramin  (desipramine  hydrochloride)  tablets  of  25  mg.,  in  bottles  of  50,  500  and  1000. 
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IN  THE  BOOKS 


DISEASES  OF  THE  HEART,  Third  Edition:  Charles  K.  Fried- 
berg,  M.D.;  Published  by  W.  B.  Saunders  Company,  Phila- 
delphia, 1966;  1787  Pages;  Price,  $22.00. 

The  compilation  of  a current  and  comprehensive 
treatise  on  even  a circumscribed  subject  in  medicine 
is  today  a monumental  task.  For,  a single  author 
the  assignment  seems  virtually  insurmountable.  Yet, 
for  almost  two  decades,  Friedberg’s  text  has  overcome 
the  difficulties  inherent  in  encompassing  as  broad 
and  rapidly  changing  a field  as  modern  cardiology,  to 
become  one  of  the  most  useful  and  widely  used  in  the 
Fnglish  language. 

In  this  third  edition,  the  solid  foundation  of  earlier 
editions  is  amply  refurbished  and  most  of  the  major 
advances  in  patho-physiology  and  therapeutics  of  the 
last  decade  are  included.  Bibliographies  at  the  end 
of  each  chapter  have  been  up-dated  and  continue 
to  be  one  of  the  more  valuable  features  of  the  book. 

This  is  the  work  of  a mature  cardiologist  draw- 
ing on  many  years  of  clinical  and  teaching  experi- 
ence. Nonetheless,  the  presentation  of  disputed  points 
is  objective  and  representative  of  current  opinion. 
Friedberg  has  an  excellent  facility  for  correlating 
physiology  and  pathology  in  a relevant  and  discrimi- 
nating way.  The  advantages  of  single  authorship  are 
evident — a consistent  plan  of  organization,  clear  inter- 
connection of  chapters  and  a unity  and  consistency 
of  approach  to  each  topic.  The  reader  gains  that  sense 
of  organic  unity  so  necessary  in  a detailed  work  such 
as  this. 

Length  and  detail  preclude  a critical  examination 
of  the  entire  contents  of  this  book.  This  reviewer  did 
read  carefully  those  subjects  of  most  immediate  in- 
terest to  him — congestive  heart  failure,  coronary 
artery  diseases,  the  metabolic  aspects  of  heart  disease 
and  bacterial  endocarditis.  One  can  occasionally  quib- 
ble with  choice  of  references,  or  with  such  things  as 
enthusiasm  for  the  use  of  anticoagulants. 

But,  on  the  whole,  the  information  is  accurate,  cur- 
rent, and  presented  with  a well-balanced  scientific 
and  clinical  approach.  There  is  some  repetition  in  the 
treatment  of  congestive  heart  failure  and  valvular 
heart  disease  largely  because  of  the  manner  of  or- 
ganizing chapters.  This  is  excusable  in  a work  of  such 
length  which  few  readers  will  read  straight  through 
from  cover  to  cover. 

The  book  is  not  as  readable,  concise  or  sophisti- 
cated as  Paul  Wood’s  book  but  it  is  more  complete 
and  equally  useful.  It  can  be  recommended  to  all  stu- 
dents. and  to  clinicians  no  matter  how  experienced 


they  may  be.  We  have  here  an  excellent  reference 
text  presented  with  wisdom  and  erudition  and  seen 
through  the  mind  of  a single  author — a rarity  and  a 
pleasure  not  often  afforded  these  days. 

E.  D.  Pellegrino,  M.D. 

THE  HEART — ITS  FUNCTION  IN  HEALTH  AND  DISEASE; 
by  Arthur  Selzer,  M.D.;  Published  by  the  University  of 
California  Press,  Berkeley,  California,  1966;  279  pages; 
Price,  $5.95. 

This  book  is  the  cardiac  edition  of  the  series  Per- 
spectives in  Medicine,  issued  to  bridge  the  gap  be- 
tween popular  medical  books  and  scientific  texts.  It 
is  written  in  scientific  language  and  intended  for  lay 
and  paramedical  persons  wishing  to  read  in  depth 
on  the  subject.  It  is  a short  book  written  in  a casual 
style.  All  of  the  medical  terms  are  defined  in  a 
glossary. 

The  author,  a professor  of  cardiology,  is  a dis- 
tinguished clinician  anu  researcher.  This  dual  back- 
ground gives  this  book  more  significance  since  he  is 
able  to  place  many  theoretical  considerations,  such 
as  the  role  of  cholesterol  in  coronary  artery  disease, 
in  a practical  light. 

Doctor  Selzer  begins  with  a brief  survey  of  the 
history  of  cardiology.  This  chapter  highlights  the 
great  discoveries  beginning  with  the  Greek  philoso- 
phers, and  emphasizes  how  these  individual  insights 
have  led  to  our  current  state  of  knowledge.  He  then 
describes  normal  cardiovascular  anatomy  and  physiol- 
ogy, with  major  emphasis  on  the  heart  rather  than  the 
peripheral  vessels. 

The  second  portion  of  the  essay  is  devoted  to 
methods  of  diagnosing  and  treating  the  abnormal 
heart.  The  author  completely  neglects  the  physical 
examination  in  discussing  the  methods  of  diagnosis 
and  assessment  of  drug  therapy  in  the  failing  heart. 
This  is  the  primary  flaw  in  an  otherwise  well  con- 
ceived section. 

The  final  section  is  a classification  and  descrip- 
tion of  the  various  types  of  disorders  that  afflict  the 
heart.  The  chapter  on  coronary  artery  disease  is  one 
of  the  best  expositions  on  this  subject  the  reviewer  has 
ever  read.  Doctor  Selzer  clearly  puts  into  perspec- 
tive the  magnitude  of  this  problem.  He  stresses  the 
multifactoral  aspects  of  this  common  disorder.  The 
reader  is  warned  not  to  be  caught  up  in  the  fads, 
such  as  cholesterol,  that  try  to  explain  all  aspects 
of  the  disease  from  a single  cause. 

Morris  M.  Weiss,  M.D. 
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In  colicky  infants  Pediatric  Piptal  with 
Phenobarbital  slows  down  spasm,  diminishes 
pain  and  crying  and  improves  feeding  pat- 
terns. It  permits  sleep  and  rest  for  patient  and 
family.  The  less  than  hypnotic  amount  of 
phenobarbital  in  the  recommended  dose 
affords  a mild,  calming  action  and  enhances 
the  antispasmodic  action  of  Piptal  (pipenzo- 
late  bromide).  The  latter  drug,  as  reported  in 
the  medical  literature,  has  a favorable  ratio  of 
effectiveness  to  side-effects  which  is  unusual 
in  anticholinergics  and  thus  is  particularly 
appropriate  to  pediatric  use. 


QUIETS  PHONES  ] 
QUIETS  PARENTS 
QUIETS  COLIC 


PEDIATRIC  PIPTAL® 

WITH 

PHENOBARBITAL 

each  cc.  contains  6 mg.  phenobarbital  (warning:  may 
be  habit  forming);  4 mg.  Piptal®  (pipenzolate  bromide), 
and  20%  alcohol. 


Pleasant-tasting  Pediatric  Piptal  with 
Phenobarbital  is  miscible  in  milk,  formulas 
and  fruit  juices,  and  may  also  be  given  by 
dropper  directly  on  the  infant's  tongue.  Dos- 
age is  0.5  cc.  15  minutes  before  feeding;  in 
severe  cases,  1.0  cc.  four  times  daiiy.  High 
doses  may  occasionally  cause  constipation 
with  tenesmus  and,  rarely,  flushing  without 
fever.  It  is  contraindicated  in  bowel  obstruc- 
tion or  sensitivity  to  phenobarbital  or  anti- 
cholinergics. Available  in  30  cc.  dropper 
bottles,  droppers  calibrated  to  deliver  0.5  cc. 
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against  the  usual  gram-negative  urinary  pathogens 


Why  use  five...where  one  will  do? 


In  a recent  217-patient  hospital  study,'  urinary  tract  infections  were  treated  with  a 
variety  of  widely  prescribed  antimicrobial  agents  including:  a sulfonamide  (40  pa- 
tients), chloramphenicol  (20  patients),  nitrofurantoin  (33  patients),  nalidixic  acid  (30 
patients),  tetracycline  (27  patients),  colistimethate  sodium  (22  patients) . . . and  2 com- 
binations of  5 agents  each  (45  patients).  The  2 combinations  were  selected  to  afford 
maximal  theoretical  antibacterial  coverage  against  the  usual  urinary  pathogens.  They 
were  (1)  tetracycline,  chloramphenicol,  nitrofurantoin,  ristocetin  and  polymyxin  B; 
and  (2)  tetracycline,  chloramphenicol,  erythromycin,  nitrofurantoin  and  colistimethate 
sodium. 

This  clinical  study  shows  that  the  two  combinations  of  antibiotics  were  not  superior 
to  some  of  their  single  components.  The  authors  point  out  that  antibiotic  antagonism 
often  negates  theoretical  advantages  of  multiple  therapy.  Coly-Mycin  Injectable 
(colistimethate  sodium)  was  one  of  the  single  components  that  was  shown  to  be 
equal  to  the  combinations  and  eradicated  bacteriuria  in  two-thirds  of  the  patients. 

Theoretical  choice  of  multiple  antibacterial  therapy  has  been  shown  to  be  no  more 
effective  than  one  well-chosen  agent  which  also  offers  least  patient  exposure  to 
possible  side  reactions,  toxicities,  allergic  manifestations  and  higher  drug  costs. 

1.  McCabe,  W.  R..  and  Jackson,  G.  G.rNew  England  J.  Med.  272:1037, 1965. 


in  gram-negative  urinary  tract  infections  often  the  single  well-chosen  agent 
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Coly-Mycin*  Injectable 

(colistimethate  sodium) 


Indications:  Especially  indicated  for  the  treatment  of  severe  acute  and  resistant 
chronic  urinary  tract  infections  due  to  sensitive  strains  of  gram-negative  organisms. 
Also  indicated  in  respiratory  tract,  surgical,  wound  and  burn  infections  and  in  septi- 
cemia due  to  sensitive  organisms.  Particularly  indicated  when  any  of  these  infections 
are  caused  by  sensitive  strains  of  Pseudomonas  aeruginosa. 

Adverse  Reactions:  Occasional  reactions  such  as  circumoral  paresthesias,  tingling 
of  the  extremities,  pruritus,  vertigo  or  dizziness  may  occur.  Reduction  of  dosage  may 
alleviate  symptoms.  Therapy  need  not  be  discontinued,  but  such  patients  should  be 
observed  with  extra  care. 


Warning:  Patients  should  be  cautioned  not  to  drive  vehicles  or  use  hazardous  ma- 
chinery while  on  therapy. 

Precautions:  In  cases  of  impaired  or  suspected  renal  impairment,  use  with  greater 
caution  and  reduce  dosage  in  proportion  to  extent  of  impairment.  Transient  eleva- 
tions of  BUN  have  been  reported.  As  a routine  precaution,  appropriate  blood  studies 
should,  therefore,  be  made  during  prolonged  therapy. 


As  with  all  polypeptides,  the  possibility  of  muscular  weakness,  including  apnea,  due 
to  inadvertent  overdosage  or  normal  dosage  in  the  presence  of  impaired  renal  func- 
tion, should  not  be  overlooked.  In  cases  of  apnea,  medication  should  be  promptly  dis- 
continued and  assisted  respiration  given  until  serum  levels  fall  and  normal  breathing 
is  restored. 

Other  antibiotics,  such  as  kanamycin,  streptomycin,  dihydrostreptomycin,  polymyxin, 
and  neomycin,  may  also  have  varying  neurotoxic  or  nephrotoxic  potential.  They 
should  be  used  with  great  caution  concomitantly  with  Coly-Mycin  Injectable  (colis- 
timethate sodium). 

For  deep  intramuscular  injection  only. 

Dosage:  By  the  I.M.  route  only,  in  2 to  4 divided  doses  ranging  from  1 .5  to  5 mg./Kg./ 
day  (0.7  mg.  to  2.3  mg./lb./day).  Average  adult  dose  is  2.5  mg./Kg./day  (1.1  mg./ 
Ib./day).  In  the  presence  of  bacteremia,  septicemia,  or  other  serious  infection,  greater 
than  average  doses  may  be  required:  however,  maximum  daily  doses  should  not 
exceed  5 mg./Kg.  (2.3  mg./lb.)  where  renal  function  is  normal. 


Not  recommended  against  Proteus. 

Colistin  is  also  available  (as  colistin  sulfate)  in:  Coly-Mycin®  Pediatric  for  Cral  Sus- 
pension (not  for  systemic  use),  and  Coly-Mycin®  Ctic  with  Neomycin  and  Hydro- 
cortisone. 

Full  information  is  available  on  request.  — 

WARN  ER  - CMiLCOTT  Morris  Plains,  New  Jersey  l^-^ 
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The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 
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UP  TO  10-12  HOURS’  CLEAR  BREATHING  ON  ONE  TABLET 

Dimetapp^  Extentabs' 

(Dimetane®  Ibrompheniramine  maleatel,  12  mg.;  phenylephrine  HCI,  15  mg.;  phenylpropanolamine  HCI,  15  mg.) 


IT’S  AS  PLAIN 
AS  THE 
NOSE  ON  HIS 
. FACE. 


In  sinusitis,  colds,  or  U.R.I., 

Dimetapp  lets  congested  patients 
breathe  easy  again.  Each  Extentab 
brings  welcome  relief  all  day  or  all  night, 
usually  without  drowsiness  or  over- 
stimulation.  Its  key  to  success?  The 
Dimetapp  formula  — Dimetane  (brom- 
pheniramine maleate),  a potent  anti- 
histamine reported  in  one  study  to  have 
elicited  side  effects  as  few  as  the  placebo,  * 
teamed  with  decongestants  phenyl- 
ephrine and  phenylpropanolamine- 
in  a dependable  10-  to  12-hour  form. 

'Schiller,  I.  W.,  and  Lowell,  F.  C.:  New  England 
J.  Med.  2^1:478,  1959. 


Contraindications;  Patients  hypersen- 
sitive to  antihistamines.  Not  recom- 
mended for  use  during  pregnancy. 

Precautions:  Until  the  patient’s 
response  has  been  determined,  he 
should  be  cautioned  against  engaging 
in  operations  requiring  alertness. 
Administer  with  care  to  patients  with 
cardiac  or  peripheral  vascular 
diseases  or  hypertension. 

Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia have  been  reported  on 


rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of  the 
mouth,  mydriasis,  increased  irritability, 
or  excitement  may  be  encountered. 

Dosage:  1 Extentab  morning 
and  evening,  or  as  needed. 

Supplied:  Bottles  of  100  and  500. 

Also  available:  Dimetapp®  Elixir  for 
conventional  t.i.d.  or  q.i.d.  dosage. 

See  package  insert  for  further  details. 

A.  H.  ROBINS  CO.,  INC. 

RICHMOND,  VIRGINIA  23220 

AH'I^OBINS 


PhPnSinhPIl^  leading  compound 

r IICIIu|JIICII  analgesic  that  calms 

with  C 0 d 6 i n 6 caffeinates 


Each  capsule  contains: 

Phenobarbital  (!4  gr.) 16.2  mg. 

(Warning:  may  be  habit  forming) 

Aspirin  {2V2  gr.) 162.0  mg. 

Phenacetin  (3  gr.) 194.0  mg. 

Hyoscyamine  sulfate 0.031  mg. 

Codeine  phosphate 14  gr.  (No.  2), 

V2  gr.  (No.  3),  1 gr.  (No.  4) 
(Warning:  may  be  habit  forming) 


Contraindications:  Hypersensitivity  to  any  ingredient. 
Precautions:  As  with  all  phenacetin-containing  products,  avoid 
excessive  or  prolonged  use. 

Side  Effects:  Side  effects  are  uncommon  — nausea,  constipation, 
and  drowsiness  have  been  reported.  _ , , 

/I'H'DOBINS 

A.  H.  ROBINS  CO.,  INC.,  Richmond,  Va.  23220  I V 


SQUIBB  NOTES  ON  THERAPY 


Behind  continued  high  blood  pressure  readings 
lies  the  possibility  of  organic  damage 


Many  of  the  aspects  of  essential  hypertension  are 
unpredictable— either  because  there  are  a number 
of  mechanisms  involved  or  because  individuals  differ  in 
their  responses  to  these  mechanisms. ^ 

There  is  one  aspect  of  hypertension,  hov/ever,  that 
seems,  in  many  cases,  predictable.  “.  . . when  the  blood 
pressure  is  elevated  to  a marked  degree  for  an  adequate 
period  of  time,  this  in  itself  leads  to  perpetuation  of 
the  syndrome  with  resulting  vascular  damage  through- 
out tine  body.”i4  All  too  often  the  disease  progresses 
until  there  is  damage  to  one  of  three  vital  organs:  the 
heart,  the  kidney,  the  brain. 


“Hypertension  is  certainly  a major  factor  in  the  gene- 
sis of  coronary  heart  disease,  and  it  is  even  more 
important  when  compounded  with  obesity.’’^ 

‘‘[Vascular  deterioration]  can  be  clearly  seen  in  the 
kidney  with  a degree  of  damage  that  can  be  measured 
by  renal  function  studies. ’’1° 

. . most  evidence  suggests  that  reduction  of  blood 
pressure,  when  it  is  too  high,  not  only  relieves  the  heart 
of  excess  work  but  reduces  vascular  damage.”! 

“In  short,  treatment  is  indicated.”! 

Antihypertensive  therapy  will  not  restore  the  blood  ves- 
sels to  normal.  Yet  many  of  the  vascular  changes  and 
symptoms  caused  by  increased  blood  pressure  may  be 
arrested  or  alleviated  when  the  blood  pressure  is  re- 
duced to  normotensive  levels. ^ 

Reducing  the  blood  pressure  helps  curtail  further  vascu- 
lar damage  and  improves  the  prognosis  — when  damage 
is  not  too  far  advanced  before  therapy  is  started. !‘^ 
Essential  hypertension  is  an  indication  not  only  for 
treatment,  but  for  early  and  adequate  treatment  of  the 
patient  in  question. 

Reduce  the  blood  pressure  with  Rautrax-N 

Rautrax-N  combines  the  antihypertensive-tranquilizing 
action  of  whole  root  rauwolfia  with  the  antihypertensive- 
diuretic  action  of  bendroflumethiazide  in  one  conven- 
ient medication.  The  two  drugs  complement  each  other 


so  that  smaller  doses  of  both  are  possible. 

Rauwolfia  combined  with  bendroflumethiazide  is  par- 
ticularly effective  in  long-term  therapy, !5-!7  since  bene- 
ficial effects  do  not  diminish  with  continuous  daily 
administration. 

For  most  patients  1 or  2 Rautrax-N  tablets  daily  are 
sufficient  for  maintenance  therapy.  The  simplicity,  con- 
venience and  economy  of  such  a dosage  schedule  are 
of  particular  benefit  to  older  patients. 

References:  1.  Page,  I.  H.,  and  Dustan,  H.  P.:  The  Usefulness  of  Drugs  in  the 
Treatment  of  Hypertension,  in  Ingelfinger,  F.  J.;  Reiman,  A.  S.,  and  Finland, 
M.:  Controversy  in  Internal  Medicine,  Philadelphia,  W.  B.  Saunders  Co., 
1966,  p.  95.  2.  Hollander,  W.:  The  Evaluation  of  Antihypertensive  Therapy 
of  Essential  Hypertension  in  Ingelfinger,  F.  J.;  Reiman,  A.  S.,  and  Finland, 
M.:  Controversy  in  Internal  Medicine,  Philadelphia,  W.  B,  Saunders  Co., 
1966,  p.  97.  3.  Nickerson,  M.:  Antihypertensive  Agents  and  the  Drug  Therapy 
of  Hypertension,  in  Goodman,  L.  S.,  and  Gilman,  A.;  The  Pharmacological 
Basis  of  Therapeutics,  ed.  3,  New  York,  The  Macmillan  Co.,  1965,  p.  727. 
4.  Berkson,  D.  M.;  Indust.  Med.  & Surg.  32:371,  1963.  5.  Cohen,  B.  M.: 
M.  Times  91:645,  1963.  6.  Lee,  R.  E.,  et  al.:  Am.  J.  Cardiol.  11:738,  1963. 
7.  Moyer,  J.  H.:  Am.  J.  Cardiol.  9:821,  1962.  8.  Moser,  M.;  New  York  J. 
Med.  62:1177,  1962.  9.  Wood,  J.  E.,  and  Battey,  L.  L.:  Am.  J.  Cardiol.  9:675, 
1962.  10.  Moyer,  J.  H.,  and  Heider,  C.:  Am.  J.  Cardiol.  9:920,  1962.  11. 
Moser,  M.,  and  Macaulay,  A.  I.:  New  York  State  J.  Med.  60:2679,  1960. 
12.  Judson,  W.  E.:  Nebraska  M.  J.  44:305,  1959.  13.  Hodge,  J.  V.;  McQueen, 
E.  G.,  and  Smirk,  H.:  Brit.  M.  J.  1:5218,  1961.  14.  Moyer,  J.  H.,  and  Brest, 
A.  N.:  Hypertension  Recent  Advances,  Philadelphia,  Lea  & Febiger,  1961, 
p.  633.  15.  Berry,  R.  L.,  and  Bray,  H.  P.:  J,  Am.  Geriatrics  Soc.  10:516, 
1962.  16.  Reid,  W.  J.:  J.  Am.  Geriatrics  Soc.  13:365,  1965.  17.  Feldman, 
L.  H.:  North  Carolina  M.  J.  23:248,  1962. 

Contraindications:  Severe  renal  impairment  or  previous  hypersensitivity. 
Warning:  Ulcerative  small  bowel  lesions  have  occurred  with  potassium- 
containing  thiazide  preparations  or  with  enteric-coated  potassium  salts  sup- 
plementally.  Stop  medication  if  abdominal  pain,  distension,  nausea,  vomiting 
or  G.l.  bleeding  occur. 

Precautions  and  Side  Effects:  The  dose  of  ganglionic  blocking  agents,  vera- 
trum  or  hydralazine  when  used  concomitantly  must  be  reduced  by  at  least 
50%  to  avoid  orthostatic  hypotension.  Caution  is  indicated  in  patients 
with  depression,  suicidal  tendencies,  peptic  ulcer;  electrolyte  disturbances 
are  possible  in  cirrhotic  or  digitalized  patients.  Marked  hypotension  during 
surgery  is  possible;  consider  discontinuing  two  weeks  prior  to  elective  surgery 
and  observe  patients  closely  during  emergency  surgery.  Rauwolfia  prepara- 
tions may  cause  reversible  extrapyramidal  symptoms  and  emotional  depres- 
sion, diarrhea,  weight  gain,  edema,  drowsiness  may  occur.  Bendroflumethia- 
zide may  cause  increases  in  serum  uric  acid,  unmask  diabetes,  increase 
glycemia  and  glycosuria  in  diabetic  patients,  and  may  cause  hypochloremic 
alkalosis,  hypokalemia;  cramps,  pruritus,  paresthesias,  rashes  may  occur. 
Dosage  and  Supply:  Initial  dosage,  1 to  4 tablets  daily,  preferably  at  meal- 
time. Maintenance,  1 or  2 tablets  daily.  Rautrax-N  is  supplied  as  capsule- 
shaped tablets  containing  50  mg.  Rauwolfia  serpentina  whole  root  (Rau- 
dixin®),  4 mg.  bendroflumethiazide  (Naturetin®),  400  mg.  potassium  chloride. 
Also  available:  Rautrax-N  Modified  — capsule-shaped  tablets  containing 
50  mg.  Rauwolfia  serpentina  whole  root  (Raudixin),  2 mg.  bendroflumethia- 
zide (Naturetin),  400  mg.  potassium  chloride.  Both  potencies  available  in 
bottles  of  100.  For  full  information,  see  Product  Brief. 


R AUTR  AX-  N 

Squibb  Rauwolfia  Serpentina  Whole  Root  (50  mg.)  with  Bendro- 
flumethiazide (4  mg.)  and  Potassium  Chloride  (400  mg.) 


Squibb 


‘The  Priceless  Ingredient’  of  every  product 
is  the  honor  and  integrity  of  its  maker. 


good  reason 
to  select 

Ilosone* 

Erythromycin  Estolate 

for  bacterial 
infections 


two  to  four  times 
the  therapeutic 
activity  of  other 
erythromycins 


CONTRAINDICATIONS:  llosone  is  contraindicated  in  patients  with  a known  history  of  sensitivity 
to  this  drug  and  in  those  with  preexisting  liver  disease  or  dysfunction. 

SIDE-EFFECTS;  Even  though  llosone  is  the  most  active  oral  form  of  erythromycin,  the  incidence 
of  side-effects  is  low.  Infrequent  cases  of  drug  idiosyncrasy,  manifested  by  a form  of  intrahe- 
patic  cholestatic  jaundice,  have  been  reported.  There  have  been  no  known  fatal  or  definite  resid- 
ual effects.  Gastro-intestinal  disturbances  not  associated  with  hepatic  effects  are  observed  in  a 
small  proportion  of  patients  as  a result  of  a local  stimulating  action  of  llosone  on  the  alimentary 
tract.  Although  allergic  manifestations  are  uncommon  with  the  use  of  erythromycin,  there 
have  been  occasional  reports  of  urticaria,  skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 

DOSAGE:  Children  under  25  pounds— 5 mg.  per  pound  of  body  weight  every  six  hours.  Childrei 
25  to  50  pounds— 125  mg.  every  six  hours.  Adults  and  children  over  50  pounds— 250  mg.  every 
six  hours.  For  severe  infections,  these  dosages  may  be  doubled. 

Available  in  Pulvules®,  suspension,  drops,  and  chewable  tablets,  llosone  Chewable  tablets 
should  be  chewed  or  crushed  and  swallowed  with  water. 


Additional  information  available  to  physicians  upon  request. 
Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 
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The  Industrial  Hygienist  on  the  Health 
And  Safety  Team 

Jerome  T.  Siedlecki** 

Chicago.  III. 


The  scope  of  industrial  hygienic  activity 
and  its  relation  to  the  overall  occupa- 
tional health  program  is  outlined  ivith 
emphasis  on  the  importance  of  well- 
organized  programs. 

All  too  often,  management  is  not 
aware  of  the  importance  and  scope  of 
occupational  health  and  the  benefits 
which  can  be  achieved  from  a well-planned 
program.  Often,  too,  management  does  not 
realize  that  an  occupational  health  program  is 
largely  preventive,  with  attainable  goals  defined 
in  terms  of  better  employee  health,  improved 
employee  and  community  relationships,  in- 
creased productivity,  and  actual  savings  in  dol- 
lars and  cents. 

The  Objectives  of  an  Occupational 
Health  Program 

To  offer  guidance  in  the  development  and 
operation  of  occupational  health  services,  the 
Council  on  Occupational  Health  of  the  Ameri- 
can Medical  Association  has  developed  a state- 
ment describing  the  scope,  objectives  and 
functions  of  the  program.  The  original  state- 

*PresetUed  at  Keiilucky’.s  Second  Governor's  Occu- 
pational Health  Conference,  Louisville,  Kentucky, 
March  28,  1966. 

** Assistant  Director,  Department  of  Occupational 
Health,  American  Medical  Association. 

^'nturky  Medical  Association  • November  1966 


ment  was  approved  by  the  Board  of  Trustees 
and  adopted  by  the  House  of  Delegates  of 
the  AM  A in  1957,  and  revised  in  1960.  The 
statement  lists  the  objectives  as  follows: 

1.  To  protect  employees  against  health  haz- 
ards in  their  work  environment; 

2.  To  facilitate  the  placement  and  insure 
the  suitability  of  individuals  according  to  their 
physical  capacities,  mental  abilities  and  emo- 
tional make-up  in  work  which  they  can  per- 
form with  an  acceptable  degree  of  efficiency 
and  without  endangering  their  own  health  and 
safety  or  that  of  their  fellow  employees; 

3.  To  assure  adequate  medical  care  and  re- 
habilitation of  the  occupationally  ill  and  in- 
jured; and 

4.  To  encourage  personal  health  mainte- 
nance. 

The  AMA  statement  also  lists  six  essential 
activities  in  order  to  attain  the  objectives  of 
the  occupational  health  program.  The  first  and 
most  important  from  the  standpoint  of  preven- 
tion is  the  “maintenance  of  a healthful  work 
environment”  and  is  described  in  the  state- 
ment as  follows: 

“This  requires  that  personnel  skilled  in 
industrial  hygiene  perform  periodic  in- 
spections of  the  premises,  including  all 
facilities  used  by  employees,  and  evaluate 
the  work  environment  in  order  to  detect 
and  appraise  health  hazards,  mental  as 
well  as  physical.  Such  inspections  and  ap- 
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processes  anu  maienais  useu,  proviue  cui- 
rent  information  on  health  aspects  of  the 
work  environment.  This  information  will 
serve  as  the  basis  for  appropriate  recom- 
mendations to  management  for  preventive 
and  corrective  measures.” 

The  other  essential  activities  given  in  the 
statement  are  health  examinations,  including 
preplacement  and  periodic  examinations,  diag- 
nosis and  treatment  of  occupational  injury 
and  disease  and  emergency  treatment  of  non- 
occupational  injury  and  illness,  immunization 
programs,  medical  records,  and  health  educa- 
tion and  counseling. 

The  achievement  of  the  objectives  of  the 
occupational  health  program  requires  the 
skills  of  the  disciplines  which  make  up  the 
health  and  safety  team. 

While  industrial  hygiene,  medical  and  safe- 
ty personnel  have  their  own  special  tasks,  each 
has  the  same  common  objective — to  make  the 
work  place  safe  and  to  keep  the  worker  on 
the  job.  The  services  are  inter-related  and  de- 
pendent upon  each  other. 

The  safety  engineer  is  concerned  with  those 
factors  which  cause  accidental  injuries.  The  in- 
dustrial hygienist  deals  with  the  environmental 
conditions  which  cause  occupational  disease. 
The  physician  and  nurse  also  are  concerned 
with  the  prevention  of  injuries  and  diseases  as 
well  as  repairing  the  results  of  sickness  or  in- 
jury and  improving  the  worker’s  health. 

The  Role  of  the  Industrial  Hygienist 

Industrial  hygiene  is  comprised  essentially 
of  a union  of  skills  of  medical  scientists  and 
physical  scientists  to  link  the  environment 
and  man.  Initially,  these  scientists  have  been 
trained  as  chemists,  physicists,  engineers,  biolo- 
gists, toxicologists,  and  physicians.  Through  ex- 
perience and  graduate  study,  they  have  gained 
knowledge  in  the  other  allied  disciplines. 

Industrial  hygienists  are  employed  in  in- 
dustry, insurance  companies,  universities,  re- 
search institutions,  government  — federal, 
state,  or  municipal — and  membership  and  trade 
associations.  In  industry,  some  of  the  larger 
companies  utilize  industrial  hygiene  teams 
composed  of  individuals  highly  skilled  in  their 
basic  disciplines.  Smaller  companies  depend 
upon  one  individual  trained  in  the  comprehen- 
sive practice  of  industrial  hygiene. 


uic  worn,  or  me  muusiriai  nygiemsis  are  recog- 
nition, evaluation,  and  control.  The  environ- 
ment and  work  processes  are  studied  to  recog- 
nize the  factors  having  the  potential  of  affect- 
ing the  health  of  the  worker.  Instruments  are 
used  to  sample  the  atmosphere  and  measure 
these  environmental  factors.  The  findings  are 
evaluated  to  determine  the  extent  of  the  haz- 
ard. Lastly,  the  exposure  is  controlled  to  make 
the  work  place  safe. 

The  Environmental  Hazards 

The  environmental  factors  which  may  cause 
occupational  diseases  and  which  are  of  pri- 
mary concern  to  the  industrial  hygienist  may 
be  chemical,  physical  and  biological. 

The  chemical  agents  in  the  form  of  liquids, 
dusts,  fumes,  mists,  vapors  and  gases  are  the 
largest  single  group  responsible  for  occupa- 
tional diseases.  Chemical  agents  may  enter 
the  human  body  by  inhalation,  ingestion,  and 
skin  contact.  The  chief  method  is  by  inhala- 
tion. Ingestion  may  be  a factor  where  toxic 
agents  are  being  handled,  hygiene  is  poor,  and 
smoking  and  eating  are  permitted  on  the  job. 
Some  chemicals  enter  the  body  by  cutaneous 
absorption,  e.g.,  tetraethyl  lead. 

Skin  Irritants  and  Sensitizers 

Experience  has  shown  that  at  least  two- 
thirds  of  the  occupational  disease  cases  are 
dermatitis.  Although  most  cases  are  of  a mild 
nature,  they  may  result  in  a loss  of  work  time 
as  well  as  a disturbance  of  employee  relations. 
The  cost  of  treatment  and/or  compensation  of 
industrial  dermatitis  would  probably  be  in  the 
neighborhood  of  60  per  cent  of  the  total  cost 
of  occupational  disease  cases. 

Chemicals  are  used  in  some  operations  in 
almost  all  plants.  Contact  with  the  skin  with 
most  of  these  chemicals  for  a few  minutes 
or  even  a few  hours  of  the  work  day  will  be 
harmless  if  routine  hygiene  measures  are  em- 
ployed. This  may  range  from  frequent  washing 
of  the  hands  to  a program  of  daily  showers 
with  a change  of  clean  underwear  and  clean 
outer  protective  clothing  to  reduce  the  time  of 
contact  of  chemicals  with  the  body  and  posi- 
bility  of  absorption  through  the  skin. 

Immediate  washing  of  the  skin  should  fol- 
low when  there  has  been  contact  with  primary 
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irritants  as  strong  acids  and  alkalis,  aliphatic 
and  aromatic  nitro  and  amino  compounds,  or 
some  chlorhydrins  which  can  very  rapidly 
penetrate  the  skin  and  cause  systemic  poison- 
ing or  of  solvents  which,  trapped  between  the 
skin  and  clothing,  can  cause  burns. 

All  solvents  can  defat  the  skin  in  varying 
degrees  to  produce  dermatitis.  Even  in  spot 
cleaning  of  wearing  apparel,  precautions 
should  be  taken  to  prevent  skin  contact. 

There  are  some  chemical  compounds  which 
can  react  with  the  chemical  components  of 
the  skin  to  produce  allergens.  No  abnormal 
reaction  is  noted  during  the  period  of  sensi- 
tization. Then  without  warning,  further  skin 
contact  with  even  a very  small  quantity  of 
the  chemical  may  lead  to  a violent  skin  re- 
action. Examples  are  resins  of  plastics  in  the 
uncured  states. 

Protective  clothing,  particularly  gloves  made 
of  a material  resistant  to  the  chemical  of  con- 
cern, will  assist  in  preventing  skin  contact.  The 
best  protective  gloves  are  those  which  are 
cheap  enough  to  be  discarded  when  contami- 
nated or  which  can  be  thoroughly  decontami- 
nated. 

Dusts  Producing  Pneumoconioses 

Next  to  dermatitis,  the  greatest  number  of 
occupational  diseases  occur  by  the  entrance 
of  harmful  substances  through  the  respiratory 
tract.  This  may  be  in  the  form  of  dust,  vapor, 
mist,  or  gas. 

Experience  has  shown  that  the  majority 
of  industrial  dusts  have  little  effect  on  health 
and  are  of  a nuisance  type  only,  contributing 
toward  poor  housekeeping.  However,  many 
of  the  inert  dusts  may  produce  x-ray  shadows 
in  the  chest  of  the  worker  which  can  be  con- 
fused readily  with  disabling  lung  conditions. 

In  order  to  appraise  a dust  hazard,  it  is 
necessary  to  know: 

1.  the  composition  of  the  inhaled  dust  (in 
order  to  produce  silicosis  there  must  be 
free  silica  in  the  dust); 

2.  the  size  of  the  particles  of  inhaled  dust 
(only  particles  of  1-3  microns  are  de- 
posited directly  on  the  walls  of  the  al- 
veoli); 

3.  the  number  of  particles  of  inhaled  dust 
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the  permissible  concentration  depends 
upon  the  percentage  of  the  toxic  com- 
ponent of  the  dust, 

4.  the  period  or  length  of  exposure. 

Examples  of  dust  producing  pulmonary  fi- 
brosis are  free  silica  and  asbestos.  These  dusts 
usually  require  years  to  produce  their  effects. 
Examples  of  dusts  that  can  produce  x-ray 
shadows  of  the  lungs  but  are  not  disabling  are 
iron  oxide,  barium  oxide  or  tin  oxide. 

Metallic  Dust  and  Fumes 

Dust  and  fumes  of  many  metals  and  their 
compounds  that  are  inhaled  into  the  lungs 
are  completely  absorbed  by  the  blood  system 
to  cause  systemic  poisoning.  Such  toxic  metals 
as  lead,  mercury,  chromium,  cadmium,  and 
beryllium  are  used  in  numerous  operations 
in  many  industries.  Lead  is  used  in  printing 
plants.  Lead  compounds  can  be  a source  of 
exposure  in  the  petroleum  industry.  Unless 
controlled,  spraying  of  paints  of  high  lead  con- 
tent can  lead  to  lead  intoxication.  Welding 
or  brazing  with  high  temperatures  on  cadmium 
plated  surfaces  can  be  hazardous.  Recently, 
three  welders  died  after  brazing  with  a silver 
solder  containing  cadmium.  Chromium  elec- 
troplating can  result  in  exposure  to  chromic 
acid  mist  or  dust  of  the  salts  of  chromic  acid. 
Chromium  compounds  also  are  used  in  the 
tanning  of  leather. 

Solvents 

Solvents  in  numerous  combinations  are 
used  in  almost  all  industrial  operations,  either 
in  manufacture,  maintenance  or  cleaning.  The 
exact  components  of  a solvent  mixture  must 
be  known  before  an  appraisal  of  a possible 
hazard  can  be  made. 

The  extent  of  hazard  of  a solvent  depends 
upon  its  volatility,  toxicity,  and  period  of  ex- 
posure. Solvents  such  as  carbon  tetrachloride 
and  benzol  are  very  toxic  and  can  produce 
serious  illness  unless  used  under  controlled 
conditions. 

Where  it  is  possible,  solvents  of  lesser 
toxicity  should  be  substituted  for  the  more  toxic 
ones.  For  example,  inhibited  methyl  chloro- 
form is  as  effective  a cleaning  agent  as  carbon 
tetrachloride,  but  does  not  injure  the  liver  and 
kidneys.  Toluene  has  solvent  properties  similar 
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Gases 

Exposures  to  excessive  concentrations  of 
gases  can  occur  in  many  industrial  operations. 
Carbon  monoxide  is  the  gas  most  frequently 
encountered  since  it  is  formed  whenever  or- 
ganic materials  are  burned  incompletely  or  in 
the  absence  of  oxygen.  Common  sources  are 
furnaces,  oil  refineries,  charcoal  ovens  and  re- 
fuse plants.  Laundry  workers,  garage  mechan- 
ics, furnace  tenders,  firemen,  and  cooks, 
among  others,  may  be  exposed  to  it. 

Hydrogen  sulfide  is  formed  as  a by-product 
of  certain  processes.  It  is  found  in  tanneries, 
in  the  production  of  carbon  disulfide,  or  in 
the  heating  of  rubber  containing  sulfur  com- 
pounds. It  also  occurs  in  refinery  operations. 
Examples  of  other  gases  are  ammonia,  formal- 
dehyde, chlorine,  hydrogen  fluoride,  ozone, 
and  sulfur  dioxide. 

Other  Conditions 

The  biological  agents  of  concern  to  the  in- 
dustrial hygienist  include  insects  and  mites, 
molds,  yeast  and  fungi;  and  bacteria  and  vi- 
ruses. He  should  investigate  the  need  and  meth- 
ods of  sterilization  of  such  imported  animal 
products  as  hair,  bristles,  wool,  and  hides. 

Potential  hazards  of  one  or  more  physical 
agents  may  be  found  in  almost  all  plants.  The 
industrial  hygienist  must  study  the  extent  of 
exposure  to  these  agents  and  recommend  the 
necessary  control  measures.  He  must  investi- 
gate the  operations  in  which  there  are  ex- 
tremes of  temperature,  humidity,  difference  in 
pressure  and  noise,  and  those  operations  in- 
volving the  use  of  electromagnetic  radiation, 
such  as  ultrasonics,  ultraviolet  light,  infrared 
and  lasers,  or  ionizing  radiation  such  as  x-rays 
and  gamma  rays. 

Engineering  Controls 

The  engineering  controls  which  the  indus- 
trial hygienist  may  recommend  include  local 
exhaust  ventilation  and  general  ventilation. 
Local  exhaust  ventilation  is  used  to  capture 
the  contaminant  at  or  near  its  source.  This 
is  the  best  control  for  dust  from  grinding  op- 
erations. General  or  dilution  ventilation  is  the 
introduction  and  removal  of  sufficient  quan- 
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Another  control  measure  is  the  substitution 
of  a less  harmful  material  without  interference 
with  production  operations.  The  substitution  of 
a petroleum  distillate  in  place  of  the  toxic 
benzol  is  an  example. 

A hazardous  operation  may  be  isolated  from 
other  plant  operations.  This  usually  results 
in  fewer  workers  being  exposed  and  may  sim- 
plify control  measures.  An  example  is  enclos- 
ure or  isolation  of  a noisy  operation. 

A minor  change  in  the  process  may  prevent 
exposures;  for  example,  the  handling  of  sol- 
vents in  closed  instead  of  open  vessels. 

Wet  methods  may  be  used  for  the  control 
of  dust.  Wet  sweeping  or  vacuum  cleaning 
will  keep  toxic  dust  from  spreading  into  the 
atmosphere. 

Respiratory  protective  equipment  should  be 
used  only  when  there  is  no  other  practical 
means  of  avoiding  excessive  exposure.  Other 
personal  protective  equipment  may  include 
goggles,  shields,  gloves,  plastic  sleeves,  aprons, 
asbestos  leggings,  or  clothing  made  of  alumin- 
ized material  to  protect  against  radiant  heat. 

Considerable  savings  can  be  attained  by 
proper  selection  and  design  of  engineering  con- 
trols. Examples  of  inadequate  or  inoperative 
ventilation  systems  installed  without  consul- 
tation of  a skilled  industrial  hygienist  are  nu- 
merous. Often,  exhaust  systems  are  installed 
without  any  consideration  being  given  to  heat- 
ed make-up  air.  During  the  cold  weather,  the 
building  can  become  “air  starved”  creating  a 
negative  pressure  inside  the  building  and  caus- 
ing improper  operation  of  the  exhaust  hoods 
and  of  natural  combustion  flues  and  vents. 

Roof  ventilators  are  frequently  installed 
when  only  exhaust  hoods  will  efficiently  con- 
trol the  hazard.  Proper  design  of  the  hoods  is 
essential  to  prevent  air  short  circuits. 

Radiant  heat  sources  should  not  be  con- 
trolled by  man-cooler  fans,  but  by  shielding 
or  providing  the  worker  with  vortex  tube  cool- 
ing. 

Often,  an  expensive  heating  system  is  in- 
stalled in  a large  plant  to  heat  one  or  two 
workers  when  a radiant  heater  can  do  the  job 
economically  and  efficiently  without  heating 
large  volumes  of  air  and  great  areas  of  space. 

An  exhaust  hood  is  not  necessary  to  control 
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smoke  and  fume  in  quenching  operations  if 
Dowtherm  is  substituted  for  the  oil  bath. 

A fabric  collector  will  plug  up  very  quickly 
if  installed  to  control  the  dust  of  a muller.  A 
wet  collector  is  preferable. 

The  industrial  hygienist  should  judiciously 
select  the  most  effective  control  measures  with 
full  consideration  being  given  to  the  economics 
of  the  production  process. 

The  Present  Status  of  Industrial  Hygiene 
In  the  U.  S. 

What  is  the  status  of  industrial  hygiene  ac- 
tivity in  the  United  States?  There  are  two 
professional  organizations  whose  membership 
comprises  the  talents  and  knowledge  of  those 
possessing  the  skills  in  industrial  hygiene.  The 
leading  professional  organization  in  the  field 
is  the  American  Industrial  Hygiene  Associa- 
tion with  a membership  of  1450.  The  mem- 
bership of  the  American  Conference  of  Gov- 
ernmental Industrial  Hygienists  is  limited  to 
professional  personnel  in  governmental  agen- 
cies and  universities  who  are  engaged  in  oc- 
cupational health  activities.  It  has  850 
members,  65  of  whom  work  in  other  countries. 
Some  of  its  members  also  belong  to  the  Ameri- 
can Industrial  Hygiene  Association.  It  is  esti- 
mated that  the  total  number  of  skilled  indus- 
trial hygienists  in  this  country  is  about  1800. 
This  is  the  number  of  specialists  trained  to 
recognize,  evaluate,  and  control  the  health 
hazards  in  the  occupational  environment  of  80 
million  American  workers,  or  one  industrial 
hygienist  per  44,000  workers. 

The  true  picture  of  industrial  hygiene  ac- 
tivity in  the  United  States  is  not  represented 
in  these  figures,  since  many  persons  who  are 
not  members  of  the  two  professional  organi- 
zations practice  some  aspects  of  industrial 
hygiene.  The  responsibility  for  industrial  hy- 
giene in  small  plants  has  fallen  on  the  other 
members  of  the  occupational  health  and  safe- 
ty team.  They  have  done  much  in  bridging 
the  gap  in  the  solution  of  health  problems 
caused  by  excessive  exposures  to  hazardous 
materials,  processes,  and  sources  of  energy. 

The  Need  of  Industrial  Hygiene 

Awakened  management  has  established  oc- 
cupational health  programs  which  have  in- 
cluded industrial  hygiene.  Occupational  di- 
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seases  in  these  plants  have  become  a very 
minor  cause  of  illness  absenteeism.  These 
plants  are  on  top  of  the  job. 

We  should  be  concerned  with  plants  which 
do  not  have  adequate  occupational  health  pro- 
grams and  which  are  not  fully  aware  that  the 
special  hazards  inevitable  in  some  industries 
are  preventable.  It  is  in  these  plants  that  absen- 
teeism caused  by  occupational  disease  is  high. 

The  need  for  industrial  hygiene  services  be- 
comes more  evident  when  we  consider  the 
demands  of  the  rapidly  changing  industrial 
environment  caused  by  development  of  new 
chemicals  and  complex  automated  processes. 
It  is  estimated  that  every  20  minutes  a new 
chemical  is  introduced  in  industry.  These  new 
chemicals  and  formulations,  as  well  as  old 
chemicals  used  in  new  processes  and  manu- 
facturing procedures,  are  continually  being  in- 
corporated in  plant  operations.  These  must 
be  investigated  thoroughly  to  determine  the 
existence  of  potential  health  hazards. 

It  is  essential  that  management  fully  under- 
stand the  scope  and  importance  of  industrial 
hygiene.  The  occupational  health  program  of 
a plant  should  be  tailored  by  using  as  guide- 
lines the  number  of  employees  involved  and 
the  nature  of  the  hazards  of  the  work  place. 
Industrial  hygiene,  however,  should  be  incor- 
porated in  the  occupational  health  program 
of  all  plants,  small  and  large,  and  services 
provided  either  by  a skilled  industrial  hygien- 
ist or  by  the  industrial  physician  in  coopera- 
tion with  the  plant  safety  engineer  and  nurse, 
and  with  the  assistance  of  trained  industrial 
hygiene  personnel  from  the  insurance  compa- 
ny, state  health  department,  or  private  con- 
sultants. 

In  the  absence  of  an  industrial  hygienist, 
the  other  members  of  the  occupational  health 
and  safety  team  have  an  obligation  at  least 
to  recognize  a potential  environmental  health 
hazard  and  recommend  to  management  that 
the  services  of  a skilled  industrial  hygienist 
are  required.  There  are  many  sources  of  as- 
sistance. Insurance  carriers,  local  and  state 
health  departments,  and  outside  consultants 
have  been  mentioned.  Advice,  information,  and 
publications  can  be  obtained  from  the  Depart- 
ment of  Occupational  Health,  American  Medi- 
cal Association,  Industrial  Medical  Associa- 
tion, American  Academy  of  Occupational 
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Medicine,  American  Industrial  Hygiene  Asso- 
ciation, American  Conference  of  Governmental 
Industrial  Hygienists,  Industrial  Hygiene 
Foundation,  National  Safety  Council,  Health 
Physics  Society,  such  trade  associations  as  the 
American  Petroleum  Institute,  Manufacturing 
Chemists  Association,  and  American  Foundry- 
men’s  Society,  and  the  Division  of  Occupation- 
al Health,  U.  S.  Public  Health  Service.  Each 
of  these  organizations  has  developed  state- 
ments, data  sheets  and  guides  on  the  organi- 
zation of  occupational  health  programs,  on 
hazards  and  safe  handling  of  dangerous  ma- 
terials, and  on  control  measures  necessary  for 
a safe  environment. 

There  are  short  courses  designed  to  acquaint 
the  student  with  the  fundamentals  of  industrial 
hygiene  and  to  recognize  potential  health  haz- 
ards. The  National  Safety  Council  annually 
conducts  a one-week  course  for  safety  engi- 
neers. The  Industrial  Hygiene  Foundation  has 
such  training  available  to  its  members.  The 
Research  and  Training  Facility,  Division  of 


Plan  Now  to  Attend 


Occupational  Health,  U.  S.  Public  Health  Serv- 
ice in  Cincinnati  offers  two-weeks  courses  to 
physicians,  industrial  hygienists,  and  others 
having  certain  prerequisites.  The  American 
Industrial  Hygiene  Association  and  the  Indus- 
trial Medical  Association  offer  very  short  re- 
fresher courses  at  their  annual  meetings. 

Summary 

I have  outlined  the  scope  of  industrial  hy- 
giene activity  and  its  relation  to  the  overall 
occupational  health  program.  Management, 
medical,  industrial  hygiene,  nursing  and  safety 
engineering  personnel  must  cooperate  to  moni- 
tor man  and  his  environment  and  make  safe 
the  work  place.  In  the  industries  in  which  well- 
organized  programs  exist,  management  has 
rapport  with  the  employees  and  the  commu- 
nity. Without  a planned  program,  both  man- 
agement and  the  employees  suffer  in  lost  time 
because  of  increase  in  illness-absenteeism,  in 
decrease  in  income,  and  in  lowered  morale. 
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Diagnosis  and  Treatment  of  Occult  Carcinoma 

Of  the  Breast 

K.  Kodes  Bi  knam,  M.D.  F.A.C.S.* 

I.ouisi'ille,  Ky. 


Metastatic  carcinoma  of  the  breast  ivith- 
out  a demonstrable  primary  lesion  re- 
quires a somewhat  different  approach  in 
its  diagnosis,  prior  to  definitive  treatment. 

OCCULT  carcinoma  of  the  breast  is  a rare 
type  of  carcinoma  or  should  we  say  it 
is  carcinoma  of  the  breast  with  an  un- 
usual behavior  pattern,  as  related  to  the  usual 
pattern  of  carcinoma  of  the  breast. 

This  condition  came  to  my  attention  in 
November,  1960.  At  this  time  a 48-year-old 
white  female  presented  herself  with  a chief 
complaint  of  a nontender  mass  in  the  right 
axilla.  The  patient  stated  that  the  mass  had 
gradually  enlarged.  Review  of  systems  was  es- 
sentially negative.  Physical  examination  re- 
vealed a firm  mass  approximately  8 1/2 
centimeters  in  diameter  in  the  right  axilla. 
The  mass  was  non-tender,  smooth  in  outline, 
and  fixed  to  the  surrounding  tissues.  Examina- 
tion of  the  head  and  neck  were  essentially 
negative.  Examination  of  both  breasts  re- 
vealed no  masses.  The  remainder  of  the  physi- 
cal examination  was  essentially  negative.  The 
patient  was  taken  to  surgery  and  the  mass 
was  excised. 

Grossly  this  appeared  to  be  consistent  with 
a carcinoma.  The  microscopic  pathology  re- 
port which  followed  revealed  metastatic  adeno- 
carcinoma of  the  mucoid  type,  which,  it  was 
felt,  most  likely  arose  from  a primary  carci- 
noma in  the  breast.  Following  the  pathology 
report  physical  examination  was  reviewed. 
Several  other  members  of  the  staff  were  asked 
to  examine  the  patient’s  breasts.  No  evidence 
of  lesion  could  be  found.  X-rays  of  the  nasal 
sinuses,  chest,  long  bones,  upper  and  lower 
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GI  series,  intravenous  pyelogram,  and  sigmoi- 
doscopic  examination  were  all  negative.  Dr. 
Rudolf  Noer,  in  personal  communication,  at 
this  time  suggested  that  this  was  an  occult 
carcinoma  of  the  breast  and  a radical  mas- 
tectomy on  the  same  side  would  be  the  treat- 
ment of  choice.  The  patient  was  returned  to 
surgery  the  following  day,  and  a radical  mas- 
tectomy was  carried  out.  Upon  examination  of 
the  specimen  no  other  positive  nodes  were 
found,  but  a small,  firm,  retracted  area  in  the 
lower  inner  quadrant  of  the  breast  was  noted. 
Microscopically  this  mass  was  consistent  with 
an  infiltrating  duct  carcinoma  of  the  breast. 
This  patient  has  made  an  uneventful  recovery 
and  is  living  and  well  without  evidence  of 
metastasis  as  of  January,  1966. 

Occult  carcinoma  of  the  breast  may  be  de- 
fined as  the  presence  of  metastatic  disease, 
most  commonly  in  the  axilla  without  a pal- 
pable or  demonstrable  lesion  in  the  breast. 
Metastasis  of  carcinoma  from  the  breast  to  the 
axillary  nodes  without  further  evidence  of 
disease  has  been  recognized  for  many  years. 
Dr.  William  Halstead  described  two  cases  in 
1907.  Dr.  Halstead  stated,  “I  have  twice  seen 
extensive  carcinomatous  involvement  of  the 
axillary  nodes  due  to  mammary  cancer,  which 
later  in  neither  instance  became  demon- 
strable over  a certain  period  of  time,  after  the 
axillary  glands  had  obtained  conspicuous  di- 
mension. In  each  case,  the  axillary  tumor  had 
been  removed,  in  one  of  them,  the  year  before, 
and  in  the  other,  perhaps  two  years  prior  to 
my  first  examination,  which,  though  made  in 
a most  careful  manner,  failed  to  find  the  slight- 
est evidence  of  cancer  in  either  breast.  In  the 
course  of  a few  months  thereafter,  mammary 
disease  manifested  itself  in  both  patients.”  Dr. 
Halstead  later  described  a third  patient  op- 
erated on  for  enlarged  axillary  nodes,  who  re- 
turned two  and  a half  years  later  because  of 
recurrence  in  the  axilla.  Only  at  this  time  was 
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growth  is  by  no  means  an  indication  of  its 
recent  origin,  and  concludes  from  experience 
that  some  mammary  cancer  metastasizes  long 
before  it  becomes  evident.  He  cites  three 
cases  in  which  enlarged  nodes  were  removed 
months  before  the  primary  was  noted.  As 
early  as  1909,  Cameron  recommended  the  re- 
moval of  the  breast  when  malignant  axillary 
nodes  were  found,  if  no  tumor  could  be  de- 
tected in  the  breast  and  all  other  possible  sites 
of  a primary  carcinoma  had  been  ruled  out. 
The  correctness  of  his  thinking  was  reaffirmed 
by  Jackson  in  1948.  Jackson  presented  a case 
in  which  the  primary  tumor  had  not  become 
evident  until  three  years  and  four  months 
after  positive  axillary  nodes  were  removed. 
Kloph  presented  a case  in  1950,  in  which  the 
positive  axillary  nodes  were  found  approxi- 
mately forty-eight  months  before  the  primary 
tumor.  Fitts  and  Horn  presented  fifteen  cases 
in  which  the  breast  was  removed  without 
evidence  of  a palpable  tumor,  the  initial  signs 
being  as  follows:  Enlarged  axillary  nodes,  four 
cases;  dermatitis  of  the  nipples,  four  cases; 
edema  of  the  skin,  one  case;  retraction  of  the 
skin,  one  case;  distant  metastasis,  two  cases, 
one  being  to  the  orbit  and  the  other  to  the 
liver. 

The  incidence  of  occult  carcinoma  of  the 
breast  found  by  the  Mayo  Clinic  in  reviewing 
some  5,451  cases  of  carcinoma  of  the  breast 
was  25  cases,  or  5/10  of  one  percent.  From 
a search  of  the  literature  covering  some  40 
cases,  it  is  apparent  that  the  size  of  the 
primary  lesion  is  by  no  means  an  indication 
of  its  recent  origin,  nor  is  it  a factor  in  distant 
metastasis.  Most  tumors  classified  as  occult 
carcinoma  of  the  breast  are  apparently  very 
slow-growing  lesions. 

Having  reviewed  the  literature,  I believe 
the  following  procedure  should  be  followed  in 
the  management  of  this  lesion.  Following  posi- 
tive node  biopsy,  if  no  lesion  can  be  palpated 
in  the  breast  or  discovered  upon  physical  ex- 
amination, one  should  do  roentgenogram  of  the 
chest  and  sinuses,  upper  and  lower  GI  series, 
intravenous  pyelogram,  sigmoidoscopic  exami- 


primary  lesion,  radical  mastectomy  on  the 
same  side  as  the  positive  axillary  nodes  should 
be  done.  In  some  40  cases  in  which  this  tech- 
nique had  been  followed,  careful  examination 
of  the  removed  specimen  has  been  done  and 
the  lesion  has  been  found  in  approximately 
98%  of  the  cases. 

At  this  time  1 would  like  to  discuss  mammo- 
graphy in  these  cases.  The  earliest  report  of 
the  value  of  X-ray  diagnosis  in  the  location  of 
non-palpable  primary  carcinoma  of  the  breast 
was  by  Gresham,  Cohen  and  others  in  the 
Archives  of  Surgery  in  1955.  They  presented 
a series  of  five  cases  in  which  the  primary 
tumor  was  not  palpable  but  was  outlined  by 
mammography.  Dr.  Robert  Egan  at  the  M.D. 
Anderson  Hospital  has  been  largely  responsi- 
ble for  the  further  development  of  mammo- 
graphy. This  technique  has  been  developed  to 
its  present  degree  of  efficiency  only  in  the  past 
five  years.  According  to  a survey  of  the  most 
recent  literature,  diagnosis  by  mammography 
is  80^^  accurate  in  the  hands  of  radiologists 
with  special  training  and  a good  deal  of  ex- 
perienee  in  this  particular  field.  Most  likely 
some  of  these  earlier  lesions  could  have  been 
demonstrated  by  mammography. 

In  reviewing  the  literature  on  occult  carci- 
noma in  this  series  of  some  40  cases,  it  was 
noted  that  the  five  year  cure  rate  was  ap- 
proximately 759f,  which  is  markedly  better 
than  in  demonstrable  carcinoma  of  the  breast 
with  axillary  metastasis,  in  which  the  cure  rate 
runs  from  20  to  45%.  The  probable  reason 
for  this  is  that  the  primary  lesion  in  occult 
carcinoma  of  the  breast  is  very  slow-growing. 
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Frequency  of  Abnormal  AC/A  Ratio  in 
Commitant  Esotropias 
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The  object  of  this  study  was  to  determine 
the  incidence  of  abnormal  ACj A ratio  in 
children  with  commitant  esotropias  and 
to  establish  what  types  could  be  candi- 
dates for  miotic  therapy. 

Introduction 

IN  1949  S.  V.  Abraham  reported  in  the 
American  Journal  of  Ophthalmology  the  use 
of  miotics  in  the  treatment  of  convergence 
strabismus.^ ' - 

It  was  difficult  to  evaluate  this  type  of 
therapy  due  to  the  short  span  of  the  effects 
of  pilocarpine  on  a ciliary  muscle  but  since 
the  long  acting  miotics,  such  as  Floropryl  and 
more  recently,  phospholine  iodide  have  become 
available,  a better  understanding  and  evalu- 
ation of  miotics  in  the  treatment  of  certain 
types  of  commitant  esotropia  is  now  possible 
and  they  are  the  treatment  of  choice  in  many 
cases. 

It  was  with  this  in  mind  that  it  was  de- 
cided to  review  a number  of  cases  of  esotropia 
to  see  if  it  could  be  determined  what  patients 
would  be  likely  candidates  for  miotic  therapy. 

Pathophysiology 

In  a discussion  of  accommodative  esotropia, 
a short  review  of  the  patho  physiology  of  ac- 
commodative esotropia  is  in  order. 

When  the  gaze  is  shifted  from  far  to  near, 
several  integrated  mechanisms  act.  These  are 
the  convergence  reflex,  the  accommodative 
reflex  and  the  pupillary  reflex.  In  normal  in- 
dividuals there  is  a constant  ratio  between 
accommodation  and  convergence,  so  that  for 
one  diopter  of  accommodation,  there  is  one 
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meter  angle  of  convergence,  for  three  diopters 
of  accommodation  there  are  three  meter  angles 
of  convergence,  and  so  on.  This  ratio  of  1 : 1 
is  the  normal  A/ A ratio  and  it  is  fundamental 
to  emmetropes,  hyperopes  and  myopes.  In  a 
hyperopic  individual  who  must  accommodate 
to  overcome  his  refractive  error,  the  situation 
is  distorted  in  that  with  more  accommodation 
demanded,  more  convergence  is  automatically 
initiated.  In  a myopic  person,  whose  accom- 
modation is  called  upon  to  a less  extent,  less 
convergence  is  automatically  initiated.  This 
violation  of  the  normal  A/C  pattern  would 
automatically  produce  esotropia  in  every  hy- 
peropic person  were  it  not  for  the  saving  mech- 
anism of  the  fusional  vergence  reflex. 

In  a patient  with  accommodative  esotropia, 
the  fusional  vergence  reflex  is  absent  or  severe- 
ly underdeveloped.  His  AC/A  ratio  is  “frozen”. 
No  adjustment,  or  an  inadequate  amount  of 
adjustment  is  available,  so  when  he  accom- 
modates to  overcome  his  refractive  error,  his 
convergence  is  excessive  and  uncontrolled  and 
an  esotropia  results.  This  is  the  behavior 
pattern  of  the  so-called  accommodative  eso- 
tropia with  normal  AC/A  ratio  and  is  second- 
ary to  relatively  large  amounts  of  hyperopia 
being  present.  A second  form  of  accommoda- 
tive esotropia  exists,  known  as  the  abnormal 
type.  It  is  felt  to  be  due  to  either  an  abnormal 
innervational  pattern  between  accommodation 
and  convergence  wherein  normal  amounts  of 
accommodation  stimulation  results  in  abnormal- 
ly large  amounts  of  convergence  or  accom- 
modation which  is  defective  in  some  manner, 
with  excersive  stimulation  of  the  defective  ac- 
commodative mechansim  in  an  effort  to  make 
it  work  resulting  in  excessive  convergence.  The 
latter  view  is  perhaps  the  more  reasonable  one. 
Here,  there  is  a negligible  plus  refractive 
error,  or  even  a small  minus  one  and  no 
significant  esotropia  exists  at  far  gaze,  but  a 
prominent  amount  shows  at  near. 
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exist.  The  criteria  used  for  determining  wheth- 
er a child  had  a normal  or  abnormal  AC/ A 
ratio  was  the  measurement  of  the  deviation 
with  his  full  hyperopic  correction  at  20  feet, 
fixing  on  an  accommodative  target  and  the 
measurements  for  near  with  full  correction, 
also  fixing  on  an  accommodative  target.  If 
the  deviation  for  near  was  10  diopters  or 
more,  this  was  considered  to  be  an  abnormal 
AC/A  ratio,  together  with  the  fact  that  when 
+3.00  spheres  were  added  to  the  correction, 
the  measurements  for  near  were  greatly  re- 
duced. Also,  as  a diagnostic  trial,"*  phospholine 
was  used  for  a period  of  10  days  and  the 
deviation  was  then  measured  for  near  under 
the  influence  of  the  miotic  and  if  the  deviation 
was  greatly  improved  above  that  found  on  the 
original  examination,  this  was  considered  an 
abnormal  AC/A  ratio. 

Another  clue  may  be  found  when  the  pa- 
tient is  first  seen  if  he  is  measured  with  prism 
and  cover  for  distance  and  near,  then  re- 
fracted and  atropine  used  for  three  days.  After 
three  days  the  child  returns  and  a retinoscopy 
is  done.  In  many  instances  the  parents  will 
say  the  turning  in  of  the  eyes  has  improved 
with  the  atropine  or  they  have  become  worse. 
In  the  latter  instance,  it  is  interesting  that 
most  of  these  cases  will  prove  to  have  an  ab- 
normal AC/ A ratio  and  when  the  retinoscopy 
is  done  a very  small  hyperopic  correction  is 
found,  whereas  the  child  whose  esotropia  seems 
to  be  improved  by  atropine,  will  have  a very 
high  hyperopic  correction. 

In  this  review  all  of  the  cases  of  horizontal 
deviation  with  a vertical  or  AV  component 
were  eliminated.  A number  of  cases  in  which 
the  records  were  not  complete  were  not  used. 
Approximately  200  case  records  of  accom- 
modative esotropia  were  studied.  They  were 
devided  into  two  categories.^ 

1 . All  cases  in  which  the  deviation  appeared 
at  birth  or  the  first  8 months  of  life  were 
considered  conginital.  The  average  onset 
in  this  group  was  6 months  of  age. 

2.  Those  whose  deviation  appeared  after  1 
year  were  designated  as  the  acquired 
group.  The  average  age  of  onset  in  this 
group  was  2-1/2  years. 

In  the  first  category  or  congenital  group 


There  was  a significant  difference  between 
the  percentage  of  patients  with  congenital  and 
acquired  esotropia  having  abnormal  AC/A 
ratios.  It  appeared  in  only  20%  in  the  con- 
genital group  but  increased  to  55%  in  the 
acquired  group.  Regardless  of  whether  the  pa- 
tient in  the  acquired  group  had  a normal  or 
abnormal  AC/A  ratio,  the  average  age  of  on- 
set in  this  group  was  2-1/2  years  of  age. 

The  Relationship  of  The  Amount  of 
Hypermetropia  in  Patients  with 

Normal  and  Abnormal  AC/A  Ratios 

The  amount  of  hypermetropia  in  congenital 
esotropia  was  similar,  regardless  of  whether 
the  patient  had  a normal  or  abnormal  AC 
ratio.  The  average  was  1-3  diopters.  Among 
the  patients  with  acquired  esotropia,  there  was 
an  appreciable  increase  in  the  hyperopic  aver- 
age, to  a range  of  4-8  diopters.  The  patients 
with  acquired  esotropia  with  an  abnormal 
AC/ A ratio  tended  to  have  the  same  amount 
of  hypermetropia  as  patients  with  congenital 
esotropia. 

The  study  of  the  relationship  of  the  AC/A 
ratio  and  commitant  esotropia  brings  to  focus 
the  fact  that  the  type  of  abnormal  AC/ A ratio 
having  excessive  accommodation/convergence 
associated  with  each  diopter  of  accommoda- 
tion should  be  considered  as  important  as  the 
amount  of  hypermetropia  as  an  etiological  fac- 
tor in  the  acquired  esotropia.  This  is  illustrated 
by  the  fact  that  the  average  of  2-1/2  diopters 
of  hypermetropia  in  patients  with  acquired 
esotropia  with  abnormal  AC/A  ratio  is  similar 
to  the  average  amount  of  hypermetropia  in 
normal  children  of  the  same  age  that  do  not 
have  strabismus.  Therefore,  it  must  be  as- 
sumed that  some  other  factor  must  play  a part 
in  the  etiology.  Since  55%  of  the  patients  with 
acquired  esotropia  had  abnormal  AC/ A ratios, 
in  contrast  with  only  20%  of  the  congenital 
group,  this  relationship  between  the  abnormal 
AC/A  ratio  must  exist.  Those  who  had  nor- 
mal AC/A  ratios  with  an  average  of  4-8 
diopers  of  hypermetropia  comprised  only  about 
45%  of  the  acquired  esotropias. 

The  remaining  55%  were  those  with  ab- 
normal AC/A  ratios  having  an  average  of 
about  2-1/2  diopters  of  hypermetropia.  This 
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observation  suggests  that  hypermetropia  alone 
accounts  for  no  more  of  the  acquired  esotropia 
than  the  similar  number  of  cases  with  abnormal 
AC/A  ratios.  Since  either  hypermetropia  or 
abnormal  AC  ratios  can  cause  esotropia,  many 
with  acquired  esotropia  have  a combination  of 
these  two  etiological  factors.  However,  it  re- 
quires a larger  amount  of  hypermetropia  with 
a normal  AC/ A ratio  to  produce  an  esotropia 
while  only  a small  amount  will  produce  an 
esotropia  when  the  AC/A  ratio  is  abnormal. 
The  age  of  onset  of  the  acquired  esotropia  is 
approximately  the  same  with  either  etiological 
factor.  Therefore,  it  is  not  the  etiological  factor 
that  determines  the  onset  of  the  strabismus  but 
the  accommodation  response  that  determines 
the  appearance  of  the  deviation,  which  may 
appear  anytime  from  age  1 to  school  age.  It 
is  during  this  period  that  the  child  begins  to 
demand  that  his  accommodative  mechanism 
give  him  clear  images  for  detail  vision. 

The  reasons  for  the  use  of  miotics  are  the 
facilitation  of  the  accommodation  and  the  less- 
ening of  associated  convergence  and  esotropia. 
This  is  effected  by  aiding  peripheral  accom- 
modation so  that  less  central  accommodation 
innervation  is  called  upon  with  its  accompany- 
ing reflex  convergence.  Pilocarpine  acts  by 
direct  stimulation  of  the  muscle,  whereas 
Floropryl  and  Phospholine  Iodide  act  by  ir- 
reversibly combining  with  cholinesterase  to  in- 
activate it.  Thus,  in  most  of  these  medica- 
tions, effective  ciliary  contracture  is  maintained 
over  a relatively  long  time  by  permitting  con- 
tinued acetylcholine  presence.  Miosis  is  not  a 
significant  factor  and  does  not  alter  the  visual 
acuity. 

This  form  of  therapy  has  a definite  place 
in  the  treatment  of  this  type  of  strabismus. 
When  it  works,  it  is  preferable  to  glasses  not 
only  for  cosmetic  reasons  but  because  it  gives 
more  incentive  to  the  development  of  relative 
fusional  divergence  and  the  fusional  vergence 
reflex  and  more  latitute  in  its  exercise  when 
established.®  While  the  effect  of  long  term 
use  still  remains  to  be  seen,  use  for  three  or 
four  years  has  not  shown  any  harmful  results. 
With  careful  selection  of  cases,  excellent  re- 
sults may  be  expected,  especially  in  children 
over  6 years  of  age. 

The  following  are  examples  of  esotropias 
discussed: 


1 . Congenital  Type  Non-Accommodating 
Esotropia  with  Normal  AC/A  Ratio 

Onset:  Birth  to  8 months — average  6 months 
Hyperopia — 1-3  diopters 
Esotropia  at  distance — 60  diopters — With  cor- 
rection— 50  diopters 

Esotropia  for  near — 60  diopters — With  cor- 
rection— 50  diopters 

No  change  with  phospholine 
These  cases  usually  have  crossed  fixations. 
Early  surgery  is  indicated  in  80^  of  the  con- 
genital group. 

2.  Congenital  Type  Non-Accommodative 
Accommodative  Esotropia  Abnormal  AC/A  Ratio 

Onset — 6 months  Hyperopia  1 — 3 diopters 
Esotropia  for  distance — 30  diopters — With 
correction — 30  diopters 
Esotropia  for  near — 60  diopters — With  correc- 
tion for  near — 45  diopters 
With  +3.00  add — 30  diopters  for  near 
This  type  is  similar  to  the  acquired  type, 
only  the  history  of  onset  is  not  the  same. 
Sometimes  it  is  very  difficult  to  determine  the 
exact  time  of  onset  of  the  deviation.  They 
may  be  considered  the  same  insofar  as  the 
treatment.  Correct  the  non-accommodative 
portion  by  surgery  and  treat  the  accommoda- 
tive with  glasses,  miotic  and  bifocals. 

3.  Acquired  Accommodating  Esotropia  with 

Normal  AC/C  Ratio 

Onset — 2-3  years  of  age 

Hyperopia — 4-6  diopters  with  variable  am- 
blyopia— 45% 

Measurements — Esotropia  without  correction 
35  diopters  ortho  or  small  esophoria 
Esotropia  for  near  without  correction — 35 
diopters 

With  correction — Orthophoric  or  small  eso- 
phoria for  near 

Treatment  is  full  hyperopic  correction  and  oc- 
clusion or  other  methods  to  combat  ambly- 
opia plus  orthoptic  training  when  old  enough. 
Gradual  reduction  of  hyoperopic  correction. 
We  estimate  the  acquired  type  about  45%. 

4.  Acquired  Accommodative  Esotropia  with 

Abnormal  AC/A  Ratio 

History  onset  of  deviation  2 years  old.  Has 
been  wearing  glasses  since  then.  She  is  now 
1 5 years  old. 

Refraction:  R + 5.00  + 2.50  X 90  20/40 
L + 4.50  + 2.50  X 90  20/20 
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Esotropia  without  correction  30  diopters  right 
esotropia 

Esophoria — 6-10  diopters 
Esotropia  for  near  without  correction  45  diop- 
ters right  esotropia 

With  correction  35-40  diopters  right  esotropia 
for  near 

-I-  3.00  add — 6-8  diopters  esophoria  for  near 
Fuses  house  fly  and  stereo  animals  with  -t-  3.00 
add 

RX-Phospholine  iodine  .125%  with  2.5% 
neo-synephrine  and  bi-focals 

5.  Accommodative  - Non-  Accommodative  Type 
with  Normal  AC/A  Ratio 

Onset — 1-2- 1/2  years 
Hyperopia  2-3  diopters 

Esotropia  without  correction  50  diopters  Eso- 
tropia— 30  diopters 

Esotropia  for  near  without  correction — 75 
diopters 

With  correction  esotropia  for  near  45  diopters 
+ 3.00  add  30  diopters  esotropia  for  near 
Full  correction  surgery  to  correct  30  diopters 
of  esotropia 

With  -I-  3.00  add.  Postoperative  treatment  with 
miotic  and  bifocals 

6.  ACQUIRED  ESOTROPIA  WITH 
ABNORMAL  AC/A  RATIO 

Onset — 1-3  years  of  age 

Refraction — Average  1-3  diopters  hyperopia 

with  small  astigmatic  correction. 

Measurements — Orthophoric  for  distance  with 
correction 


Orthophoric  for  near  with  + 3.00  add — ap- 
proximately 55% 

Treatment — Phospholine  Iodine  .125%  with 
2.5%  Neo-synephrine  or  bifocals 

Summary 

1.  There  are  two  forms  of  accommodative 
esotropia,  the  so-called  normal  and  abnormal 
AC/ A ratio  types. 

2.  They  may  exist  separately  or  in  combina- 
tion with  each  other  or  with  a non-accommo- 
dative  element. 

3.  The  type  of  patient  that  is  likely  to  have 
an  esotropia  due  to  an  abnormal  AC/ A ratio 
is  a child  from  1 to  3 years  of  age  whose 
hyperopic  correction  is  less  than  3 diopters. 

4.  The  therapy  of  the  abnormal  AC/ A ratio 
type  consists  of  miotics  and  bifocals.  The  miotic 
is  gradually  reduced  in  frequency  and  this  al- 
lows the  patient  to  increase  his  fusional  ver- 
gence  reflexes.  Most  patients  improve  with  age 
as  their  accommodative  reflex  becomes  better 
after  the  age  of  5 to  6. 

5.  Surgery  is  contraindicated  in  the  treatment 
of  AC/ A ratio  and  is  of  value  only  in  correct- 
ing the  non-accommodating  portion  of  the 
eso  deviation. 
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Acute  Thyroiditis— Report  of  a Case  in  a Child 

John  L.  Chamberlain,  111,  M.D.'’' 

Lrxington,  Ky. 


Although  uncommonly  seen  in  children, 
Acute  Thyroiditis  should  he  considered 
whenever  sudden  onset  of  pain  and  swell- 
ing occurs  in  the  region  of  the  thyroid. 

Acute  thyroiditis  is  a rare  occurrence  in 
the  child  as  attested  to  by  the  fact  that 
two  recent  reviews  of  thyroid  difficulties 
in  children^  - fail  to  mention  the  problem.  Al- 
temeier'*  described  a group  of  ten  patients  with 
pyogenic  thyroiditis,  one  of  whom  was  a child 
of  seven  years  who  responded  to  antibiotics 
without  surgery.  In  1954  another  case  reporC 
of  recurrent  thyroiditis  in  a child  was  presented. 
Each  episode  seemingly  responded  to  anti- 
biotics, but  incision  and  drainage  was  finally 
necessary.  Richie"’  and  Montgomery''  were  the 
latest  to  write  of  their  experiences  with  sup- 
purative thyroiditis  in  children. 

The  following  is  an  additional  case  report 
of  the  non-suppurative  form  of  the  disease  oc- 
curring in  a child. 

Case  Report 

G.  B.,  a 3V^  year  old  white  male,  was 
seen  at  home  on  January  16,  1966,  because 
of  fever  and  swelling  in  the  neck.  He  had  had 
no  preceding  sore  throat.  The  mother  stated 
that  the  child  had  complained  of  intense  pain 
in  the  neck  and  seemed  to  have  discomfort  in 
the  ears. 

Physical  examination  revealed  an  acutely  ill 
child  with  a rectal  temperature  of  105°F. 
and  a pulse  of  160/min.  He  experienced  ex- 
quisite tenderness  when  his  neck  was  palpated. 
His  thyroid  was  three  to  four  times  normal 
size,  smooth,  and  firm.  No  bruit  was  heard. 
His  pharynx  appeared  normal. 


*From  the  Lexington  Clinic,  Pediatric  Section,  Lex- 
ington, Kentucky  40504. 
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Laboratory  data  showed  a hemoglobin  of 
11.45  gm/100  ml,  white  blood  cell  count  of 
16,250/ mm'*  with  64%  neutrophiles,  24% 
lymphocytes,  89f  monocytes,  and  4%  eosino- 
philes.  Sedimentation  was  39  mm/hr.  Cat- 
scratch  antigen  and  PPD  (intermediate)  skin 
tests  were  negative.  Protein-bound  iodine  de- 
termination was  10.5  mcg% . Thyroid  anti- 
bodies could  not  be  demonstrated. 

The  patient  was  treated  with  a broad  spec- 
trum antibiotic  for  ten  days.  Five  days  after 
initial  examination  the  only  physical  finding 
was  a barely  palpable  but  definitely  tender 
right  thyroid  lobe.  At  the  end  of  two  weeks 
all  evidence  of  thyroid  enlargement  had  disap- 
peared and  the  uptake  at  twenty-four 
hours  was  22.7%. 

Comment 

Acute  thyroiditis  has  been  described  follow- 
ing measles'^,  a cat  scratch^  and  mumps”, 
and  Swann*”  presented  evidence  of  a rise  in 
adeno  virus  titer  in  one  patient  to  possibly 
account  for  the  etiology  of  acute  inflammation 
of  the  thyroid. 

Thyroiditis  usually  has  a sudden  onset  with 
pain,  swelling,  and  discoloration  of  the  skin 
in  the  region  of  the  thyroid.  Chills  and  fever 
are  commonly  present  and  the  child  may  com- 
plain of  hoarseness  and  dysphagia. 

The  white  blood  cell  count  and  sedimenta- 
tion rate  are  usually  elevated,  and  the  pro- 
tein-bound iodine  determination  is  generally 
above  normal.  F'**  uptake  is  decreased  per- 
haps because  of  increased  thyroxin  levels  in 
the  blood  and  the  inability  of  the  injured  gland 
to  trap  circulating  iodine.  Thyroid  auto-anti- 
bodies may  be  temporarily  present.” 

Differential  diagnosis  should  include  toxic 
goiter,  enlarged  cervical  nodes,  hemorrhage 
into  an  adenoma,  and  carcinoma. 

The  treatment  of  acute  thyroiditis  without 
suppuration  consists  of  the  administration  of 
antibiotics  and  sometimes  cortisone.  Williams*- 
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believes  that  steroids  should  be  given  for  two 
to  three  weeks,  then  desiccated  thyroid  for  two 
to  three  months.  If  suppuration  occurs,  drain- 
age should  be  made  through  a collar  incision. •'’* 
Recovery  is  generally  rapid.  Hypothyroidism 
may  be  a rare  complication. 


Summary 

A case  of  acute  thyroiditis  in  a child  is  pre- 
sented. Regression  of  thyroid  enlargement  oc- 
curred with  antibiotic  therapy.  Diagnosis  and 
management  of  this  rare  childhood  disorder 
are  discussed. 
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The  Clinical  Management  Of  Volvulus  Of  The 
Sigmoid  Colon— A Fifteen-Year  Experience 

Berel  L.  Arrams,  M.D.,  and  Norton  G.  Waterman,  M.D. 

Louisville,  Ky. 


Tube  decompression  of  sigmoid  volvu- 
lus is  advocated  as  the  primary  approach, 
followed  by  elective  resection  when  in- 
dicated. The  operative  approach  is  re- 
served for  the  ”acute  abdomen”  or  sus- 
pected gangrenous  bowel. 

SIGMOID  volvulus  is  the  number  one 
cause  of  strangulation  obstruction  of  the 
large  bowel  in  the  United  States,  with  a 
reported  mortality  of  from  14  to  50%d  - -^  At 
the  present  time  it  comprises  about  3%  of  all 
intestinal  obstructions  and  is  the  second  leading 
cause  of  colon  obstruction  in  the  United  States. 
There  is  every  reason  to  believe  that  this  con- 
dition will  become  more  frequent  with  the  in- 
creasing number  of  the  aged  as  it  is  more  com- 
mon in  the  older  age  group.  It  is  interesting 
that  sigmoid  volvulus  is  a frequent  cause  of 
intestinal  obstruction  in  mental  hospitals  and 
institutions.  In  other  countries,  primarily  in 
Eastern  Europe,  sigmoid  volvulus  is  a major 
problem  and  accounts  for  30  to  50%  of  all 
intestinal  obstructions. 

Because  of  its  frequency  and  the  lack  of 
uniformity  of  treatment,  a review  of  our  ex- 
perience over  the  past  15  years  with  sigmoid 
volvulus  has  been  undertaken  in  an  effort  to 
determine  the  best  solution  of  this  problem. 

Pathology  and  Physiology 

To  treat  intelligently  any  disease  an  under- 
standing of  the  basic  pathophysiology  is  es- 
sential. In  sigmoid  volvulus,  the  basic  pathol- 
ogy is  that  of  a large,  redundant  sigmoid  loop 
with  a narrow  base  of  attachment  of  the  meso- 
sigmoid.  Axial  torsion  is  produced  by  rotation 
of  this  loop  around  its  mesenteric  axis  in 


*From  the  Department  of  Surgery,  University  of 
Louisvile  School  of  Medicine,  Louisville,  Kentucky. 
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either  a clockwise  or  counterclockwise  man- 
ner, resulting  in  a twist  of  180  degrees  or 
more. 

The  volvulus,  if  unrelieved,  results  in  a 
venous  strangulation  which  is  accompanied  by 
distention  and  a pooling  of  fluid  in  this  segment. 
There  is  engorgement  of  vessels  and  frank 
hemorrhage  in  the  bowel  lumen  and  wall. 
At  the  same  time,  there  is  degeneration  of  the 
bowel  wall  as  a result  of  anoxia  and  the  pro- 
teolytic activity  of  the  bacteria  and  their 
toxins.  There  is  transudation  of  this  material 
from  the  strangulated  segment  which  may  lead 
to  death  due  to  shock  from  hypovolemia  or 
transperitoneal  absorption  of  the  bacterial 
toxins  or  both. 

Two  basic  physiological  aberrations  exist: 
a closed-loop,  strangulating  obstruction  of  the 
sigmoid  and  a simple  obstruction  of  the  large 
bowel  proximal  to  the  volvulus.  In  the  high 
percentage  of  cases  in  which  the  ileocecal 
valve  remains  competent,  a double  closed-loop 
obstruction  results. 

Diagnosis 

In  making  the  diagnosis,  we  should  recog- 
nize that  there  are  two  distinct  types  of  sig- 
moid volvulus: 

( 1 ) The  acute  type,  characterized  by  an  ex- 
plosive onset  with  nausea,  vomiting,  abdomi- 
nal pain  and  distention  occurs  mostly  in  young- 
er patients  and  progresses  rapidly  to  gangrene. 

(2)  The  subacute,  chronic  type  character- 
istically occurs  in  older  patients  with  a history 
of  previous  episodes  and  is  associated  with 
abdominal  distention,  pain,  and  a more  in- 
sidious course,  but,  if  unrelieved,  progresses  to 
gangrene. 

X-ray  is  a great  aid  in  making  the  diagnosis. 
If  on  the  flat  and  upright  film  of  the  abdomen 
we  can  see  the  characteristic  large  loop  (Fig- 
ure 1 ) arising  out  of  the  pelvis,  the  diagnosis 
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Fig.  1.  Classic  sigmoid  volvulus  demonstrating  charac- 
teristic large  loop  rising  out  of  the  pelvis. 


is  assured.  If  there  is  any  question  about  the 
films,  then  a barium  enema  should  be  done, 
which  will  reveal  obstruction  to  the  barium  at 
the  site  of  the  twist  called  a “Bird’s  Beak”  or 
“Ace  of  Spades”  deformity  (Figure  2). 

Case  Material 

This  series  is  comprised  of  29  patients  with 
35  admissions  to  the  Louisville  General 
Hospital  and  Louisville  Veterans  Administra- 
tion Hospital  in  the  15-year  period  from  1950 
through  1965.  The  majority  were  of  the  sub- 
acute, chronic  type.  There  were  24  males  and 
five  females  in  the  series,  with  an  average 
age  of  63  years.  The  most  common  findings 
were  abdominal  distention  (75%),  pain 
(50%)  and  nausea  and  vomiting  (25%). 
These  patients  usually  had  a normal  white 
blood  count,  low  grade  fevers,  and  relatively 
normal  electrolyte  patterns. 

There  were  six  deaths  among  the  29  patients, 
a mortality  rate  of  21%.  There  was  one  death 
among  the  four  patients  with  gangrenous 
bowel,  a 25%  mortality  rate.  The  number  in 
our  series  is  too  small  to  show  the  true  serious- 
ness of  this  complication  which,  in  other  series, 
led  to  a mortality  of  from  65  to  85%.^' 

Among  the  35  admissions  for  primary 
emergency  treatment,  there  were  six  deaths 


Fig.  2.  Barium  enema  showing  obstruction  to  the  flow 
of  barium  at  the  site  of  the  twist  with  the  “bird's  beak" 
or  “ace  of  spades"  deformity. 

(Both  figures  from  Archives  of  Surgery,  87:  1033-1039, 
1963;  reproduced  with  the  permission  of  the  publishers.) 

(17%)  (Table  I).  In  the  11  cases  treated 
with  proctoscopic  reduction  and  tube  decom- 
pression there  was  one  death  (9%). 

In  the  operative  group  there  were  24  epi- 
sodes with  five  deaths,  a 24%  mortality.  There 
were  two  deaths  among  the  1 2 operative 
detorsions  (17%). 


Table  I 

PRIMARY  EMERGENCY  TREATMENT 
(35  ADMISSIONS) 


Treatment 

Admissions 

Viable  Nonviable 
Bowel  Bowel  Deaths 

Per  Cent 
Moitality 

Sigmoidoscopic  reducti 

on  11 

1 1 

0 

1 

9 

Operative  detorsion 

12 

12 

0 

2 

17 

Primary  resection 

2 

1 

1 

1 

50 

Obstructive  resection 

9 

7 

2 

2 

22 

Hartmann's  procedure 

1 

0 

1 

0 

0 

Totals 

35 

31 

4 

6 

17 

Nine  resections  of  obstruction  were  done, 
with  two  deaths,  a mortality  of  22%.  Seven 
of  the  nine  resections  were  on  a viable  bowel. 
These  were  done  earlier  in  the  series,  and  the 
practice  of  resection  in  the  absence  of  gan- 
grene has  been  abandoned. 

It  is  important  to  note  that  the  condition  of 
the  patients  in  the  operative  group  were  no 
different  from  those  in  the  nonoperative  series, 
with  the  exception  of  the  three  patients  with 
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Volvulus  of  the  Sigmoid  Colon  — Abrams  and  Waterman 


Table  II 

DEFINITIVE  TREATMENT  (21  PATIENTS) 


Treotmenl 

Patients 

Viable  Nonviable 
Bowel  Bowel  Deaths 

Per  Cent 
Mortality 

Primary  resection 

2 

1 

1 1 

50 

Obstructive  resection 

9 

8 

1 2 

22 

Hartmann's  procedure 

1 

0 

1 0 

0 

Elective  resection 

9 

9 

0 0 

0 

Totals 

21 

18 

3 3 

14.3 

gangrenous  bowel  who  presented  “acute  ab- 
domens.” Excluding  these  patients,  the  opera- 
tive mortality  was  19%,  and  must  be  related 
to  a major  operative  procedure  rather  than  the 
condition  of  the  patient  per  se. 

The  definitive  surgical  procedures  are  listed 
in  Table  II.  Of  21  patients,  three  died,  for  a 
14.3%  mortality.  It  is  noteworthy  that  nine 
elective  resections  were  done  with  no  mortali- 
ty and  one  successful  Hartmann’s  procedure 
was  done  on  gangrenous  bowel  extending  too 
far  down  to  exteriorize. 

Six  patients  had  recurring  volvulus,  one  or 
more  times  in  the  hospital,  a 33%  recurrence 
rate.  Three  of  these  recurrences  followed  op- 
erative detorsion  and  three  followed  nonop- 
erative decompression. 

Discussion 

We  believe  that  in  the  acute  fulminating 
case  there  is  no  reason  for  procrastination. 
These  patients  present  with  an  acute  abdomen 
and  they  should  be  explored  as  soon  as  they 
can  be  adequately  prepared  for  surgery. 

The  difference  of  opinion  exists  over  the 
emergency  care  of  the  patient  with  the  sub- 
acute, chronic  type  of  volvulus.  There  are  those 
who  believe  that  operative  detorsion  is  the 
treatment  of  choice  and  that  surgery  should  be 
undertaken  as  soon  as  the  diagnosis  is  made. 

Our  belief  is  that  the  safest  way  to  handle 
these  cases  is  by  nonoperative  reduction  by 
means  of  the  proctoscope  and  a tube  threaded 
past  the  twist  and  sutured  or  taped  to  the 
perianal  skin.  This  should  be  left  in  place  for 
at  least  24  hours  to  prevent  early  recurrence. 
This  method  has  long  been  championed  by 
Bruusgaard,-  who  reported  136  successful 
treatments  with  four  deaths,  a 2.9%  mortality 
rate.  Drapanas  and  Stewart^^  record  98  epi- 
sodes with  82  successful  tube  decompressions, 
an  84%  success  rate  with  1.2%  mortality.  In 
our  own  series,  we  had  one  death  in  1 1 suc- 
cessful tube  decompressions,  a 9%  mortality 
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rate,  and  this  death  was  due  to  a cerebral 
vascular  accident  following  successful  reduction 
of  the  volvulus. 

The  hazard  associated  with  nonoperative  re- 
duction must  be  borne  in  mind.  The  proctos- 
copist  must  carefully  observe  the  mucosa,  and 
if  it  appears  friable,  bloody  or  discolored,  or 
if  one  cannot  easily  guide  the  well-lubricated 
rectal  tube  past  the  twist,  then  proctoscopy 
should  be  abandoned  and  the  patient  pre- 
pared for  operative  decompression.  In  our 
series,  there  was  no  overlooked  gangrenous 
bowel  and  no  perforations. 

If  operative  management  is  undertaken,  it 
is  wise  to  place  a rectal  tube  in  the  rectum 
preoperatively,  then  if  the  bowel  is  viable,  de- 
torsion and  guiding  of  the  tube  past  the  twist 
are  all  that  is  done.  No  operative  resection  of 
viable  bowel  is  undertaken,  due  to  the  high 
mortality  in  our  early  experience. 

Our  feeling  is  further  supported  by  the  25% 
and  33%  mortality  rate  reported  for  Los 
Angeles^  and  Buffalo,”  respectively,  for  ob- 
structive resection  in  viable  bowel.  The  hospi- 
tal recurrence  rate  has  been  quite  high,  rang- 
ing from  40  to  60%.®  ”-^-  In  our  series  it  was 
33%.  In  view  of  this  high  rate  of  recurrence 
and  the  appreciable  mortality  associated  with 
it,  unless  age  or  other  medical  conditions  make 
the  risk  prohibitive,  a strong  argument  can  be 
made  for  elective  resection,  with  its  zero  mor- 
tality rate  in  our  hands  to  date  and  the  low 
mortality  rate  presented  by  others.  This  is 
particularly  true  in  those  cases  in  which  it  is 
necessary  to  perform  operative  decompression, 
because  of  inability  to  pass  the  proctoscope, 
or  because  dead  bowel  is  suspected.  Survival 
from  one  episode  in  no  way  protects  the  pa- 
tient from  potentially  lethal  second  or  third 
episodes. 

If  the  colon  is  decompressed  easily  by  the 
proctoscope,  then  one  is  naturally  more  hesi- 
tant to  perform  major  elective  surgery.  Again, 
one  must  equate  the  possibility  of  recurrence 
with  a lethal  outcome  against  both  the  low  risk 
of  elective  resection  and  the  life  expectancy  of 
the  patient.  Elective  resection  can  be  done  be- 
tween seven  and  10  days  following  the  initial 
episode  without  any  great  technical  difficulty 
or  increased  morbidity  or  mortality. 

In  the  face  of  gangrenous  bowel,  the  prob- 
lem is  much  more  serious.  Resection  or  ex- 
teriorization of  this  segment  is  mandatory  and 
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and  distal  loop  as  a double-barreled  colostomy. 
Care  must  be  taken  to  avoid  unnecessary  ten- 
sion on  the  bowel  in  attempting  to  exteriorize 
a long  enough  segment.  As  pointed  out  by 
Bruusgaard-  and  others,  the  site  of  the  gan- 
grenous twist  may  be  too  distal  to  exteriorize. 
It  will  then  be  necessary  to  do  a Hartmann’s 
procedure,  to  divide  the  sigmoid  distal  to  the 
gangrenous  portion,  close  the  distal  stump, 
bring  out  and  excise  the  proximal  gangrenous 
portion,  and  create  a proximal  colostomy.  This 
was  done  once  in  our  series  and  the  patient 
survived. 

On  occasion,  in  certain  select  cases,  it  will 
be  possible  to  resect  the  gangrenous  bowel  and 
do  a primary  end-to-end  anastomosis.  The 
condition  of  the  patient,  the  amount  of  disten- 
tion and  edema  of  the  bowel  will  all  have  to 
be  taken  into  consideration.  This  was  success- 
fully done  once  in  our  series. 

Conclusion 

On  the  basis  of  our  experience,  a plan  for 
the  management  of  sigmoid  volvulus  has 
evolved: 

1.  Nonoperative  decompression  with  the 
proctoscope  and  rectal  tube  followed  in  most 
instances  by  elective  resection  in  about  seven 
to  10  days.  For  those  patients  in  whom  defini- 
tive surgery  is  not  indicated,  a low  fiber  diet 
and  wetting  agents  may  be  of  benefit. 

2.  If  unsuccessful,  or  if  the  mucosa  appears 
friable,  discolored,  or  bloody,  then  immediate 
laparotomy  is  indicated. 

A.  If  the  bowel  is  viable,  then  detorsion  is 
accomplished  with  a rectal  tube  passed  above 
the  twist  and  sutured  or  taped  to  the  anus.  No 
resections  are  done  in  the  presence  of  viable 
bowel.  An  elective  resection  is  done  after  seven 
to  10  days,  in  most  instances. 


ly  possible. 

(2)  Hartmann’s  procedure  when  the  gan- 
grenous segment  is  too  distal  to  exteriorize. 

(3)  Primary  resection  in  the  rare  case  in 
which  the  general  condition  of  the  patient  and 
the  bowel  permits. 


Summary 

A brief  review  of  sigmoid  volvulus  and  our 
experience  over  the  past  15  years  has  been 
presented.  There  were  29  patients  with  35  ad- 
missions in  the  series.  The  mortality  rate  was 
21%. 

Nonoperative  reduction  by  means  of  the 
proctoscope  and  rectal  tube  is  advocated  as  the 
treatment  of  choice  except  when  the  patient 
presents  as  an  acute  abdomen. 

When  operative  intervention  is  undertaken, 
if  the  bowel  is  viable,  detorsion  is  all  that 
should  be  done,  followed  by  an  elective  resec- 
tion in  most  instances.  If  the  bowel  is  gan- 
grenous then  a resection  or  exteriorization  must 
be  done. 
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The  Marriage:  A Secret  Ally  For  The  Physician  t 

Carl  A.  Whitaker,  M.D.* * 

Madison,  fT  is. 


I SHOULD  like  to  subtitle  my  remarks  in 
such  a way  as  to  indicate  the  possibilities 
the  physician  of  today  has  in  reopening 
the  old  family  doctor  pattern  of  being  involved 
with  others  besides  his  patient.  Psychiatry  has 
for  many  years  been  tied  to  the  problem  of 
working  with  the  individual  person.  We’ve 
tried  to  find  more  and  more  of  what  goes  on 
inside  him,  why  he  does  what  he  does,  and 
how  we  can  be  useful  in  straightening  out  the 
forces  which  make  him  do  things  which  are 
inappropraite  in  society,  destructive  to  himself 
or  harmful  to  those  around  him.  As  we  have 
become  more  confident  about  how  the  indi- 
vidual works  and  somewhat  more  adept  at 
helping  him  change  himself,  we  have  dared  to 
get  involved  in  his  interpersonal  operations 
and  gradually  the  field  of  family  psychotherapy 
has  opened  up  until  there  are  now  well  over 
400  physicians  in  this  country  who  are  spend- 
ing part  of  their  time  at  least  in  the  treatment 
of  families.  The  author  has  at  this  point  almost 
restricted  himself  to  the  treatment  of  families 
because  of  his  increasing  conviction  that  that’s 
the  most  economical  use  of  his  time.  It’s  more 
exciting  and  more  creative.  In  the  movement 
from  the  treatment  of  one  person  to  the  treat- 
ment of  a couple  and  from  there  to  the  treat- 
ment of  the  whole  family  usually  involving  all 
the  children,  several  new  concepts  have 
emerged.  One  of  the  most  interesting  is  the 
idea  that  the  marriage  itself  is  a third  entity, 
present  whenever  the  physician  talks  to  the 
husband  and  wife  conjointly.  In  psychotherapy 


fAn  edited  version  of  a paper  presented  by  Doctor 
Whitaker  at  the  1966  KM  A Annual  Meeting  in 
Louisville,  September  21,  1966. 

*Professor  of  Psychiatry;  University  of  Wisconsin, 
Madison. 
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with  the  couple  it  has  become  more  and  more 
obvious  that  there  are  three  patients  and  that 
many  times  treatment  of  the  relationship  be- 
tween the  two  or  as  we  title  it,  treatment  of 
the  “third  patient,”  is  preliminary  to  and 
sometimes  all  that  is  needed  for  the  repair  of 
the  symptom  which  originally  brought  one  of 
the  partners  in  to  see  a psychiatrist. 

Bill  called  up  because  his  doctor  had 
referred  him  for  intractable  headaches 
which  had  been  unresponsive  to  seda- 
tives, tranquilizers,  analgesics,  etc.  The 
therapist  insisted  on  seeing  his  wife  in 
the  first  interview  with  him  and  almost 
immediately  the  antagonism  between  the 
two  of  them  was  obvious.  She  was  sweet, 
helpless  and  yet  in  a subtle  way  under- 
cutting almost  everything  he  said.  When 
it  was  suggested  that  there  might  be  some 
connection  between  the  tension  in  their 
marriage  and  his  headaches,  he  burst  out 
with  an  explosive  assault  on  his  wife’s  in- 
ability to  be  a person  and  his  intense 
bitterness  about  having  to  endlessly  take 
care  of  her.  It  turned  out  that  her  passivity 
was  the  only  way  she  had  learned  to  han- 
dle his  aggression  and  that  the  two  of 
them  were  very  carefully  structuring  an 
impossible  marriage  based  on  the  normal 
characteristics  of  each.  The  expression  of 
this,  the  sense  in  each  that  the  other  had 
a problem  and  the  team  decision  to  talk 
it  out  worked  nicely.  He  became  less 
hostile  and  she  less  helpless  and  the  mar- 
riage omre  healthy. 

A second  concept  which  has  arisen  out  of 
family  psychotherapy  is  the  extention  of  an 
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old  medical  concept  and  really  an  old  philos- 
ophical concept  that  the  whole  is  greater  than 
the  sum  of  the  parts,  just  as  the  cortex  in  its 
relationship  to  the  lower  CNS  centers  is  fun- 
damentally an  inhibitory  organ,  a screening 
device  for  cutting  out  rather  than  for  creating 
or  originating.  The  recent  evolution  of  sys- 
tems theory  into  the  field  of  social  organization 
has  helped  extend  the  concept  that  the  control 
of  the  components  of  a system  is  operated  by 
a higher  system.  That  is,  the  marriage  as  a 
system  is  in  control  of  the  functional  operation 
of  the  individuals  in  it.  The  basic  function  of 
the  marriage  is  that  of  inhibition  or  control. 
Subsidiary  to  this  is  the  idea  that  the  power 
for  the  marriage  and  its  control  comes  from 
the  components  of  the  lower  order,  that  is 
from  the  two  members  of  the  marriage  sys- 
tem, or  if  it’s  the  family,  from  the  parents  and 
children.* 

Joe  and  Mary  had  come  into  therapy 
with  their  five  children.  One  of  the  older 
ones  had  been  a delinquent  and  the 
family  was  in  a chaotic,  confused  situa- 
tion. Father  had  also  been  unfaithful 
and  things  were  pretty  tense.  In  the  course 
of  the  therapeutic  process  it  turned  out 
that  father  was  preventing  mother  from 
operating  as  a person  in  her  social  struc- 
ture and  mother  was  preventing  father 
from  doing  anything  except  take  care  of 
the  kids.  It  is  as  though  the  family  had 
prevented  each  of  these  individuals  from 
having  an  individual  emotional  enthu- 
siasm for  anything  outside  the  system  it- 
self. Each  was  a kind  of  slave  to  the  mar- 
riage. 

Working  with  marriage  problems,  like  the 
study  of  other  diseases,  has  uncovered  several 
new  concepts.  In  practice,  we  expose  a pattern 
of  hidden  forces  as  exciting  as  the  discovery 
of  the  unconscious  many  years  ago.  For  ex- 
ample, it’s  clear  to  me  that  both  partners  in 
the  marriage  have  equal  strength  or  equal 
power.  Many  marriages  give  one  the  impres- 
sion that  one  partner  is  strong  and  the  other 
one  is  weak.  Usually  this  means  that  one  is 
expressing  the  power  overtly  and  the  other  one 
is  expressing  the  power  in  a hidden  fashion. 


* Doctor  Lett  Stein  (leaving  us  at  Wisconsin  to  join 
Psychiatry  at  Lexington)  is  studying  the  doctor-nurse 
team.  The  rules  of  this  social  system  resemble  that 
of  the  marriage  couple. 
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like  the  old  story  about  the  king  and  queen, 
which  we  see  dramatized  in  the  game  of  chess. 
The  second  surprise  is  that  the  immaturity  on 
two  sides  of  a marriage  is  equal:  the  two 
partners  are  equally  childlike.  She  may  seem 
dependent  and  childlike  and  he  may  seem 
grownup,  practical  and  down  to  earth,  but 
after  you’ve  worked  with  them  for  a while 
you  discover  that  the  childlike  wife  is  the 
mother  person  for  the  man  and  the  so  called 
stable  man  is  really  “acting  a part.”  He 
breaks  down  and  reveals  his  immaturity  at 
episodic  moments  of  stress.  In  this  sense  then 
the  dependency  and  the  maneuvering  and  the 
hostility  are  all  equal  in  each;  even  though 
they  may  be  expressed  in  very  different  ways. 
A third  equality  has  emerged,  the  degree  of 
involvement  with  each  other  is  also  equal. 
When  one  partner  says  she  hates,  you  can  be 
sure  that  the  hatred  on  the  other  side  is  equal. 
When  one  person  talks  about  his  love  and  in- 
sists there’s  no  love  on  the  other  side,  you 
can  be  sure  that  this  is  not  a truth,  but  a mis- 
understanding on  his  part  and  maybe  hers,  too. 
Parenthetically,  we  have  discovered  some  in- 
teresting things  about  marriage  as  a pattern. 
The  obvious  division  of  marriages  into  stable 
and  unstable  marriages  could  be  reformulated 
to  say  that  the  stable  marriages  are  the  ones 
that  are  not  growing  and  the  unstable  ones 
are  the  ones  that  are  growing.  Thus  the  un- 
stable marriage  is  the  one  I like  to  see  and  the 
stable  marriage  frightens  me  just  like  the  stable 
individual  makes  me  wonder  whether  some 
schizophrenia  is  hiding  behind  the  curtain. 

One  of  the  most  characteristic  subgroups  of 
American-type  marriage  is  what  we  call  the 
pseudo-therapeutic  marriage  in  which  each  of 
the  partners  is  trying  to  do  something  about 
the  other,  fix  him  up,  change  him,  modify  him. 
Each  one  is  trying  to  be  the  therapist  and 
patient  by  turn  to  the  other  and  there  develops 
a deep  process  of  interlocking  which  makes  the 
marriage  very  frustrating  to  both  of  them. 

Out  of  these  experiences  with  family  and 
couple  psychotherapy.  I’d  like  to  suggest  some 
experiments  that  might  be  pertinent  to  the 
practicing  physician.  These  are  only  ideas  on 
my  part,  but  they  may,  if  you  try  them,  turn 
out  to  be  worthwhile  ones  in  your  practice. 

One  of  them  is  that  you  invite  the  marital 
partner  in  for  the  initial  history.  We  know 
that  patients  frequently  give  an  inadequate 
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which  are  important.  In  psychiatric  histories 
the  presence  of  the  marital  partner  for  the  first 
interview  is  a most  valuable  way  to  fix  this. 
At  the  first  interview  you  are  free  to  make  your 
request  that  they  both  be  there,  suggesting  that 
if  there  are  secret  things  which  they  want  to 
talk  to  you  about,  they  can  do  that  afterwards, 
and  the  by-product  of  this  effort  may  be  even 
better  than  the  product. 

The  second  experiment  which  I would  sug- 
gest is  that  you  have  the  marital  partner  in  for 
a report  interview.  After  you  have  finished 
your  evaluation  of  a new  patient  or  of  a new 
situation,  you  invite  the  marital  partner  in  and 
report  to  the  two  of  them  together.  I’m  sure  I 
don’t  need  to  tell  you  that  otherwise  when  the 
sick  one  goes  home,  his  understanding  and  his 
formulation  of  what  was  said  is  usually  grossly 
distorted.  Furthermore,  his  own  misunder- 
standing may  be  augmented  by  the  response 
of  his  spouse.  If  they’re  both  there,  they  get 
the  information  more  accurately  and  at  least 
the  arguments  are  part  of  the  marriage  battle, 
not  an  attack  on  you. 

The  third  experiment  is  to  invite  the  marital 
couple  in  for  a conference  at  regular  intervals 
with  any  functional  medical  problem.  There 
doesn’t  often  seem  to  be  much  on  the  surface 
when  you  start  but  it  frequently  flips  so  that 
you  discover  new  facts,  new  understandings, 
and  new  forces  at  work  within  the  marriage 
which  are  part  of  the  patient’s  symptom  pic- 
ture. These  need  not  be  50  minute  hours. 
Such  a conference  can  be  done  in  15  minutes; 
you  have  certain  things  you  want  to  say, 
they  have  questions  they  may  want  to  ask. 
There  is  a big  gain  in  prescheduling  these.  A 
conference  which  is  preplanned  can  still  take 
15  minutes  but  they  may  use  hours  and  hours 
of  thinking  on  the  part  of  each  partner  and 
much  talk  to  decide  what  they  want  to  ask. 
They  will  get  more  out  of  the  conference  be- 
cause of  this  preplanned  conferencing  between 
themselves. 

The  fourth  experiment:  Take  on  a couple 


divorce,  wondering  about  whether  their  mar- 
riage is  valuable,  etc.  Deliberately  set  your- 
self up  to  try  this  kind  of  “psychotherapy”  for 
an  experimental  couple  and  see  how  it  works. 
Pick  a young  couple,  pick  a couple  who  are  in- 
teresting to  you  and  suggest  that  they  come 
back  and  see  you  every  week  or  every  two 
weeks  for  a half-hour  conference.  Parentheti- 
cally, I can  tell  you  one  of  our  secrets.  I think 
the  difference  between  a family  counselor  and 
a psychotherapist  is  that  the  family  counselor 
talks  and  nobody  wants  to  listen,  whereas  the 
psychotherapist  frequently  just  sits  and 
listens,  and  the  patient  thereby  thinks  he’s 
been  talking  to  a wonderful  person.  Incidental- 
ly, you  can  get  past  the  stage  of  being  boring 
if  you  listen  “through”  what’s  being  said  rather 
than  “to”  it.  Listen  to  it  as  possible  upside 
down  language,  listen  to  it  as  a way  in  which 
they’re  talking  to  each  other  rather  than  to 
you  or  in  other  ways  try  to  understand  more 
than  what  appears  on  the  surface. 

The  fifth  experiment  and  maybe  the  most 
interesting  one  is  the  possibility  that  there  will 
be  situations  in  your  practice  where  it  would 
be  interesting  to  see  the  whole  family  together. 
This  may  sound  like  a show  or  an  entertain- 
ment or  some  other  thing  that  you  don’t  want 
to  be  part  of,  but  try  it  once,  you  may  find 
that  it  will  be  very  valuable.  It  isn’t  often  that 
a family  gets  a chance  to  present  themselves  as 
a group  to  someone  who  has  a purpose  for 
meeting  them,  and  to  whom  they  can  present 
themselves  as  a whole.  This  is  for  them  a 
very  useful  experience  giving  them  a new 
sense  of  solidarity  and  a feeling  of  their  own 
groupness.  You  may  just  invite  them  all  in  to 
talk  about  daddy’s  headaches  or  mother’s 
tiredness  and  you  may  find  valuable  contribu- 
tions made  from  even  the  very  young  children. 
Not  only  that  but  I think  it’s  a good  way  to 
relieve  some  of  the  stress  of  the  day-by-day 
beating  the  physician  takes  in  seeing  one  pa- 
tient after  another. 

Do  it  for  fun.  I’ll  take  the  blame  if  it 
doesn’t  work. 
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ACHROCIDIN 

Tetracycline  HCI-Antihistamine-Analgesic  Compound 


Each  tablet  contains:  Caffeine  30  mg 

ACHROMYCIN®  Tetracycline  HCI  125  mg  Salicylamide  150  mg 

Phenacetin  120  mg  Chlorothen  Citrate 25  mg 

The  patient  can  feel  better  while  getting  better.  ACHROCIDIN  brings  the  treatment  together  in  a single  prescription- 
prompt  symptomatic  relief  together  with  early,  potent  control  of  the  tetracycline-sensitive  organisms  frequently  respon- 
sible for  complications  leading  to  prolonged  disability  in  the  susceptible  patient. 


Effective  in  controlling  complicating  tetracycline-sensitive  bac- 
terial infection  and  providing  symptomatic  relief  in  allergic 
diseases  of  the  upper  respiratory  tract. 

Contraindication— History  of  hypersensitivity  to  tetracycline. 

Warning-lf  renal  impairment  exists,  even  usual  doses  may  lead 
to  liver  toxicity.  Linder  such  conditions,  lower  than  usual  doses 
are  indicated  and  if  therapy  is  prolonged,  tetracycline  serum 
level  determination  may  be  advisable.  Hypersensitive  individuals 
may  develop  a photodynamic  reaction  to  natural  or  artificial  sun- 
light during  use.  Individuals  with  a history  of  photosensitivity 
reactions  should  avoid  direct  exposure  while  under  treatment  and 
treatment  should  be  discontinued  at  first  evidence  of  skin 
discomfort. 

Precautions— Some  individuals  may  experience  drowsiness,  ano- 


rexia, and  slight  gastric  distress.  If  excessive  drowsiness  occurs, 
it  may  be  necessary  to  increase  the  interval  between  doses.  Per- 
sons on  full  dosage  should  not  operate  any  vehicle.  Use  may 
result  in  overgrowth  of  nonsusceptible  organisms.  If  infections 
appear  during  therapy,  appropriate  measures  should  be  taken.  If 
adverse  reaction  or  idiosyncrasy  occurs,  discontinue  medication 
and  institute  appropriate  therapy.  Infections  caused  by  beta- 
hemolytic  streptococci  should  be  treated  for  at  least  10  full  days 
to  help  prevent  rheumatic  fever  or  acute  glomerulonephritis.  Use 
of  tetracycline  during  tooth  development  {last  trimester  of  preg- 
nancy, neonatal  period  and  early  childhood)  may  cause  discolora- 
tion of  the  teeth  (yellow-grey-brownish).  This  effect  has  been 
observed  in  usual  short  treatment  courses. 

Average  adult  dosage:  2 tablets  four  times  daily,  given  at  least 
one  hour  before,  or  two  hours  after  meals. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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Strange  Times 


These  are  strange  times,  indeed,  especial- 
ly for  those  of  us  in  the  private  practice 
of  medicine. 

On  the  other  hand,  an  almost  unprecedent- 
ed nationwide  prosperity  exists,  in  which  we  as 
physicians  certainly  seem  to  be  sharing.  We’re 
not  sharing  is  any  unusual  or  disproportinate 
way,  but  certainly  basic  economic  need  doesn’t 
seem  to  be  a very  large  area  of  concern  when 
physicians  assess  their  personal  status  today. 
People  generally  need,  want,  and  increasingly 
seem  to  be  able  to  pay  for  medical  care,  in- 
cluding physician’s  services.  This  is  in  spite  of 
spiraling  hospital  costs.  Patients  also  seem  to 
have  maintained  their  high  individual  regard 
for  their  physicians,  and  are  knowledgeable 
about,  and  impressed  by,  the  gains  that  medi- 
cine has  made  in  the  conquest  of  disease.  Of 
these  gains,  there  is  no  doubt;  such  triumphs 
as  the  victory  over  polio,  successful  intra- 
cardiac surgery,  and  the  first  significant  but 
tottering  steps  along  the  road  toward  organ 
transplant,  are  commonly  acknowledged.  Per- 
haps even  more  important  are  the  prosaic  and 
common  uses  of  antibiotics  to  control  infection, 
improved  anesthetic  techniques  to  reduce  sur- 
gical mortality,  and  new  agents  to  improve  the 
control  of  diabetes  and  hypertension.  Many 
more  lives  are  being  saved  than  our  profes- 
sional fathers  dreamed  of — and  yet  there  are 
some  tigers  roaming  among  the  roses  in  the 
garden. 

Eor,  on  the  other  hand,  today’s  physician  is 
also  beset  with  a revolution  in  “medical  eco- 
nomics”. Medicare  is  upon  us.  Title  XIX  is 
taking  its  first  admittedly  inadequate  and  high- 
ly controversial  steps,  commercial  vendors  of 
health  insurance  are  of  necessity  selling  cover- 
ages of  almost  every  conceiveable  kind,  and 


the  confusion  mounts.  We  note  that  hospital 
costs  per  patient  day  rose  during  the  past  year 
by  9 per  cent,  to  an  average  of  $44.48,  ac- 
cording to  the  American  Hospital  Association. 
We  note  the  rising  and  certainly  understand- 
able interest  among  the  nursing  profession  for 
wage  increases,  a factor  that  certainly  will 
contribute  to  a continuation  of  the  upward 
trend.  We  read  that  “L.B.J.  orders  probe  of 
rising  medical  costs”,  and  small  cold  chills  be- 
gin to  run  up  and  down  our  backs.  We  all 
know  “he  who  pays  the  piper,  calls  the  tune”, 
but  we  had  hoped  reality  wouldn’t  set  in  so 
vigorously,  and  so  soon. 

What  is  our  position  now?  What  is  our  role 
in  the  future?  Detailed  answers  to  such  com- 
plex questions  cannot  be  simple.  The  physician’s 
role  in  society  has  been  and  is  being  evaluated 
by  research  teams  of  several  medical  societies 
— for  instance  California  has  recently  pub- 
lished an  interesting  booklet  entitled  “The  Role 
of  Medicine  in  Society”.  The  Jefferson  County 
Medical  Society  is  also  in  the  midst  of  such 
a self-evaluation  project,  entitled  “The  Critical 
Dimension”.  All  of  us  need  to  give  much 
thought  to  these  questions,  but  in  spite  of  all 
the  uncertainties,  we  need  not  be  disabled  by 
them.  Eor  now,  as  in  all  uncertain  times,  we  can 
return  to  fundamentals  for  stability  and  re- 
assurance. We  are  doctors  because  we  want  to 
help  sick  people  get  well;  the  profession  is 
noble  and  respected,  and  has  been  rewarded 
well,  because  that  desire  came  first.  Many 
changes  are  indeed  taking  place,  but  a doctor 
once  is  a doctor  still,  and  in  the  basic  act  of 
caring  for  our  patients  lies  the  significance  of 
our  past,  the  stimulus  of  our  present,  and  the 
hope  for  our  future. 

Walter  Hume,  Jr.,  M.D. 
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Nephrology  Comes  of  Age 


This  year,  1966,  marks  the  founding  of 
the  American  Society  of  Nephrology.  It 
is,  therefore,  the  newest  of  the  medical 
specialties  and  marks  approximately  fifteen 
years  of  increasing  attention  and  developments 
in  the  broad  field  of  nephrology.  A working 
definition  of  nephrology  is — the  systematic 
study  of  the  function  and  structure  of  the  kid- 
ney in  health  and  disease.  The  definition  is 
necessarily  broad  since  both  the  basic  and 
clinical  sciences  are  well  represented  by  physio- 
logists, chemists,  electron  microscopists,  immu- 
nologists, pathologists,  internists  and  surgeons, 
all  of  whom  share  an  interest  in  the  nephron 
and  its  disorders.  There  have  been  three  in- 
ternational congresses  of  nephrology  whose 
registration  figures  tell  an  interesting  story: 
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A journal,  appropriately  called  NEPHRON, 
is  regularly  published  and  devoted  to  basic  and 
clinical  research. 

The  strongest  impetus  to  these  develop- 
ments has  come  about  as  the  result  of  three 
distinct  circumstances.  The  first  is  the  availa- 
bility of  methods  for  studying  nephron  func- 
tion. In  species  as  high  on  the  scale  as  the  rat 
and  the  dog,  it  is  now  possible  to  sample  and 
analyze  glomerular  filtrate  from  individual 
nephrons.  Many  of  the  older  concepts  of  kid- 
ney physiology  have  had  to  be  abandoned  or 
radically  revised.  Secondly,  electron  micro- 
scopy has  provided  a powerful  tool  for  study- 
ing the  structural  basis  of  nephron  function. 
Classical  renal  pathology,  particularly  glome- 
rular disease,  is  being  entirely  rewritten  in  the 
present  era.  The  third  major  development  has 
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been  clinical.  I refer  here  to  the  new  methods 
of  treating  end-stage  renal  failure,  i.e.,  dialysis 
and  transplant. 

For  the  practicing  physician,  there  is  no 
need  to  emphasize  the  frequency  and  com- 
plexity of  the  renal  problems  that  confront  him. 
Nephrology  centers,  usually  within  the  con- 
text of  a University  Medical  Center,  are  in- 
creasingly available  to  provide  specialized 
help.  The  U.S.  Public  Health  Service  currently 
supports  14  chronic  hemodialysis  centers  in 
the  United  States,  and  several  universities  have 
renal  transplant  programs.  The  University  of 
Louisville  carries  on  both  types  of  activities, 
as  well  as  a diagnostic  and  therapeutic  service. 
The  clinical  nephrologist  of  today  is  usually  an 
internist  who  has  been  trained  in  renal  disease 
in  one  of  the  2-5  year  training  programs  sup- 
ported by  the  National  Institutes  of  Health. 
Residents  who  want  to  enter  the  field  may 
find  a number  of  training  opportunities,  in- 
cluding the  program  at  Louisville. 

The  best  way  to  make  use  of  a nephrologist, 
as  with  any  specialist,  is  to  refer  patients  for 
study  early  in  their  course.  Renal  failure 
comes  in  all  combinations  of  reversible  and 
irreversible  elements  which  can  be  quantita- 
tively analyzed  and  improved  to  various  de- 
grees. The  tasks  remaining  for  the  future  are 
many,  including  better  methods  of  detection 
and  prevention  of  renal  disease,  improved 
techniques  of  transplant,  and  many  others. 
For  the  present,  the  nephrologist  is  ready  and 
willing  to  serve  his  colleagues  with  the  best 
available  methods  for  diagnosis  and  therapy. 

L.  B.  Berman,  M.D. 
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1 like  isronkometer. . . 
I breathe  better... 
don’t  get  the  jitters.” 


Patients  feel  relaxed  with  Bronkometer.  Its 
bronchodilator-decongestant  action  has  min- 
imal central  nervous  system  stimulation.^ 
Isoetharine,*  Breon’s  exclusive  bronchodila- 
tor,  shows  only  1/16  to  1/64  the  cardiotonic 

effect  of  isoproterenol.^  •Dllabron'®,  brand  of  isoetharine 


© 

ASTHMA,  CHRONIC  BRONCHITIS,  EMPHYSEMA 

isoetharine  0.6%;  phenylephrine  0.125%;  thenyidiamine  0.05%— Superior  because  it  contains  isoetharine 

COMPOSITION:  Bronkometer  delivers  at  the  mouthpiece  200  metered  doses  of:  350  meg  isoetharine  methanesulfonate  (0.6%);  70 
meg  phenylephrine  HCI  (0.125%);  and  30  meg  thenyidiamine  HCI  (0.05%)  with  saccharin,  menthol  and  fluorochlorohydrocarbonsas  inert 
propellants.  Preserved  with  ascorbic  acid  0.1%  and  alcohol  30%. 

RECOMMENDED  DOSAGE:  One  or  two  inhalations  with  at  least  one  minute  between  inhalations.  Occasionally  more  may  be  required, 
however  in  most  cases,  inhalations  need  not  be  repeated  more  than  every  four  hours.  Dosage  should  be  adjusted  to  the  severity  of  the 
condition  and  to  patient's  response. 

PRECAUTIONS:  Bronkometer  is  unusually  free  from  cardiovascular  and  other  side  effects,  but  the  usual  precautions  associated  with 
sympathomimetic  amines  should  be  observed.  Bronkometer  should  not  be  administered  simultaneously  with  epinephrine  or  similar  com- 
pounds because  of  the  possibility  of  tachycardia,  although  it  may  be  alternated  with  these  agents.  Dosage  must  be  carefully  adjusted 
in  patients  with  hyperthyroidism,  hypertension,  acute  coronary  disease,  cardiac  asthma,  limited  cardiac  reserve  and  in  individuals  sen- 
sitive to  sympathomimetic  amines. 

SUPPLIED:  10  ml  pressurized  aerosol  vials  complete  with  measured  dose  valve  and  oral  nebulizer. 

References:  1.  Spielman,  A.  D.:  Curr,  Therap.  Res.  3:235  (June)  1961.  2.  Herschfus,  J.  A.;  Bresnick,  E.;  Levinson,  L.;  and  Segal,  M.  S.: 
Ann.  Allergy  9:769  (Nov.-Dee.)  1951 . 

BREON  LABORATORIES  INC.  90  Park  Avenue,  New  York,  N.Y.  10016 
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And  now . . .for  all  you  cold  sufferers  who've  been  looking  for  a cure-all. 


They  can't  cure  a cold.  We  can’t  cure  a cold.  You  can’t  cure 
a cold.  But  what  you  can  do  is  relieve  the  symptoms,  making 
the  patient  comfortable  and  the  cold  bearable. 

The  patient  suffering  from  head  cold  congestion,  for  instance, 
should  breathe  easier  when  you  prescribe  Novahistine  LP. 
Novahistine  LP  is  a long-acting  decongestant  that  helps 
restore  normal  mucus  secretion  and  ciliary  activity— physio- 
logic mechanisms  which  prevent  infection  of  the  respiratory 
tract.  Two  tablets  in  the  morning  and  two  in  the  evening  will 
provide  around-the-clock  relief  by  helping  to  keep  congested 
air  passages  clear,  thus  enabling  your  cold  patient  to  enjoy 
normal  and  free  breathing. 


Use  cautiously  in  individuals  with  severe  hypertension,  dia- 
betes mellitus,  hyperthyroidism  or  urinary  retention.  Tell 
patients  who  operate  machinery  or  motor  vehicles  that 
drowsiness  may  result. 

Each  Novahistine  LP  tablet  contains:  phenylephrine  hydro- 
chloride, 25  mg.,  and  chlorpheniramine  maleate,  4 mg. 


PITMAN-MOORE  Division  of  The  Oow  Chemical  Company,  Indianapolis 


Wide-range  bactericidal  action 
for  genitourinary  infections 


““OMNIPEN 

(AMPIGILLIN)  WYETH 


A penicillin  that  exhibits  effectiveness  within  the  gram- 
positive spectrum  of  penicillin  G*  and  the  gram-negative 
spectrum  of  chloramphenicol  and  the  tetracyclines.* 

Active  at  foci  of  infections — kidney,  ureter,  bladder  or 
urethra. 

Effective  against  many  gram-negative  and  gram-positive  path- 
ogens— thus  may  be  valuable  not  only  in  genitourinary  but 
also  in  common  respiratory  and  gastrointestinal  infections. 

Normally  produces  high  and  persistent  levels  in  blood  and 
high  concentrations  in  bile  and  urine. 

Significant  inherent  stability. 

^Exclusive  of  penicillinase-producing  bacteria. 


Indications:  Urinary  tract  infections,  especially  those  caused 
by  E.  coli,  Proteus  mirabilis,  and  Streptococcus  faecalis  and 
viridans;  respiratory  infections  caused  by  H.  influenzae, 
pneumococci,  streptococci,  and  nonpenicillinase-producing 
staphylococci;  and  gastrointestinal  infections  caused  by 
Shigella  and  Salmonella,  including  Sal.  typhosa. 


Contraindications:  Hypersensitivity  to  penicillin;  infec- 
tions due  to  penicillinase-producing  staphylococci  and  other 
penicillinase-producing  bacteria. 

Precautions:  If  allergic  reaction  occurs,  discontinue  ampi- 
cillin  and  administer  epinephrine,  corticosteroids,  antihis- 
tamines and/or  pressor  amines  as  indicated.  Transient  moderate 


elevation  of  SCOT  values  of  undetermined  significance  was 
noted  in  a few  infants.  Liver  and  kidney  function  as  well  as 
hematopoietic  tests  are  advisable  during  therapy,  particularly 
in  infants.  As  with  other  antibiotics,  precautions  should  be 
taken  against  gastrointestinal  superinfection.  Safety  for  use  in 
pregnancy  has  not  been  established. 

Adverse  Reactions:  Occasional  mild  side 
effects  as  urticaria,  skin  rash,  pruritus, 
diarrhea,  nausea  and  vomiting.  There  have 
been  no  reports  of  blood  dyscrasias,  liver 
or  kidney  damage.  Anaphylaxis  has  been 
reported. 

Composition:  Capsules,  250  mg. 

American  Hospital  Formulary 
Service  Category  No.  8:12.16. 

Wyeth  Laboratories  Philadelphia,  Pa. 


But  what  does  he  think? 


For  he’s  a jolly  good  fellow 


Many  overweight  patients 
can  benefit  from  the  appetite 
control  provided  by  the  sustained 
anorexigenic-tranquilizing 
action  of  BAMADEX  SEQUELS: 
anorexigenic  action  of 
amphetamine;  tranquilizing 
action  of  meprobamate; 
prolonged  action  through 
sustained  release  of 
active  ingredients. 

Bamadex®  Sequels® 

DEXTRO-AMPHETAMINE  sulfate  (15  mg.)  SUSTAINED  RELEASE  CAPSULES 
WITH  MEPROBAMATE  (300  mg.) 

to  help  establish 
a new  dietary  pattern 


Contraindications:  Dextro-amphetamine  sulfate;  in 
hyperexcitobility  and  in  agitated  prepsychotic 
states.  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamote. 

Precautions:  Use  with  caution  in  patients  hypersensi- 
tive to  sympathomimetic  compounds,  who  have 
coronary  or  cordiovoscular  disease,  or  are  severely 
hypertensive. 

Dextro-amphetamine  sulfate:  Excessive  use  by  un- 
stable individuals  may  result  in  psychological 
dependence. 

Meprobamate;  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised,  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use  in 
susceptible  persons,  e.g.  olcoholics,  former  addicts, 
and  other  severe  psychoneurotics,  has  been  re- 
ported to  result  in  dependence  on  the  drug.  Where 
excessive  dosage  has  continued  for  weeks  or  months, 
reduce  dosage  gradually.  Sudden  withdrawal  may 
precipitate  recurrence  of  preexisting  symptoms  such 
as  anxiety,  anorexia,  or  insomnia;  or  withdrawal  re- 
actions such  as  vomiting,  ataxia,  tremors,  muscle 
twitching  and,  rarely,  epileptiform  seizures.  Should 
meprobomate  cause  drowsiness  or  visual  distur- 
bances, reduce  dosage  and  avoid  operation  of 
motor  vehicles,  machinery  or  other  activity  requir- 
ing alertness.  Effects  of  excessive  alcohol  consump- 
tion may  be  increased  by  meprobamate.  Appropri- 
ate caution  is  recommended  with  patients  prone  to 
excessive  drinking.  In  patients  prone  to  both  petit 
ond  grand  mal  epilepsy  meprobamate  may  precipi- 
tate grand  mal  attacks.  Prescribe  cautiausly  and  in 
small  quantities  to  patients  with  suicidal  tendencies. 
Side  Effects:  Overstimulation  of  the  central  nervous 
system,  jitteriness  and  insomnia  or  drowsiness. 
Dextro-amphetamine  sulfate;  Insomnia,  excitability, 
and  increased  motor  activity  are  common  and  ordi- 
narily mild  side  effects.  Confusion,  anxiety,  aggres- 
siveness, increased  libido,  and  hallucinations  have 
also  been  observed,  especially  in  mentally  ill  pa- 
tients. Rebound  fatigue  and  depression  may  follow 
central  stimulation.  Other  effects  may  include  dry 
mouth,  anorexia,  nausea,  vomiting,  diarrhea,  and 
increased  cardiovascular  reactivity. 

Meprobamate;  Drowsiness  may  occur  and  can  be 
ossociated  with  ataxia;  the  symptom  can  usually  be 
controlled  by  decreasing  the  dose,  or  by  concomi- 
tant administration  of  central  stimulants.  Allergic  or 
idiosyncratic  reactions;  maculopapular  rash,  acute 
nonthrombocytopenic  purpura  with  petechiae,  ecchy- 
moses,  peripheral  edema  and  fever,  transient  leu- 
kopenia. A case  of  fatal  bullous  dermatitis,  following 
administration  of  meprobamate  and  prednisolone, 
has  been  reported.  Hypersensitivity  has  produced 
fever,  fainting  spells,  angioneurotic  edema,  bron- 
chial spasms,  hypotensive  crises  (1  fatal  case), 
anuria,  stomatitis,  proctitis  (I  case),  anaphylaxis, 
agranulocytosis  and  thrombocytopenic  purpura,  and 
o fatal  instance  of  aplastic  anemia,  but  only  when 
other  drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity,  usually  after 
excessive  dosage.  Impairment  of  visual  accommo- 
dation. Massive  averdosage  may  praduce  drowsi- 
ness lethargy,  stupor,  ataxia,  coma,  shock,  vaso- 
motor and  respiratory  collapse. 
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Administering  the  oath  of  office  to  new  KMA  President 
Robert  E.  Pennington  (right)  is  Hubert  C.  Jones,  M.D., 
Berea,  chairman  of  the  Board  of  Trustees. 


KMA  Chooses  Dr.  Brockman 
New  President-Elect 

George  F.  Brockman,  M.D.,  a native  of  Louisville, 
was  named  president-elect  of  the  Kentucky  Medical 
Association  at  the  second  session  of  the  House  of 
Delegates  Wednesday  evening, 
September  21,  during  the  KMA 
Annual  Meeting. 

Robert  E.  Pennington,  M.D., 
London,  was  installed  as  presi- 
dent of  the  association  during 
the  same  session.  He  succeeds 
Everett  H.  Baker,  M.D.,  Louis- 
ville, in  office. 

Doctor  Brockman  is  a for- 
mer KMA  Delegate  to  the 
American  Medical  Association,  and  has  served  as 
Vice-Speaker  and  more  recently  Speaker  of  the  KMA 
House  of  Delegates.  He  received  his  medical  educa- 
tion at  the  University  of  Louisville  College  of  Medi- 
cine, graduating  in  1935. 

Eollowing  internship  at  Louisville  General  Hos- 
pital and  a period  of  residency  at  Hazelwood  Sani- 
torium,  he  worked  with  the  Bureau  of  Local  Health 
Services  of  the  State  Department  of  Health,  serving 
as  Health  Officer  in  various  demonstration  counties. 
After  receiving  his  M.S.  in  bacteriology  and  public 
health  from  the  University  of  Kentucky,  Doctor 
Brockman  served  from  1943  until  the  end  of  World 
War  II  as  a U.S.  Public  Health  Service  Reserve  Of- 
ficer with  the  U.S.  Coast  Guard  and  Navy. 

After  being  discharged  from  the  service.  Doctor 
Brockman  returned  to  Kentucky  to  work  for  a time 


Dr.  Brockman 


Dr.  Asman  Dr.  Smith 


as  Communicable  Disease  Consultant  for  the  State 
Department  of  Health  and  enter  private  practice  in 
association  with  Gaithel  L.  Simpson,  M.D.,  1961 
KMA  president.  The  two  men  established  the  Green- 
ville Cancer  Clinic,  the  first  clinic  in  a rural  area  to 
be  sponsored  by  the  American  Cancer  Society. 

Doctor  Brockman  was  one  of  the  earliest  volunteers 
for  Project  Viet  Nam,  spending  October  and  Novem- 
ber of  1965  in  the  Provincial  Hospital  at  Tan  An. 
On  September  29  he  returned  to  work  in  Viet  Nam. 

Newly  elected  vice-presidents  of  KMA,  chosen  at 
the  September  21  session  of  the  House,  are:  Roy  H. 
Moore,  M.D.,  Louisville,  Central;  James  C.  Cantrill, 
M.D.,  Georgetown,  Eastern;  and  James  A.  Harris, 
Paducah,  Western.  Henry  B.  Asman,  M.D.,  Louis- 
ville, Secretary,  and  Keith  P.  Smith,  M.D.,  Corbin, 
Treasurer,  were  re-elected  at  the  final  session  of  the 
House. 


Dr.  Hayes 


Dr.  Miller 


Drs.  Hayes  and  Miller  Elected 
To  Head  Board  of  Trustees 

Rex  E.  Hayes,  M.D.,  Glasgow,  who  has  served  as 
vice-chairman  of  the  Board  of  Trustees,  was  elected 
chairman  of  the  Board  at  the  September  22  meeting 
of  the  Board  during  the  KMA  Annual  Meeting  in 
Louisville.  Joseph  R.  Miller,  M.D.,  Benton,  was  named 
vice-chairman. 

Doctor  Hayes  succeeds  Hubert  C.  Jones,  M.D., 
Berea.  A graduate  of  the  University  of  Louisville 
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School  of  Medicine  in  1933,  Doctor  Hayes  is  serving 
as  Chairman  of  the  Barren  County  Board  of  Health, 
and  is  on  the  active  staff  of  the  T.  J.  Samson  Com- 
munity Hospital,  of  which  he  is  a past  president.  He 
was  a KM  A vice-president  from  1959-1960,  from  the 
Western  region  of  the  state.  He  was  also  re-elected 
to  his  post  as  Trustee  from  the  sixth  district. 

Doctor  Miller,  who  has  served  as  president  of  the 
Marshall  County  Medical  Society  on  three  different 
occasions,  and  who  has  been  a director  of  the  First 
District  of  the  Kentucky  Academy  of  General  Prac- 
tice, succeeds  Doctor  Hayes  in  office. 

Elected  as  trustees  for  three  year  terms  were: 
George  H.  Sehlinger,  M.D.,  Louisville,  Fifth;  Leroy 
C.  Hess,  M.D.,  Florence,  Eighth;  Douglas  H.  Jenkins; 
M.D.,  Richmond,  Eleventh;  and  Ballard  W.  Cassady, 
M.D.,  Pikeville,  Fourteenth;  who  will  fill  the  unex- 
pired term  of  James  W.  Archer,  M.D.,  Paintsville, 
now  deceased.  E.  C.  Seeley,  M.D.,  London,  was  elect- 
ed to  his  first  full  three  year  term,  after  serving  the 
unexpired  term  of  Robert  E.  Pennington,  M.D.,  now 
KMA  President. 


Dr.  Cooper  Dr.  Greathouse 


Drs.  Greathouse,  Cooper  Named 
To  Head  House  of  Delegates 

Richard  F.  Greathouse,  M.D.,  Louisville,  assumed 
the  office  of  speaker  of  the  House  of  Delegates  of 
KMA,  as  provided  in  the  Bylaws,  when  at  the  sec- 
ond session  of  the  House  Wednesday  evening,  Sep- 
tember 21,  George  F.  Brockman,  M.D.,  Greenville, 
resigned  to  be  named  the  new  president-elect  of  KMA. 

Carl  C.  Cooper,  M.D.,  Bedford,  will  serve  as  vice- 
president,  filling  the  vacancy  left  by  Doctor  Great- 
house’s appointment  as  speaker.  Terms  of  both  of- 
fices are  for  three  years. 

Doctor  Greathouse,  elected  vice-speaker  of  the 
House  of  Delegates  in  1965,  is  past  president  of  the 
staff  of  Children’s  Hospital,  Chairman  of  the  Pedi- 
atric Section  of  Methodist  Hospital,  President  of  the 
Louisville  Pediatric  Society,  Vice-chairman  of  the 
Kentucky  Chapter-American  Academy  of  Pediatrics, 
Secretary-Treasurer  of  the  Kentucky  Educational 
Medical  Political  Action  Committee,  and  a past  dele- 
gate to  KMA  from  the  Jefferson  County  Medical 
Society. 

Doctor  Greathouse  is  a former  editor  of  the  Jeffer- 
son County  Medical  Society  Bulletin,  and  is  currently 
editor  of  The  Centaur,  official  national  publication 
of  Alpha  Kappa  Medical  Fraternity.  He  is  a 1947 
graduate  of  the  University  of  Kentucky  and  received 


his  medical  degree  from  the  University  of  Louisville 
in  1951. 

Doctor  Cooper  is  the  former  chairman  of  the 
KMA  Senior  Day  Committee  and  a member  of  the 
KMA  Council  on  Communications  and  Public  Service. 
He  is  a past  alternate  delegate  to  the  AMA,  and  served 
as  the  state  Association’s  representative  on  the  Ken- 
tucky Health  Council. 

A former  Eastern  Vice-President  of  the  KMA  he 
is  a Director  and  past  vice-president  of  the  Kentucky 
Academy  of  General  Practice  and  a member  of  the 
American  Academy  of  General  Practice.  Doctor  Coop- 
er is  a 1952  graduate  of  the  University  of  Louisville 
School  of  Medicine. 

Mrs.  Kissinger  New  Pres. -Elect 
of  KMA  Woman’s  Auxiliary 

Mrs.  Charles  C.  Kissinger,  Henderson,  was  chosen 
president-elect  of  the  Woman’s  Auxiliary  to  KMA 
during  the  organization’s  annual  Meeting  in  Louis- 
ville on  September  20-22. 

She  will  succeed  Mrs.  Raymond  E.  Jones,  Louis- 
ville, who  was  installed  as  president  during  the 
meeting.  The  1965-66  President  Mrs.  Robert  J.  Salis- 
bury, Mt.  Sterling,  presided  at  this  year’s  sessions 
at  the  Kentucky  Hotel. 

Other  new  officers  elected  were:  Mrs.  E.  H.  Hodges, 
Pikeville,  first  vice-president;  Mrs.  James  A.  Harris, 
Paducah,  second  vice  president;  Mrs.  O.  L.  May, 
Danville,  third  vice  president;  and  Mrs.  Joseph  B. 
Parker,  Jr.,  Lexington,  fourth  vice  president.  Also 
elected  were  Mrs.  C.  E.  Hornaday,  Owensboro,  re- 
cording secretary;  Mrs.  Charles  K.  Sergent,  Louis- 
ville, corresponding  secretary;  and  Mrs.  William  C. 
Durham,  Louisville,  treasurer. 


Leaders  in  the  KMA  Woman's  Auxiliary  discuss  organi- 
zational problems  during  the  1966  meeting  at  the  Ken- 
tucky Hotel.  From  left  to  right  are  Mrs.  Charles  C.  Kiss- 
inger, Henderson,  president-elect;  Mrs.  Robert  J.  Salis- 
bury, Mt.  Sterling,  immediate  past  president;  and  Mrs. 
Raymond  E.  Jones,  Louisville,  president.  Mrs.  Salisbury 
presided  at  this  year’s  meeting. 
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Accepting  the  Distinguished  Service  Award  at  the  Presi- 
dent’s Luncheon  is  W.  Vinson  Pierce,  M.D.,  Covington, 
(left).  Presentation  was  made  by  William  H.  Bizot,  M.D., 
Louisville. 

Drs.  Pierce  and  Baker  Honored 
With  Top  ’66  KMA  Awards 

KMA's  two  highest  awards  were  presented  to  W. 
Vinson  Pierce,  M.D.,  Covington,  and  John  C.  Baker, 
M.D.,  Berea,  during  the  1966  President's  Luncheon 
on  September  21. 

Doctor  Pierce,  a former  delegate  to  the  AMA, 
recieved  the  Distinguished  Service  Award  and  Doctor 
Baker  was  given  the  Outstanding  Practitioner  Award. 

Archibald  Cochran,  Louisville,  a retired  industri- 
alist who  is  active  in  civic  ana  charitable  affairs,  re- 
ceived the  R.  Haynes  Barr  Award  for  his  contribu- 
tions to  medical  progress. 

Doctor  Pierce,  a long-time  delegate  to  KMA  from 
Campbell-Kenton  County,  graduated  from  the  Uni- 
versity of  Louisville  School  of  Medicine  in  1934.  He 
served  as  delegate  to  the  AMA  from  1956  to  1961 
and  is  presently  a member  of  the  AMA’s  Committee 
on  Insurance  and  Prepayment  Plans  and  a member 
of  the  Joint  Commission  for  the  promotion  of  Volun- 
tary Non-profit  Prepayment  Health  Plans. 

A past  president  of  Kentucky  Physicians  Mutual, 
the  Kentucky  Chapter  of  American  College  of 
Surgeons,  and  the  Kentucky  Surgical  Society,  he  has 
also  served  as  secretary  of  the  Campbell-Kenton 
County  Medical  Society  and  as  chief  of  staff  of  each 
of  four  local  hospitals.  A urologist,  he  is  a past 
member  of  the  executive  committee  of  the  South- 
eastern Section  of  the  American  Urological  Associa- 
tion. 

A native  of  Clay  County,  Doctor  Baker  graduated 
from  the  University  of  Tennessee  College  of  Medicine 
in  1928,  after  working  his  way  through  Berea,  Mays- 
ville,  and  Eastern  State  colleges  by  selling  books. 
When  he  came  to  Berea  in  1936,  over  50  per  cent 
of  the  babies  born  in  this  area  were  delivered  by 
midwives.  He  immediately  started  directing  the  preg- 
nant women  to  the  hospital  and  during  the  period 
from  1936  to  1964  he  delivered  approximately  9,000 
babies. 

In  April,  1964  he  suffered  a rather  severe  coronary, 
but  returned  to  work  in  August  of  that  year  and  has 
had  a rather  limited  practice  since.  During  World 


Award  winners — John  C.  Baker,  M.D.,  Berea,  who 
received  the  KMA’s  Outstanding  General  Practitioner 
Award  (left)  and  Archibald  P.  Cochran,  Louisville,  who 
was  chosen  to  receive  the  R.  Haynes  Barr  Award — are 
pictured  at  the  speakers  table  at  the  President’s  Luncheon. 

War  II,  he  was  the  only  physician  available  to  care 
for  the  patients  in  southern  Madison  County,  Jackson, 
and  Rockcastle  counties. 

Mr.  Cochran’s  contribution  to  medicine  and  medi- 
cal education  evolved  from  his  active  positions  as 
chairman  of  the  Board  of  Trustees  of  the  University 
of  Louisville  School  of  Medicine  and  past  president 
of  the  University’s  Board  of  overseers,  and  as  long- 
standing member  of  the  corporation  and  Trustee  of 
the  John  M.  Norton  Memorial  Infirmary. 

He  was  co-chairman  and  the  driving  force  in  the 
recently  successful  Louisville  Bond  Issue  campaign 
which  will  provide  the  new  medical-dental  school 
complex.  He  continues  as  the  Bond  Issue  Project’s 
coordinator.  Since  his  retirement  as  chairman  of  the 
board  of  Anaconda  Aluminum  Company,  he  has  de- 
voted his  energies  to  civic  affairs. 

Dr.  Norfleet,  Prominent  Somerset 
Physician  Dies  at  85 

Carl  Norfleet,  M.D.,  85,  Somerset,  passed  away 
October  2,  following  a long  illness. 

Doctor  Norfleet,  who 
served  many  years  as 
Counselor  (now  Board  of 
Trustees)  from  the  twelfth 
KMA  district,  was  a vet- 
eran of  the  World  War  I 
Medical  Corps. 

Doctor  Norfleet  re- 
ceived the  Distinguished 
Service  Medal  of  the 
KMA  in  1951,  and  was 
Vice  President  of  the 
KMA  in  1956. 

One  of  the  founders  of 
the  Rural  Kentucky  Medical  Scholarship  Fund,  Doc- 
tor Norfleet  was  serving  as  a member  of  the  Board 
of  Trustees  of  the  Fund  at  the  time  of  his  last  illness. 

Following  his  retirement  from  active  surgery,  he 
served  several  years  as  a public  health  officer. 


Doctor  Norfleet 
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New  KMA  Commission  Meets 


At  the  September  22  Reorganization  Meeting  of  the 
KMA  Board  of  Trustees  a Commission  was  named  to  make 
an  indepth  study  of  the  organization  and  operation  of  the 
Association.  Attending  the  first  meeting  of  the  Commission 
were  the  following  physicians  and  staff  members — starting 
at  the  left — Walter  Hume,  Jr.,  Louisville;  N.  Lewis  Bos- 
worth,  Lexington;  Robert  C.  Long,  Louisville,  a guest;  Rex  E. 
Hayes,  Glasgow,  Executive  Chairman  of  the  Commission; 
Richard  R.  Slucher,  Buechel;  Mrs.  Pat  Hire,  KMA  Staff; 
Robert  G.  Cox,  KMA  Staff;  Henry  B.  Asman,  Louisville, 


Commission  Chairman;  F.  J.  L.  Blasingame,  Chicago  an 
Executive  Vice  President  of  the  AMA  who  addressed  the 
Commission;  J.  P.  Sanford,  KMA  Staff;  Robert  E.  Penning- 
ton, London;  John  C.  Quertermous,  W.  Vinson  Pierce, 
Covington;  Joseph  R.  Miller,  Benton  and  Everett  H.  Baker, 
Louisville.  Members  of  the  Commission  not  shown,  are  Keith 
P.  Smith,  Corbin,  who  had  to  leave  early;  George  P. 
Archer,  Prestonsburg,  who  was  ill;  George  F.  Brockman, 
Greenville,  who  is  in  Vietnam;  and  George  A.  Sehlinger, 
Louisville,  who  was  out  of  town. 


Annual  Scientific  Seminar  Scheduled 
By  Jewish  Hospital,  Nov.  17 

Philip  Kramer,  M.D.,  Associate  Professor  of  Medi- 
cine and  Chief,  Section  on  Gastroenterology,  Boston 
University  School  of  Medicine,  will  be  guest  speaker 
at  the  Second  Annual  Louisville  Jewish  Hospital 
Scientific  Seminar,  Thursday,  November  17  at  Rankin 
Amphitheater  in  General  Hospital. 

The  day-long  program  gets  underway  at  9:00  A.M. 
and  will  include  six  scientific  presentations.  This  pro- 
gram is  acceptable  for  five  accredited  hours  by  the 
American  Academy  of  General  Practice. 

Doctor  Kramer  will  speak  twice.  His  two  talks  are 
“Benign  Diseases  of  the  Esophagus”,  at  11:15,  and 
“Management  of  Ulcerative  Colitis”  at  2:45,  accord- 
ing to  George  Y.  Shpilberg,  M.D.,  Chief  of  the  De- 
partment of  General  Practice  at  Jewish  Hospital. 

Nominating  Committee  Chosen 

The  Association’s  House  of  Delegates  chose  a five- 
man  nominating  committee  to  nominate  the  top  KMA 
officers  for  1967-68  at  its  final  session  on  September 
21. 

Members  of  the  nominating  committee  are:  John 
S.  Ashworth,  M.D.,  Ashland;  Harold  B.  Barton,  M.D., 
Corbin;  Robert  L.  McClendon,  M.D.,  Louisville; 
Andrew  M.  Moore,  M.D.,  Lexington;  and  W.  Vinson 
Pierce,  M.D.,  Covington.  Chairman  of  the  nominat- 
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ing  committee  will  be  chosen  at  the  committee's  first 
meeting  at  the  Ken-Bar  Inn,  Gilbertsville,  during  the 
Interim  Meeting  on  April  19-20. 

Dr.  Smith  Appointed  New  Head 
Of  Rehabilitation  Center 

Robert  P.  Smith,  M.D.,  Burlington,  Vermont,  has 
been  appointed  to  the  post  of  director  of  the  Rehabili- 
tation Center  in  Louisville, 
it  was  announced  by  S. 
Gordon  Dabney,  president 
of  the  board  of  directors 
of  the  Center.  Doctor 
Smith  replaces  Robert  M. 
Izard,  M.  D.,  who  resigned 
to  become  medical  director 
of  the  Texas  Rehabilita- 
tion Center. 

Doctor  Smith  graduated 
from  Princeton  University 
in  1939  and  received  his 
M.D.  degree  from  Har- 
vard. He  completed  his  residency  at  Mary  Fletcher 
Hospital,  Burlington,  and  was  a clinical  fellow  in 
medical  rehabilitation  at  Massachusetts  General 
Hospital,  and  a research  fellow  at  Harvard  Medical 
School, 

Doctor  Smith  was  director  of  the  Vermont  Reha- 
bilitation Center  from  1956  to  1962,  and  for  the  past 
ten  years  he  has  been  an  instructor  in  medicine  and 
physical  medicine  at  the  university  of  Vermont  Col- 
lege of  Medicine, 
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Three  physicians  off  for  a second  four  of  volunteer  serv- 
ice in  Vietnam  are — left  to  right — George  F.  Brockman, 
M.D.,  Greenville,  KMA  president-elect;  Stanley  M.  Gartska, 
M.D.,  Bakersfield,  Cal.,  and  Otto  H.  Heins,  M.D.,  Raymond- 
ville,  Tex.  (far  right).  Pictured  second  from  the  right  is 
Charles  H.  Moseley,  M.D.,  director  AMA  Department  of 
Government  Services  and  Director,  AMA  Volunteer  Physi- 
cians for  Vietnam.  Doctors  Brockman,  Gartska,  and  Heins 
will  serve  in  Vietnam  from  October  3 to  December  1, 

Dr.  Brockman  Returns  to  Vietnam 
as  Volunteer  Physician 

George  F.  Brockman.  M.  D.,  Greenville  surgeon 
and  recently  named  president  elect  of  the  KMA,  left 
September  29  for  San  Francisco,  enroute  to  Vietnam 
where  he  will  stay  for  two  months,  helping  in  the 
American  Medical  Association  Volunteer  Physicians 
for  Vietnam  Program.  This  will  be  Doctor  Brock- 
man’s second  trip  to  Vietnam.  Last  year  he  left  in 
early  October  for  a two  month  stay  in  Vietnam. 

Doctor  Brockman  explains  his  mixed  feelings 
about  his  trip:  ‘‘With  all  the  medical  problems  we 
have  here,  I feel  apologetic  for  leaving  my  patients 
and  colleagues.  However,  when  it  developed  that 
I could  be  useful  in  Vietnam  again,  I couldn't  pass 
up  another  go  at  helping  the  fine  Americans  I had 
found  doing  such  a good  job  for  us  there  last  year.” 

AMA  Volunteer  Physicians  for  Vietnam  is  a pro- 
gram for  supplying  medical  care  for  the  civilian 
population  of  South  Vietnam  through  the  volunteer 
services  of  U.  S.  physicians.  It  is  administered  by  the 
AMA  and  financed  by  the  U.  S.  Agency  for  Inter- 
national Development.  Twenty-four  to  32  physicians 
are  needed  every  month  to  keep  hospital  staffs  at 
full  strength.  Most  needed  are  GP’s,  internists,  and 
general  and  orthopedic  surgeons. 

For  more  information  about  the  program  contact: 
AMA  Volunteer  Physicians  for  Vietnam,  AMA,  535 
North  Dearborn,  St.,  Chicago,  111.  60610. 

’67  Annual  Meeting  Dates  Chosen 

September  26,  27,  and  28  are  the  dates  for  the  1967 
Annual  Meeting  of  the  KMA  which  is  again  sched- 
uled to  be  held  in  Louisville. 

Scientific  sessions  and  exhibits  will  be  in  the  Con- 
vention Center  and  headquarters  for  the  meeting  will 
be  the  Kentucky  Hotel.  Robert  E.  Pennington,  M.D., 
London,  KMA  president  and  chairman  of  the  Coun- 
cil on  Scientific  Assembly,  is  scheduled  to  meet  with 
the  Council  this  month  to  discuss  preliminary  plans 
for  the  1967  meeting. 


For  Australian  Convention 

Carroll  L.  Witten,  M.D.,  and  Mrs.  Witten  de- 
parted early  last  month  for  Boston  to  attend  the 
American  Academy  of 
General  Practice,  taking 
place  October  10-13.  At 
the  meeting  Doctor  Witten 
was  to  be  inagurated  presi- 
dent of  the  Academy. 

Immediately  after  the 
inaguration  the  Wittens 
were  scheduled  to  leave 
for  Australia,  where  Doc- 
tor Witten  was  to  deliver 
an  address  to  the  Third 
General  Practitioners 
Convention  in  Adelaide. 

After  several  more  stops,  the  Wittens  will  return 
to  Louisville  in  mid-November.  In  September  Mrs. 
Witten  served  as  a delegate  to  the  Annual  Meeting  of 
the  Kentucky  Medical  Association,  and  Doctor  Wit- 
ten returned  to  Louisville  recently  from  Salzburg, 
Austria,  where  he  delivered  an  address  to  the  In- 
ternational Congress  of  General  Practitioners. 


KMA  1966  Faculty  Awards  Go  To 
Doctor  Berman  and  Straus 

Leonard  Berman,  M.D.,  associate  professor  of 
medicine  and  chief  of  the  section  on  Renal  Diseases 
at  the  University  of  Louisville,  and  Robert  Straus, 
Ph.D.,  professor  and  chairman  of  the  department  of 
Behavioral  Science  at  the  University  of  Kentucky, 
were  given  the  1966  KMA  Faculty  Scientific  Achieve- 
ment awards  at  the  President’s  Luncheon. 

Presentation  of  the  awards,  which  were  given  for 
the  first  time  in  1962,  was  made  by  William  Bizot, 
M.D.,  chairman  of  the  KMA  Awards  Committee. 
Award  winners  are  selected  by  the  KMA  Council  on 
Medical  Education  and  Hospitals  and  are  presented 
to  a faculty  member  from  each  of  the  two  medical 
schools  who  has  done  outstanding  research  or  made 
contributions  of  equal  importance. 

Doctor  Berman,  who  first  became  associated  with 
U of  L School  of  Medicine  in  1963,  has  ‘‘brought  to 
a successful  operational  level,  a vigorous  and  active 
program  in  renal  transplants,  renal  dialysis,  and  an 
effective  research  program  in  nephrology.”  He  has  an 
international  reputation  in  renal  medicine  and  renal 
physiology. 

Doctor  Straus  was  cited  for  his  wide  range  of 
teaching  functions  and  development  of  an  outstand- 
ing program  for  graduate  students  in  the  field  of  Be- 
havioral Sciences.  The  citation  stated  he  has  ‘‘been  a 
leader  in  the  University  Community  and  his  services 
have  been  requested  a number  of  times  on  critically 
important  committees. 


Doctor  Witten 
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Night  Leg  Cramps... 

Frequent  Bedfellow  in  Diabetes^ArthritiS/ 
and  Peripheral  Vascular  Disorders* 


'"Nocturnal  cramps  occurring  in  the  calf  muscles  "...  nocturnal  cramps  may  be  the  presenting  symp- 
and  small  muscles  of  the  feet  have  been  encoun-  toms  of  patients  w'ith  arteriosclerosis  obliterans,  deep 
tered  in  a significant  number  of  diabetic  patients."’  thrombophlebitis,  varicose  veins,  osteoarthritis..."* 

now.,. specific  therapy  for  night  leg  cramps 

QUINA 


Consistently  effective,  QUINAMM  provided  com- 
plete relief  in  94%  of  200  patients  studied,  many 
of  whom  were  severe  cases  refractory  to  other 
medication.*  Your  prescription  for  one  tablet  at 
bedtime  often  controls  painful  night  cramps  with 
the  initial  dose  . . . helps  restore  restful  sleep. 


QUINAMM  Composition:  Each  white,  beveled,  compressed  tablet 
contains:  Quinine  Sulfate  4 grains  (250  mg.),  Aminophylline  3 grains 
(200  mg.).  Precautions:  Aminophylline  may  produce  intestinal 
cramps  in  some  instances,  and  quinine  may  produce  symptoms  of 
cinchonism,  such  as  tinnitus,  dizziness,  and  gastrointestinal  distur- 
bance. Discontinue  use  if  ringing  in  the  ears,  deafness,  skin  rash,  or 
visual  disturbances  occur.  Contraindication:  QUINAMM  is  contra- 
indicated in  pregnancy  because  of  its  quinine  content.  Dosage: 
One  tablet  upon  retiring.  Where  necessary,  dosage  may  be  in- 
creased to  one  tablet  following  the  evening  meal  and  one  tablet 
upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets.  Caution: 
Federal  law  prohibits  dispensing  without  prescription.  References: 
1.  Shuman,  C.:  Am.  J.  Med.  Sci.,  225:54,  1953.  2.  Perchuck,  E.,  et 
al.:  Angiology,  12:102,  1961.  3.  Rawls,  W.  B.,  et  al.:  Med.  Times, 
87:818,  1959. 

Division  of  Richardson-Mcrrell  Inc.Mt.  Vernon,  New  York  10551 
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“Can  the  Best  be  Better?”  osks  Walter  H.  Judd,  M.D., 
former  U.S.  Congressman  and  medical  missionary,  fea- 
tured speaker  at  the  President's  Luncheon  during  the  1966 
Annual  Meeting. 


Physicians  Urged  to  Do  Better 
by  Dr.  Judd  at  Pres.  Luncheon 

Physicians  were  urged  to  continue  in  the  pursuit  of 
excellence  using  the  10  Principles  of  Medical  Ethics 
as  their  guide  by  former  Congressman  Walter  H. 
Judd  M.D.,  who  spoke  to  an  overflow  crowd  of  400 
at  the  1966  President’s  Luncheon. 

Attendance  at  the  luncheon  broke  all  previous 
records. 

The  former  medical  missionary  and  long-time 
Congressman  from  Minnesota  warned  that  there  are 
those  who  “seek  to  persuade  the  people  that  their 
trust  and  confidence  in  medical  matters  would  better 
be  placed  in  the  government  than  in  the  profession”. 

He  said  that  in  order  to  maintain  public  trust  and 
confidence,  physicians  must  do  better.  Calling  medi- 
cine the  “queen  of  the  professions”,  he  urged  in- 
dividual physicians  to  join  together  to  bring  about 
the  renaissance  in  the  profession  needed  to  meet  the 
challenge  to  freedom. 

Doctor  Judd  was  the  keynote  speaker  at  the  1960 
Republican  National  Convention,  recieved  the  AMA 
Distinguished  Service  Award  in  1961,  The  Medico 
World  Humanitarian  Award  in  1962,  and  the  U.S. 
Chamber  of  Commerce  Great  Living  American 
Award  in  1963. 


AMA  Dues 

The  House  of  Delegates  of  the  American  Medical  As- 
sociation voted  to  increase  its  1 967  annual  dues  from  $45 
to  $70.  This  action  was  taken  after  voting  at  the  1965 
Clinical  Meeting  to  study  the  matter  six  months.  Each 
KMA  County  Medical  Society  will  receive  information  on 
this  and  related  matters  later  this  month,  as  is  customary. 


Initial  Management  of  Trauma 

“Initial  Management  of  Trauma”  is  the  theme  of 
the  ninth  annual  Norton  Seminar  on  Thursday, 
December  15,  in  Louisville,  which  will  feature  three 
guest  speakers  according  to  Robert  Lich,  Jr.,  M.D., 
Louisville,  program  chairman. 

Featured  on  the  program  of  the  seminar,  which  is 
co-sponsored  by  the  Norton  Memorial  Infirmary 
and  the  Kentucky  Academy  of  General  Practice,  will 
be  Lt.  Comdr.  Kenneth  F.  Spence,  USN,  Bethesda, 
Md.;  Basil  A.  Pruitt.  MD.,  Fort  Sam  Houston,  Tex.; 
and  John  H.  Davis,  M.D.,  Cleveland,  Ohio. 

All  physicians  are  cordially  invited  to  attend  the 
seminar  which  will  also  include  talks  by  members 
of  the  Norton  staff.  No  registration  fee  will  be 
charged.  The  seminar  is  scheduled  to  start  at  10  a.m. 
at  the  Norton  Memorial  Infirmary. 

“Emergency  Care  in  Vietnam”  will  be  explored  by 
Lt.  Comdr.  Spence,  who  is  on  the  staff  of  the 
Bethesda  Naval  Hospital.  Doctor  Pruitt,  of  the 
Brooke  Army  Medical  Center,  Fort  Sam  Houston, 
will  discuss  “Initial  Treatment  of  Burns”.  “Resus- 
citation of  the  Patient  with  Multiple  Injuries”  is  to 
be  the  topic  of  Doctor  Davis,  who  is  professor  and 
director,  department  of  surgery,  Cleveland  Metro- 
politan General  Hospital. 


Receiving  special  recognition  for  service  to  KMA  at  the 
1966  President’s  Luncheon  was  long-time  employee  Miss 
Violet  Stilz,  Louisville,  who  retired  in  July  after  43  years 
with  the  Association. 
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ANNOUNCING 


potent  combination  in 


•'ulyjdelicious  oranae-flavored  forms: 


ERYTHaOCIISPSULFAS 


ERYTHROMYCIN  ETHYL  SUCCINATE-TRISULFAPYRIMIDINES 


therapy  is  indicated... 


CONSIDER:  an  exceptionally  high 
cure  rate  in  susceptible  infections 


The  rationale : When  combined,  Erythrocin  and 
the  trisulfapyrimidines  (triple  sulfas)  are  indicated 
in  infections  that  are  more  susceptible  to  the 
combination  than  to  either  agent  alone.  Such 
conditions  are  usually  found  in  urinary,  lower 
respiratory  tract  and  chronic  ear  conditions. 

The  results:  Clinical  studies  involving  142 
young  patients  showed  an  overall  cure  rate  of 


96.5%.  Side  effects  were  experienced  by  only  four 
of  the  patients. 

The  acceptance:  The  majority  of  the  142 
patients  studied  expressed  a definite  liking  for 
the  products.  There  were  only  two  refusals.  An 
independent  taste-test  with  50  healthy  children 
further  substantiated  the  excellent  acceptability 
of  the  orange-flavored  forms,  c ( 602061 


ERYTHROCIN-SULFAS 

ERYTHROMYCIN  ETHYL  SUCCINATE-TRISULFAPYRIMIDINE8 


1 


In  Chewable  Tablets 
In  Granules  for  Oral  Suspension 


ERYTHROCIN’-SULFAS 

Brief  Summary 

Indications:  Use  Erythrocin-Sulfas  in  in- 
fections more  susceptible  to  the  combination 
than  to  either  agent  alone.  These  are  usually 
found  in  urinary,  lower  respiratory  tract, 
and  chronic  ear  infections. 

Contraindications:  Known  sensitivity  to 
erythromycin  or  sulfonamides.  Because  of 
the  possibility  of  kernicterus  with  sulfona- 
mides, do  not  use  in  pregnancy  at  term, 
premature  or  new  born  infants. 

Warnings:  As  with  other  forms  of  sulfona- 
mide therapy,  carefully  evaluate  patients 
with  liver  or  kidney  damage,  urinary  ob- 
struction, or  blood  dyscrasia.  Deaths  have 
been  reported  from  hypersensitivity  re- 
actions and  blood  dyscrasias  following  use  of 
sulfonamides.  Perform  blood  counts  and 
liver  and  kidney  function  tests  if  used  re- 
peatedly at  close  intervals  or  for  long  periods. 

Precautions : Use  sulfonamides  with  cau- 
tion in  patients  with  a history  of  allergy. 
Assure  adequate  fluid  intake  to  prevent  crys- 
talluria  and  institute  alkali  therapy  if  in- 
dicated. 

Adverse  Reactions:  Sulfonamide  therapy 
may  be  associated  with  headache,  nausea, 
vomiting,  urticaria,  diarrhea,  hepatitis,  pan- 
creatitis, blood  dyscrasias,  neuropathy,  drug 
fever,  skin  rash,  injection  of  the  conjunctiva 
and  sclera,  petechiae,  purpura,  hematuria 
and  crystalluria. 

Side  effects  due  to  erythromycin  are  in- 
frequent, but  occasional  abdominal  discom- 
fort, nausea,  or  vomiting,  urticaria  and  other 
skin  rashes  may  occur. 

If  a reaction  or  overgrowth  of  nonsuscep- 
tible  organisms  occurs,  withdraw  the  drug. 

Supplied : The  Granules  for  Oral  Suspension 
come  in  bottles  of  60  ml.  and  150  ml.  The 
Chewable  tablets  are  in  bottles  of  50.  Each 
5-ml.  teaspoonful  of  reconstituted  Granules 
or  each  Chewable  tablet  provides  erythro- 
mycin ethyl  succinate  equivalent  to  125  mg. 
of  erythromycin  activity  and  167 
mg.  each  of  sulfadiazine,  sulfa- 
merazine  and  sulfamethazine.  603303 


The  discomforts  of 

DIARRHEA 
MUCOUS  COLITIS 
DIVERTICULITIS 
SPASTIC  URETERITIS 
BLADDER  SPASM 

are  relieved  by 

direct  musculotropic  action 

with 


BRAND  THIPHENAMIL  HCl 


Available  in  100  milligram  pink  sugar- 
coated  tablets. 

The  high  therapeutic  index  permits  dos- 
age sufficient  to  relieve  spasm  promptly. 
Administer  4 tablets  every  4 hours  until 
relief  is  constant,  then  adjust  mainte- 
nance dosage. 


Trocinate  i 


. THIPHENAMIL  HCl 

Directly  relaxes  smooth  muscle  spasm 
Combats  hypermotility 
N on-mydriatic,  may  be  used  in  glaucoma 

Sixteen  years  of  clinical  use,  with  absence  of 
untoward  effects,  has  estabUshed  the  safety 
and  effectiveness  of  Trocinate. 

Trocinate  is  metabolized  in  the  body  and 
completely  eliminated,  which  is  a safety 
factor.  Dosage  must  be  sufficient  to  maintain 
the  therapeutic  blood  level. 

DISPENSED  IN  BOTTLES  OF 

100,  250  AND  2000  TABLETS 
Literature  and  samples  sent  upon  request 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA 

Manufacturers  of  ethical  pharmaceuticals  since  1856 
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At  the  close  of  the  second  session  of  the  KMA  House  of  Delegates  on  Wednesday,  September  21,  Vice  Speaker  Richard 
F.  Greathouse,  M.D.,  Louisville  (far  left)  got  together  with  reference  committee  chairmen.  Shown  (I  to  r)  are — Irving  F. 
Kanner,  M.D.,  Lexington;  W.  Vinson  Pierce,  M.D.,  Covington;  Walter  I.  Hume,  Jr.,  M.D.,  Louisville;  Fred  C.  Rainey,  M.D., 
Elizabethtown;  Carl  Cooper,  M.D.,  Bedford;  Paul  J.  Parks,  M.D.,  Bowling  Green;  and  Bryant,  M.D.,  Louisville. 


W.  Vinson  Pierce,  M.D.,  Covington,  chairman  of  Reference  Committee  No.  6,  Constitution  and  By-laws,  (standing — center 
foreground),  reports  to  the  second  session  of  the  House  of  Delegates. 


Seated  at  the  speakers  table  at  the  third  annual  KMA  Orientation  Course  held  at  the  Kentucky  Hotel  during  the  1966 
Annual  Meeting  are — I to  r — Henry  B.  Asman,  M.D.,  Louisville,  KMA  secretary;  Robert  E.  Pennington,  M.D.,  London, 
KMA  president-elect;  Everett  H.  Baker,  M.D.,  Louisville,  KMA  president;  N.  Lewis  Bosworth,  M.D.,  Lexington,  chairman; 
and  Mrs.  Robert  J.  Salisbury,  Mt.  Sterling,  president.  Woman's  Auxiliary  to  KMA. 


1034 


Not  embrr  1966  • The  Journal  o 


Featured  speakers  at  the  annual  KEMPAC  Seminar  on 
September  19 — Senators  Paul  J.  Fannin  (R.-Arii)  standing 
—and  Daniel  K.  Inouye  (D. -Hawaii)— are  shown  with 
Mrs.  Richard  F.  Greathouse,  Louisville.  Doctor  Greathouse 
is  secretary  of  the  KEMPAC  Board  of  Directors. 


Ob-Gyn  District  V Meets,  Presents 
Awards  in  Louisville 

Over  300  physicians  and  600  nurses  attended  the 
October  12-15  meeting  of  District  V,  American  Col- 
lege of  Obstetrics  and  Gynecology  in  Louisville  at 
Stouffers  Inn.  The  session  was  termed  very  success- 
ful by  Edwin  P.  Solomon,  Jr.,  M.D.,  Louisville, 
chairman  of  the  District's  Kentucky  Section. 

The  meeting  was  preceded  by  a session  for  the 
junior  Fellows  of  the  College,  one  of  whom,  Charles 
R.  Oberst,  M.D.,  Louisville,  shared  honors  for  the  an- 
nual Ephriam  McDowell  Award.  Ninety-two  physi- 
cians appeared  on  the  Ob-Gyn  nurses'  portion  of  the 
program. 

John  D.  Gordinier,  M.D.,  Louisville,  was  chairman 
of  the  Local  Arrangements  Committee  and  a number 
of  other  Kentucky  physicians  helped  plan  or  ap- 
peared on  the  program. 


Annual  KEMPAC  Seminar  Features 
Senators  Fannin,  Inouye 

Medical  legislation  and  its  relation  to  the  medical 
profession  was  discussed  by  two  U.  S.  Senators  with 
different  viewpoints  of  the  problems  involved  — 
Senator  Paul  Fannin  (R-Ariz.)  and  Senator  Daniel 
K.  Inouye  (D-Hawaii)  — featured  speakers  at  the 
fourth  annual  KEMPAC  banquet  on  September  19. 

"Future  Legislative  National  Programs  Relating  to 
Medicine”  was  the  theme  of  the  conference.  Sharing 
the  spotlight  with  the  two  senators  was  George  J. 
Lawrence,  Jr.,  M.  D.,  Flushing,  N.  Y.,  represening 
the  American  Medical  Political  Action  Committee 
(AMPAC). 

Approximately  200  physicians  and  their  guests  at- 
tended this  year’s  seminar  at  the  Kentucky  Hotel.  A 
KEMPAC  workshop  for  doctor's  wives  preceded  the 
seminar.  Harold  B.  Barton,  M.  D.,  Corbin,  chairman 
of  KEMPAC  Board  of  Directors,  presided  at  the 
seminar.  Everett  H.  Baker.  M.  D.,  Louisville,  KMA 
president,  also  made  a few  brief  remarks. 

Winners  of  Annual  KMGA 
Tournament  for  1966 

C.  J.  Scalzitti  M.D.,  Louisville,  was  the  winner  of 
the  KMGA  Championship  trophy  at  the  annual  golf 
tournament  at  the  Louisville  Country  Club  in  Louis- 
ville, during  the  Association’s  1966  Annual  Meeting. 

James  B.  Douglas,  M.D.,  Louisville,  tournament 
chairman,  announced  the  winners,  who  also  included: 
W.  J.  Graul,  M.D.,  Versailles,  Low  Net  Winner; 
Harold  B.  Graves,  M.D.,  Louisville,  Senior  Division 
Champion;  and  Glen  W.  Bryant,  M.D.,  Louisville, 
Low  Net  Senior  Division  Winner. 

Next  year’s  tournament  is  tentatively  scheduled 
for  the  Standard  Country  Club  of  Louisville.  All 
golfers  are  urged  to  make  plans  to  participate  in  the 
1967  tournament,  to  be  held  Monday,  September  25, 
1967. 


Dr.  Gumbert  Heads  Flying  Doctors 

George  M.  Gumbert,  Jr.,  M.  D.,  was  elected  presi- 
dent-elect of  the  Flying  Physicians  Association  at  the 
Association's  Annual  Meeting  in  Las  Vegas,  Septem- 
ber 11-16.  A member  of  the  Fayette  County  Medical 
Society,  the  KMA  and  the  AMA,  Doctor  Gumbert 
graduated  from  the  University  of  Louisville  School 
of  Medicine  in  1953. 

The  Flying  Physicians  Association,  organized  in 
1954  to  promote  safety  in  general  aviation  within  the 
medical  profession,  presently  has  more  than  1,800 
members  living  in  all  50  states,  as  well  as  in  several 
foreign  countries. 

Dr.  Slabaugh  Elected 

Raymond  M.  Slabaugh,  Jr.,  M.D.,  Lexington  was 
elected  the  new  president  of  the  Kentucky  Urological 
Society  to  succeed  Herman  E.  Martin,  M.D.,  Ash- 
land at  the  annual  business  meeting  held  during  the 
1966  Annual  Meeting. 

Secretary  for  the  coming  year  for  the  society  is 
Avrom  M.  Isaacs,  M.D.,  Louisville.  Henry  I.  Berman, 
M,D.,  Louisville,  was  the  1964-65  president. 


14  Ky.  M.D.’s  New  ACS  Fellows 

Fourteen  Kentucky  physicians  were  inducted  as 
new  Fellows  of  the  American  College  of  Surgeons 
during  its  five-day  Clinical  Congress  in  San  Francis- 
co, Cal.,  on  October  13. 

Those  from  Kentucky  receiving  this  distinction 
were;  Maj.  Edwin  C.  McDaniel,  MC,  USA.  Fort 
Knox;  Robert  D.  Eastridge,  M.D.,  Lebanon;  John  M. 
Allen,  M.D.,  Lester  R.  Bryant,  Jr.,  M.D.,  Loren  J. 
Humphrey,  M.D.,  James  E.  Ross,  M.D.,  and  Paul  M. 
Weeks,  M.D.,  all  of  Lexington;  Berel  L.  Abrams, 
M.D.,  E.  Dean  Canan,  M.D.,  Martyn  A.  Goldman, 
M.D.,  E.  Truman  Mays,  M.D.,  and  Harry  D.  Stam- 
baugh,  all  of  Louisville;  William  H.  Hosbach,  M.D., 
Paducah;  and  Robert  A.  Hall,  M.D.,  Paintsville. 


ucky  Medical  Association 


• November  1966 


lO.'LS 


new  small  size 


15  Qm. 

for  topical  use  OHir, 

SYNALAR* 
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CREAM 
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CAUTION 
Fediral  law 
prohibits  dispensing 
without  prescription 

MADE  IN  USA 


S^ialar'o.oi?s 

(fluocinolone  acetonide)  cream 

15  Om. 

for  even  greater 
economy  in 
office  or  hospital 
practice 


the  superiority 

topical 
with  the 
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Now  you  can  prescribe  as  little  or  as  much  Synalar  Cream 
0.01%  as  is  needed  for  a particular  therapeutic  problem  in  a size 
that  permits  the  greatest  economy  for  your  patient.  The  new 
15  Gm.  tube,  for  example,  is  best  suited  for  short-term  therapy 
and  for  small  sites.  For  more  extensive  body  areas  prescribe  the 
45  Gm.  tube-a  size  that's  also  ideal  for  your  treatment  table.  And 
the  120  Gm.  jar  is  most  economical  for  hospital  use.  Thus,  with 
Synalar  Cream  0.01%,  you  have  the  superiority  of  a modern  topi- 
cal corticosteroid  shown  to  be  more  effective  than  1%  hydrocor- 
tisone''^ plus  the  economy  that  makes  therapy  practical  for  use 
in  more  dermatologic  conditions,  in  long-term  maintenance,  with 
occlusive  dressings  in  resistant  cases,  and  in  extensive  area 
involvement. 

Contraindications:  Tuberculous,  fungal,  and  most  viral  lesions  of  the  skin 
(including  herpes  simplex,  vaccinia,  and  varicella).  Not  for  ophthalmic 
use.  Contraindicated  in  individuals  with  a history  of  hypersensitivity  to  any 
of  its  components.  Precautions:  1.  Generat-Synalar  Cream  0 01%  is  virtually 
nonsensitizing  and  nonirritaling.  Where  severe  local  infection  or  systemic 
infection  exists,  the  use  of  systemic  antibiotics  should  be  considered,  based 
on  susceptibility  testing.  While  topical  steroids  have  not  been  reported  to 


have  an  adverse  effect  on  pregnancy,  the  safety  of  their  use  on  pregnant 
females  has  not  absolutely  been  established.  Therefore,  they  should  not  be 
used  extensively  on  pregnant  patients,  in  large  amounts,  or  (or  prolonged 
periods  of  time.  2.  Occlusive  dressing  method-VJiih  occlusion  of  extensive 
areas,  systemic  absorption  of  the  corticosteroid  may  occur,  and  suitable 
precautions  should  be  taken.  Occasional  patients  may  show  contact  sensi 
tivity  to  a particular  dressing  material  or  adhesive.  Miliaria,  folliculitis,  or 
pyodermas  have  been  seen  infrequently  with  the  use  of  this  technique.  The 
development  of  infection  requires  appropriate  antibacterial  therapy  and  dis 
continuation  of  the  occlusive  dressing  method.  Local  atrophy  and  striae 
have  been  reported  with  protracted  occlusive  dressing  therapy.  While  lesion 
relapses  can  be  expected  to  occur  In  many  psoriatic  patients,  remissions 
may  persist  (or  several  weeks  to  several  months  in  favorable  cases.  The 
patient  whose  psoriasis  is  in  an  active  stage,  with  recent  appearance  ot  new 
lesions,  may  not  be  a good  candidate  and  may  show  early  relapse.  Some 
plastic  films  may  be  flammable,  and  due  care  should  be  exercised  in  their 
use.  Similarly,  caution  should  be  employed  when  such  films  are  used  on  or 
left  near  children  to  avoid  the  possibility  of  accidental  suffocation.  Side 
Ellects:  Side  effects  are  not  ordinarily  encountered  with  topically  applied 
corticosteroids.  As  with  all  drugs,  however,  a few  patients  may  react  unfa 
vorably  to  Synalar  under  certain  conditions  References:  1.  Cahn.  M M . anc 
Levy,  E.  J.:  J New  Drugs  1:262  (Nov. -Dec.)  1961.  2.  Meenan.  F.  O.;  J Irish 
Med  Ass  52:75  (Mar.)  1963.  3.  Robinson,  H.  M . Jr.,  Raskin,  J.,  and  Dunsealh 
W.  J,  R.:  Southern  Med  J 56:797  (Jul  ) 1963. 
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Firsf  official  act  of  newly  elected  president  Robert  E. 
Pennington,  M.D.,  London,  was  presentation  of  a plaque 
for  outstanding  service  to  the  Association  to  outgoing  Presi- 
dent Everett  H.  Baker,  M.D.,  Louisville. 


The  camera  man  was  able  to  get  newly  elected  KMA 
officers  together  for  a picture  at  the  conclusion  of  the 
Wednesday  evening  meeting  of  the  KMA  House  of  Dele- 
gates. Shown  from  I to  r are — George  F.  Brockman,  M.D., 
Greenville,  president-elect;  Keith  P.  Smith,  M.D.,  Corbin, 
who  was  re-elected  to  a three-year  term  as  treasurer; 
Robert  E.  Pennington,  M.D.,  London,  president;  and  Henry 
B.  Asman,  M.D.,  Louisville,  who  was  re-elected  to  a three- 
year  term  as  secretary. 


Escorting  KMA  President-Elect  George  F.  Brockman, 
Greenville,  to  the  podium  at  the  final  session  of  the  KMA 
House  of  Delegates  are  David  M.  Cox,  M.D.,  Louisville, 
and  Everett  H.  Baker,  M.D.,  Louisville,  KMA  president. 


Presiding  at  the  first  general  session  of  the  KMA 
Annual  Meeting  at  the  Convention  Center  was  President 
Everett  H.  Baker,  M.D.,  Louisville,  shown  during  opening 
ceremonies  in  the  assembly  hall. 


Entertaining  at  the  Kempac  Banquet  are,  from  left  to  right:  Mrs.  Elmer  Prewitt,  Mrs.  A.  S.  Holmes,  Mrs.  Harry  Hamilton, 
Mrs.  Harold  Barton,  Mrs.  Dodson  Pitman,  Mrs.  B.  H.  Wells,  and  not  shown  on  the  picture,  Mrs.  Keith  P.  Smith,  accom- 
panist. All  are  from  Corbin  except  Mrs.  Pitman,  from  Williamsburg.  All  are  wives  of  physicians. 
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The  comfortable  way  to  get  well.™ 

When  headache,  fever,  pain, 
malaise  accompany  bacterial  URI 

Tetrex-APC 

WITH  BRISTAMIN® 


(tetracycline  phosphate  complex  with  analgesics  and  antihistamine) 


With  a single  prescription,  you 
con  odd  all  the  known  benefits 
of  Tetrex  (tetracycline  phos- 
phate complex)  to  the  tradi- 
tional relief  provided  by  APC. 
At  the  same  time  Bristamin 
( phenyltoloxamine  citrate), 
provides  relief  of  allergic 
symptoms— watery  eyes,  rhi- 
norrhea  and  congestion. 


BRISTOL  THERAPEUTIC  SUMMARY.  For  complete 
information,  consult  Official  Package  Circular, 
/nd/cofions:  Upper  respiratory  infections  due  to 
sensitive  bacteria  where  concomitant  sympto- 
matic relief  of  fever,  malaise  and  congestion  is 
desired.  Confro/ndicofion;  A past  history  of  hy- 
persensitivity to  one  or  more  components.  Warn- 
ings: Photodynamic  reactions  have  been  produced 
by  tetracyclines.  Natural  and  artificial  sunlight 
should  be  avoided  during  theropy.  Stop  treat- 
ment if  discomfort  occurs.  With  renal  impairment, 
systemic  accumulation  ond  hepatotoxicity  moy 
occur.  In  this  situation,  lower  doses  should  be 
used.  Tooth  staining  and  enamel  hypoplasia  may 
be  induced  during  taoth  development  (last  tri- 
mester of  pregnancy,  neonatal  period  and  child- 
hood). Precautions-.  Antihistamines  may  cause 
drowsiness  ond  patients  should  not  perform  tasks 


requiring  mental  alertness  while  taking  this  agent. 
Bacleriol  or  mycotic  superinfection  may  occur. 
Infants  moy  develop  increased  intracranial  pres- 
sure with  bulging  fontanels.  In  gonorrheal  ther- 
apy, serologic  tests  for  syphilis  should  be 
performed  initially  and  monthly  for  three  months. 
Adverse  Reocfions:  Glossitis,  stomatitis,  nouseo, 
diorrhea,  flatulence,  proctitis,  vaginitis,  derma- 
titis and  ollergic  reactions  may  occur.  Usual 
Adult  Dose:  Two  copsules  q.t.d.  Continue  ther- 
opy for  at  least  10  days  in  beta-hemolytic  strep- 
tococcol  infections.  Administer  one  hour  before 
or  two  hours  ofter  meals.  Supplied.-  Bottles  of  24 
and  100. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 
Syracuse.  New  York 


BRISTOL 
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KM  A membership  has  grown  in  the  past  year  to  another  all-time  high.  The  total  of  active  physicians  in  the 
state  who  were  active  members  of  KM  A was  2,235  as  compared  to  2,212  last  year,  according  to  records  of 
the  membership  department. 

Last  year  at  this  time  a record  was  also  set  for  increase  in  membership.  This  year  66  counties  show  100  per  cent 
KMA  membership  and  46  counties  have  100  per  cent  membership — this  also  represents  an  AMA  increase  over 
last  year  when  64  counties  had  100  per  cent  KMA  membership  and  37  had  100  per  cent  AMA  membership. 

Figures  on  the  chart  which  follows  includes  membership  records  as  of  October  20.  Associate  and  emeritus 
members  are  not  included. 


Number  of  Active  Physicians  in  Kentucky  Counties 
Who  Are  Members  of  KMA  and  AMA 

October  20,  1966 


ACTIVE  MEMBERS  ACTIVE  MEMBERS  ACTIVE  MEMBERS 

PHYSI-  PHYSI-  PHYSI- 

COUNTIES  CIANS  KMA  AMA  COUNTIES  CIANS  KMA  AMA  COUNTIES  CIANS  KMA  AMA 


Adair 

8 

7 

6 

Graves 

15 

14 

14 

Menifee 

2 

1 

1 

Allen 

6 

5 

5 

Grayson  ( * ) ( * * ) 

5 

5 

5 

Mercer  ( * ) 

12 

12 

11 

Anderson 

4 

1 

1 

Green  ( * ) ( * * ) 

6 

6 

6 

Metcalfe  ( * ) ( * * ) 

1 

1 

1 

Ballard 

6 

4 

4 

Greenup  ( * ) ( * * ) 

9 

9 

9 

Monroe  ( * ) ( * * ) 

7 

7 

7 

Barren 

23 

22 

21 

Hancock 

2 

1 

0 

Montgomery  ( * ) 

9 

9 

6 

Bath 

3 

2 

1 

Hardin  ( * ) 

26 

26 

23 

Morgan  ( * ) 

4 

4 

2 

Bell 

26 

17 

16 

Harlan 

40 

36 

36 

Muhlenberg 

13 

12 

11 

Boone  ( * ) ( * * ) 

13 

13 

13 

Harrison 

8 

7 

3 

Nelson  ( * ) ( * * ) 

9 

9 

9 

Bourbon  ( * ) 

17 

17 

12 

Harr  (•)  (*•) 

6 

6 

6 

Nicholas  ( * ) ( * * ) 

3 

3 

3 

Boyd  ( • ) (•  • ) 

50 

50 

50 

Henderson 

24 

20 

20 

Ohio  ( • ) ( • • ) 

6 

6 

6 

Boyle 

21 

16 

13 

Henry  ( * ) ( * * ) 

3 

3 

3 

Oldham 

8 

7 

7 

Bracken  ( * ) ( * * ) 

2 

2 

2 

Hickman  ( * ) ( * * ] 

1 2 

2 

2 

Owen 

3 

2 

2 

Breathitt  ( * ) ( * * 

) 3 

3 

3 

Hopkins 

37 

35 

34 

Owsley  ( • ) ( • * ) 

2 

2 

2 

Breckinridge  ( * ) 

5 

5 

4 

Jackson  ( * ) 

2 

2 

1 

Pendleton  ( * ) 

3 

3 

2 

Bullirt  ( • ) ( • • ) 

6 

6 

6 

Jefferson 

854 

758 

654 

Perry 

17 

16 

15 

Purler  ( * ) ( * * ) 

2 

2 

2 

Jessamine  ( * ) 

5 

5 

3 

Pike 

52 

24 

23 

Caldwell 

6 

5 

5 

Johnson 

12 

11 

11 

Powell 

2 

1 

1 

Calloway  ( * ) ( * * 

) 15 

15 

15 

Kenton 

89 

85 

81 

Pulaski  ( * ) 

26 

26 

25 

Campbell 

59 

57 

48 

Knott  ( • ) ( * • ) 

2 

2 

2 

Robertson 

1 

0 

0 

Carlisle  ( * ) ( * * ) 

2 

2 

2 

Knox 

7 

6 

3 

Rockcastle  ( * ) ( * * ; 

I 2 

2 

2 

Carroll  ( * ) 

5 

5 

4 

Larue 

4 

3 

1 

Rowan 

10 

9 

9 

Carter 

3 

2 

1 

Laurel 

9 

8 

8 

Russell  (•)  ( • * ) 

4 

4 

4 

Casey  ( * ) ( * * ) 

5 

5 

5 

Lawrence  ( * ) ( * * I 

1 7 

7 

7 

Scott  ( * ) 

10 

10 

3 

Christian 

37 

31 

31 

Lee  (•)  ('*) 

2 

2 

2 

Shelby  (•)  (••) 

8 

8 

8 

Clark 

15 

13 

12 

Leslie 

3 

0 

0 

Simpson  ( * ) ( * * ) 

6 

6 

6 

Clay  ( • ) ( * • ) 

5 

5 

5 

Letcher 

17 

8 

8 

Spencer  ( * ) ( * * ) 

2 

2 

2 

Clinton  ( * ) ( * * ) 

2 

2 

2 

Lewis  ( * ) 

2 

2 

1 

Taylor 

7 

6 

6 

Crittenden  ( * ) ( * 

*)  2 

2 

2 

Lincoln  ( * ) ( * * ) 

3 

3 

3 

Todd  (*)  (••) 

3 

3 

3 

Cumberland  (*)  (* 

*)  2 

2 

2 

Livingston  ( * ) ( * * 

) 3 

3 

3 

Trigg 

6 

5 

5 

Daviess  ( * ) 

67 

67 

65 

Logan  ( * ) ( * • ) 

11 

11 

11 

Trimble  (*)  (*•) 

2 

2 

2 

Edmonson  ( * ) ( * 

*)  2 

2 

2 

Lyon  ( * ) ( * * ) 

1 

1 

1 

Union 

6 

5 

5 

Elliott  ( • ) ( * * ) 

2 

2 

2 

McCracken 

55 

52 

50 

Warren 

41 

39 

38 

Estill  (•) 

5 

5 

4 

McCreary  ( * ) ( * * 

) 2 

2 

2 

Washington  (*  ) (** 

) 4 

4 

4 

Fayette 

372 

288 

263 

McLean 

4 

3 

0 

Wayne  ( * ) 

6 

6 

5 

Fleming  ( * ) 

4 

4 

1 

Madison 

26 

25 

21 

Webster 

6 

5 

5 

Floyd 

22 

11 

10 

Magoffin 

2 

1 

0 

Whitley  (•) 

19 

19 

12 

Franklin 

34 

30 

29 

Marion 

9 

8 

8 

Wolfe  ( * ) ( • • ) 

1 

1 

1 

Fulton 

10 

9 

9 

Marshall  ( ‘ ) ( * * ) 

10 

10 

10 

Woodford 

9 

6 

2 

Gallatin 

1 

0 

0 

Martin 

2 

1 

1 





Garrard  ( * ) 

4 

4 

3 

Mason 

14 

12 

9 

Total  — 2553 

2235 

2003 

Grant  ( * ) ( * * ) 

4 

4 

4 

Meade  ( * ) 

3 

3 

1 

* 100%  KMA  *•  100%  AMA 


Note:  Report  includes  teaching  staffs  at  medical  schools,  physicians  in  public  health,  mental  institutions,  TB  hospital,  VA  hospital,  etc. 


COMPARATIVE  REGISTRATION  FIGURES 


KMA  Annual  Meetings 


Louisville 

Louisville 

Louisville 

Louisville 

Louisville 

Louisville 

Lexington 

Louisville 

Louisville 

Louisville 

1957 

1958 

1959 

1960 

1961 

1962 

1963 

1964 

1965 

1966 

KMA  Members 

1094 

971 

997 

1021 

996 

1014 

865 

924 

1172 

1016 

Guest  Physicians 

178 

166 

165 

203 

194 

208 

141 

157 

138 

195 

Interns-Residents 

142 

108 

128 

105 

102 

102 

69 

108 

132 

121 

Medical  Students 

328 

269 

280 

289 

237 

176 

59 

128 

193 

209 

Registered  Nurses 

28 

22 

34 

25 

31 

59 

31 

34 

27 

33 

Exhibitors 

176 

211 

200 

239 

204 

232 

212 

297 

297 

312 

Guests 

151 

164 

86 

99 

132 

1 23 

132 

1 25 

172 

1 26 

Technicians — 

57 

71 

22 

61 

55 

46 

Office  Assistants 

54 

45 

63 

33 

TOTAL  ATTENDANCE 

2151 

1956 

1953 

2014 

1953 

1985 

1531 

1844 

2186 

2058 
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but  not 

your 

patient 


For  your  anxious  patients  who  must 
remain  active,  ‘Stelazine’  offers  a specific, 
incisive  antianxiety  effect  that  can  calm 
excessive  anxiety  without  producing 
annoying  dulling  effects.  On  ‘Stelazine’ 
patients  react  more  normally  to  stresses 
and  at  the  same  time  remain  alert  enough 
to  carry  on  their  normal  activities. 


.... ..  trif  liioiicniKiiic 


Before  prescribing,  the  physician  should  be  familiar  with  the  complete  prescribing 
information  in  SK&F  literature  or  PDR.  The  following  is  a brief  precautionary 
statement.  Contraindications:  Comatose  or  greatly  depressed  states  due  to  C.N.S. 
depressants  and  in  cases  of  existing  blood  dyscrasias,  bone  marrow  depression  and 
liver  damage.  Precautions:  Use  with  caution  in  angina  patients  and  in  patients  with 
impaired  cardiovascular  systems.  Antiemetic  effect  may  mask  symptoms  of  other 
disorders.  An  additive  depressant  effect  is  possible  when  used  with  other  C.N.S. 
depressants.  Prolonged  administration  of  high  doses  may  result  in  accumulative 
effects  with  severe  C.N.S.  or  vasomotor  symptoms.  Use  in  pregnant  patients  only 
when  necessary  for  the  patient's  welfare.  Side  Effects:  Occasional  cases  of  mild 
drowsiness,  dizziness,  mild  skin  reactions,  dry  mouth,  insomnia  and  amenorrhea. 
Neuromuscular  (extrapyramidal)  reactions  (motor  restlessness,  dystonias, 
pseudo-parkinsonism)  may  occur  and,  in  rare  instances,  may  persist.  In  addition, 
muscular  weakness,  anorexia,  rash,  lactation,  hypotension,  and  blurred  vision  have 
been  observed.  Blood  dyscrasias  and  cholestatic  jaundice  have  been  extremely  rare. 
For  a comprehensive  presentation  of  'Stelazine'  prescribing  information  and  side 
effects  reported  with  phenothiazine  derivatives,  please  refer  to  SK&F  literature  or  PDR. 

Smith  Kline  & French  Laboratories.  Philadelphia 


fntucky  Medical  Association  • November  1966  1041 


'A 


Among  Important  Matters  Discussed  by  KMA  House  of  Delegates 


Accepting  the  KMA’s  Board  of  Trustees  recom- 
mendation for  the  state-wide  confidential  study  of 
physicians'  fees,  establishing  a new  KMA  Council  on 
Governmental  Medical  Services,  and  approving  an 
annual  registration  of  physicians  were  among  the 
more  important  actions  taken  by  the  KMA  House  of 
Delegates  in  its  115th  meeting  Wednesday  evening, 
September  21,  1966. 

The  seven  reference  committees  and  their  chair- 
men were  highly  praised  by  veteran  KMA  observers 
and  officers  for  their  effective  work  in  presenting 
recommendations  in  one  of  the  most  important  meet- 
ings ever  held  by  the  KMA  House  of  Delegates,  and 
doing  so  in  near  record  time. 

All  reports  and  resolutions  presented  at  the  1966 
meeting,  the  recoininendations  of  the  seven  refer- 
ence coininittees  and  action  of  the  House  of  Dele- 
gates will  he  published  in  the  December  1966  issue 
of  The  Journal  of  KMA,  Richard  F.  Greathouse, 
M.D.,  Louisville,  speaker  of  the  House  said. 

The  resolution  presented  by  the  Board  of  Trustees 
of  KMA  calling  for  a state-wide  confidential  study 
of  physicians’  fees  was  passed  by  the  House.  The 
recommendation  provided  that  the  cost  of  the  study, 
which  would  be  made  by  the  Kentucky  Blue  Shield, 
would  be  borne  jointly  by  Blue  Shield  and  the  State 
Department  of  Health,  with  the  KMA  cooperating. 

When  this  confidential  study  has  been  completed 
and  predictability  of  cost  can  be  established,  it  is 
expected  that  the  State  Department  of  Health  will 
be  able  to  compensate  physicians  on  the  usual  and 
customary  fee  basis  for  services  rendered  to  welfare 
patients. 

With  the  establishment  of  the  Council  on  Govern- 
mental Services  by  the  House,  the  Association  will 
now  be  able  to  better  follow  the  developments  of  the 
many  governmental  medical  care  programs  that  are 
now  being  developed,  and  to  exercise  its  influence  in 
the  implementation  of  these  programs  in  the  best 
interest  of  all  concerned. 

After  refusing  to  accept  similar  recommendations 
at  the  1963  and  1964  meetings,  the  House  of  Dele- 
gates this  year  voted  to  approve  the  principle  of  an- 
nual registration  without  a fee  by  the  Division  of 
Medical  Licensure  of  the  State  Department  of  Health. 
Proponents  of  the  measure  said  that  the  procedure 
would  better  enable  the  Division  of  Medical  Licensure 
and  the  KMA  to  follow  the  movement  of  physicians 
in  and  out  of  Kentucky. 

A recommendation  from  the  KMA’s  Committee  on 


Tuberculosis  and  the  now  defunct  Council  on  Allied 
Professions  and  Related  Groups  calling  for  further 
fragmentation  of  services  rendered  by  the  State  De- 
partment of  Health  was  defeated. 

The  House  of  Delegates  voted  to  commend  the 
Kentucky  Educational  Medical  Political  Action  Com- 
mittee in  its  work  and  urged  full  support  by  all  KMA 
members  in  joining  KEMPAC  and  promoting  its  pro- 
gram. 

The  House  of  Delegates  accepted  a resolution  from 
Fayette  County  Medical  Society  calling  for  direct 
billing  in  all  governmental  programs  and  providing 
"that  all  contracts  made  by  the  KMA  with  govern- 
ment agencies  which  are  in  conflict  with  the  present 
Kentucky  Medical  Association  policy  be  terminated 
as  soon  as  practicable”.  Reference  Committee  No.  5, 
which  considered  this  resolution,  recommended  that 
the  KMA  contact  the  Department  of  Health,  Educa- 
tion and  Welfare  directly  and  promptly  to  determine 
if  direct  billing  utilization  of  usual,  customary  and 
reasonable  fees  is  at  present  possible  under  HEW 
regulations.  This  was  also  accepted. 

A resolution  introduced  by  the  Jefferson  County 
Medical  Society  recommending  a study  committee  for 
coordinated  health  care  was  accepted  in  principle. 
The  resolution  authorized  the  President  of  KMA  and 
the  Speaker  of  the  House  of  Delegates  to  appoint  a 
committee  to  make  the  study.  The  House  accepted 
a reference  committee  amendment  to  the  resolution 
which  read  “And  Be  It  Further  Resolved,  that  KMA 
Study  Committee  for  Improvement  of  Community 
Health  utilize  local  community  self  study  groups  con- 
sisting of  both  physicians  and  lay  organizations  to 
study  local  medical  problems”. 

A resolution  from  the  Muhlenberg  County  Medical 
Society  urging  the  State  Selective  Service  System  to 
select  physicians  to  serve  in  the  armed  forces  on  the 
basis  of  ratio  of  physician  to  patient  population  with- 
in the  age  range  prescribed  by  Selective  Service  was 
accepted. 

The  House  amended  Chapter  IX,  Section  3 of  the 
Bylaws  to  read:  “All  motions  and  resolutions  appro- 
priating money  shall  specify  a definite  amount  or  so 
much  thereof  as  may  be  necessary  for  the  purpose, 
and  must  have  prior  approval  of  the  Board  of  Trustees 
before  they  can  become  effective.  No  motion  or  reso- 
lution, the  adoption  of  which  would  require  a sub- 
stantial expenditure  of  funds,  shall  be  considered  by 
the  House  of  Delegates  unless  the  funds  have  been 
budgeted  or  are  provided  by  the  motion  or  resolu- 
tion.” 


David  M.  Cox,  M.D.,  Louisville,  has  succeeded  the 
late  Lytle  Atherton,  M.D.,  as  Medical  Director  for 
the  Lincoln  Income  Life  Insurance  Company.  Doug- 
las Atherton,  M.D.,  the  late  Doctor  Atherton’s  son, 
has  been  made  a member  of  the  Board  of  Directors  of 
the  Company. 


Mitchell  B.  Denham,  M.D.,  Maysville,  is  the  recipi- 
ent of  the  Maysville  Rotary  Club  Award  for  Outstand- 
ing Community  Service.  The  award,  presented  by 
Frank  E.  Moore,  governor  of  Rotary  District  No.  40, 
points  out  that  Doctor  Denham  was  instrumental  in 
getting  a new  UK  Community  College  in  Maysville. 
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Butazolidiri  alka 

phenylbutazone,  100  mg. 
dried  aluminum  hydroxide  gel,  100  mg. 
magnesium  trisilicate,  150  mg. 
homatropine  methylbromide,  1.25  mg. 


Usually  works  within  3 to  4 days 
in  osteoarthritis 


The  trial  period  need  not  exceed  1 week.  In 
contrast,  the  recommended  trial  period  for 
indomethacin  is  at  least  1 month. 

That’s  why  it’s  logical  to  start  therapy  with 
Butazolidin  alka— you’ll  know  quickly  whether 
or  not  it  works.  And  usually,  it  will. 

A large  number  of  investigators  have  re- 
ported major  improvement  in  about  75%  of 
cases.  Some  patients  have  gone  into  remis- 
sion. Relief  of  stiffness  and  pain  may  be 
followed  quickly  by  improved  function  and 
resolution  of  other  signs  of  inflammation.  And 
Butazolidin  alka  is  well  tolerated,  especially 
since  it  contains  antacids  and  an  antispas- 
modic  to  minimize  gastric  upset. 

Contraindications 

Edema;  danger  of  cardiac  decompensation; 
history  or  symptoms  of  peptic  ulcer;  renal, 
hepatic  or  cardiac  damage;  history  of  drug 
allergy;  history  of  blood  dyscrasia.  Because 
of  the  increased  possibility  of  toxic  reactions, 
the  drug  should  be  used  with  greater  care  in 
the  elderly  and  should  not  be  given  when  the 
patient  is  senile  or  when  other  potent  chemo- 
therapeutic agents  are  given  concurrently. 
Large  doses  of  Butazolidin  alka  are  contra- 
indicated in  patients  with  glaucoma. 

Warning 

If  coumarin-type  anticoagulants  are  given 
simultaneously,  the  physician  should  watch 
for  excessive  increase  in  prothrombin  time. 


Pyrazole  compounds  may  potentiate  the  phar- 
macologic action  of  sulfonylurea,  sulfonamide- 
type  agents  and  insulin.  Patients  receiving 
such  concomitant  therapy  should  be  carefully 
observed  for  this  effect. 

Use  with  caution  in  the  first  trimester  of  preg- 
nancy. 

Precautions 

Before  prescribing,  the  physician  should  ob- 
tain a detailed  history  and  perform  a com- 
plete physical  and  laboratory  examination, 
including  a blood  count.  The  patient  should 
be  kept  under  close  supervision  and  should 
be  warned  to  report  immediately  fever,  sore 
throat,  or  mouth  lesions  (symptoms  of  blood 
dyscrasia);  sudden  weight  gain  (water  re- 
tention); skin  reactions;  black  or  tarry  stools. 
Regular  blood  counts  should  be  made  to 
guard  against  blood  dyscrasias. 

Adverse  Reactions 

The  most  common  adverse  reactions  are  nau- 
sea, edema  and  drug  rash.  Moderately  lowered 
red  cell  count  may  sometimes  occur  due  to  he- 
modilution.  The  drug  has  been  associated  with 
peptic  ulcer  and  may  reactivate  a latent  peptic 
ulcer.  Infrequently,  agranulocytosis,  exfoliative 
dermatitis,  Stevens-Johnson  syndrome  or  a 
generalized  allergic  reaction  may  occur  and 
require  withdrawal  of  medication.  Stomatitis, 
salivary  gland  enlargement,  vertigo  or  languor 
may  occur.  Leukemia  and  leukemoid  reactions 
have  been  reported  but  cannot  definitely  be 


attributed  to  the  drug.  Thrombocytopenic 
purpura  and  aplastic  anemia  are  also  possible 
side  effects. 

Confusional  states,  hyperglycemia,  agitation, 
headache,  blurred  vision,  optic  neuritis  and 
transient  hearing  loss  have  been  reported,  as 
have  hepatitis,  jaundice  and  several  cases  of 
anuria  and  hematuria.  With  long-term  use, 
reversible  thyroid  hyperplasia  may  occur 
infrequently. 

Dosage 

The  initial  daily  dosage  in  adults  is  300-600 
mg.  daily  in  divided  doses.  In  most  instances, 
400  mg.  daily  is  sufficient.  When  improvement 
occurs,  dosage  should  be  decreased  to  the 
minimum  effective  level:  this  should  not 
exceed  400  mg.  daily,  and  is  often  achieved 
with  only  100-200  mg.  daily. 

For  complete  details,  please  refer  to  full 
prescribing  information. 

6509-V(B) 

Also  available:  Butazolidin®,phenylbutazone 
Tablets  of  100  mg. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  BU-3804R 

Geigy 


The  ^Socio- 
^ographic” 
mystery 


Why  is  one  manls  ^stric  ulcer 
another  manls  duodenal? 


Geographic  variation  in  the  incidence  of  peptic 
ulcer  is  a familiar  fact.  But  the  proclivity  of  certain 
kinds  of  ulcer  for  certain  geographic  areas  is  a 
recently  recognized  phenomenon.^'^ 

For  example,  in  one  particular  Norwegian  fishing 
village  there  is  a tendency  for  patients  to  develop 
a gastric  ulcer;  anywhere  else  in  Norway,  ulcers  are 
usually  duodenal.  Peruvians  high  in  the  Andes 
have  more  gastric  ulcers  than  their  compatriots  in 
the  lowlands.  Why?  Nobody  knows. 

Social  variations,  too.  Even  in  the  same 
geographic  areas  there  are  interesting  variations.  An  Englishman’s  ulcer  depends 
on  his  social  standing — professional  men  suffer  with  duodenal  ulcers,  while 
workingmen  have  more  of  the  gastric  variety.  In  southern  India  the  pattern  is 
reversed.  Here,  duodenal  ulcers  are  common  among  laborers  and  agricultural 
workers  and  rare  among  the  upper  classes. 

Investigators  are  exploring  every  possible  theoretical  avenue  in  their  search 
for  the  cause  of  peptic  ulcer.  Of  all  the  factors  implicated  in  ulcerogenesis, 
the  one  that  is  generally  acknowledged  to  be  of  primary  importance  is  hyper- 
secretion of  gastric  acid.®'®  Or,  as  one  author  states  it:  “The  medical  management 
of  peptic  ulcer  pharmacologically  is,  in  the  final  analysis,  concerned  largely 
with  the  effective  inhibition  of  peptic  activity.”® 

Robinul  (glycopyrrolate)  provides  potent,  rapid,  specific  antisecretory  action 
confirmed  by  gastric  analyses  and  x-ray  evidence  of  clinical  effectiveness.®’^'®"^® 
Relieves  pain  with  “impressive”  promptness.®  Quickly  alleviates  acute  discomfort, 
and  effectively  counteracts  gnawing  pain,  preprandial  midepigastric  pain, 
belching  and  other  ulcer  symptoms.’^  Suppression  of  nocturnal  pain  is  “out- 
standing.”^® Maximally  effective  doses  may  be  given  with  minimal  side 
reactions,  and  the  incidence  of  unwanted  anticholinergic  effects  is  negligible.®*^'^^ 


no  matter  what  the  ulcer  theory...  the  fact  is  that 

^binui' 

(glycopyrrolate) 

promotes  the  essential  uleer-healin^  environment 


AH- 


[ROBINS 


( briej  summary  jollows) 


R10A66 


RoMnul' 

(glyeopyrrolate) 

promotes  the 
essential  ulcer-healing 
environment 

Indications:  In  addition  to  its  primary  indica- 
tions for  duodenal  and  gastric  ulcer,  Robinul  (gly- 
copyrrolate)  is  indicated  for  other  GI  conditions 
that  may  benefit  from  anticholinergic  therapy, 
Robinul-PH  Forte  (glycopyrrolate  2 mg.  with 
phenobarbital)  is  indicated  when  these  situations 
are  complicated  by  mild  anxiety  and  tension. 
Contraindications:  Glaucoma,  urinary  bladder 
neck  obstruction,  pyloric  obstruction,  stenosis  with 
significant  gastric  retention,  prostatic  hypertrophy, 
duodenal  obstruction,  cardiospasm  (megaesopha- 
gus), and  achalasia  of  the  esophagus,  and  in  the 
case  of  Robinul-PH  Forte,  sensitivity  to  pheno- 
barbital. 

Precautions:  Administer  with  caution  in  the  pres- 
ence of  incipient  glaucoma. 

Adverse  Reactions:  Dryness  of  the  mouth, 
blurred  vision,  urinary  difficulties,  and  constipa- 
tion are  rarely  troublesome  and  may  generally  be 
controlled  by  reduction  of  dosage.  Other  side  ef- 
fects associated  with  the  use  of  anticholinergic 
drugs  include  tachycardia,  palpitation,  dilatation 
of  the  pupil,  increased  ocular  tension,  weakness, 
nau.sea,  vomiting,  headache,  dizziness,  drowsiness, 
and  rash. 

Do  sage:  Dosage  should  be  adjusted  according  to 
individual  patient  response.  Average  and  maxi- 
mum recommended  dose  is  1 tablet  3 times  a day: 
in  the  a.m.,  early  p.m.,  and  at  bedtime.  See  prod- 
uct literature  jor  full  prescribing  information. 
Supply:  Robinul  (glycopyrrolate  1 mg.);  Robinul 
Forte  (glycopyrrolate  2 mg.);  Robinul-PH  (glyco- 
pyrrolate 1 mg.)  with  phenobarbital  16.2  mg. 
(Warning:  May  be  habit-forming);  Robinul-PH 
Forte  (glycopyrrolate  2 mg.)  with  phenobarbital 
16.2  mg.  (Warning:  May  be  habit-forming.)  In 
bottles  of  100  and  500  scored  tablets. 

References:  1.  Jones,  F.  A.,  and  Gummer,  J.  W.  P.: 
Clinical  gastroenterology,  Springfield,  111.,  Charles  C 
Thomas,  1960,  pp.  322-3.  2.  Bockus,  H.  L.:  Gastroenter- 
ology, 2nd  ed.,  vol.  I,  Philadelphia,  Saunders,  1963,  p. 
468.  3.  Sun,  D.  C.  H.:  Ann  NY  Acad  Sci  99:153  (Feb. 
28)  1962.  4.  Moore,  V.  A.:  Postgrad  Med  38:216  (Sept.) 
1965.  5.  Dragstedt,  L.  R.,  Woodward,  E.  R.,  Storer, 
E.  H.,  Oberhelman,  H.  A.,  Jr.,  and  Smith,  C.  A.:  Ann 
Surg  132:626  (Oct.)  1950.  6.  Posey,  E.  L.,  Jr.,  Smith,  P., 
Turner,  C.,  and  Aldridge,  J.:  Amer  J Dig  Dis  10:399 
(May)  1965.  7.  Lamphier,  T.  A.,  Siegel,  L.,  and  Goldberg, 
R.  I.:  Amer  J Gastroent  37:551  (May)  1962.  8.  Kasich, 
A.  M.,  and  Fein,  H.  D.:  Ibid  39:61  (Jan.)  1963.  9.  Ep- 
stein, J.  H.:  Ibid  37:295  (Mar.)  1962.  10.  Moeller, 
H.  C.:  Ann  NY  Acad  Sci  99:158  (Feb.  28)  1962. 

11.  Slanger,  A.:  J New  Drugs  2:215  (Jul.-Aug.)  1962. 

12.  Barman,  M.  L.,  and  Larson,  R.  K.:  Amer  J Med 
Sci  246:325  (Sept.)  1963.  13.  Shutkin,  M.  W.:  Amer  J 
Gastroent  38:682  (Dec.)  1962.  14.  Fleshier,  B. : J New 
Drugs  2 :211  (Jul.-Aug.)  1962.  A.  H.  ROBINS  CO.,  INC. 

Richmond,  Virginia 


beven  pnysicians  nave  become  new  members  or 
the  Kentucky  Medical  Association,  according  to  the 
records  of  the  membership  department.  Following  are 
the  names  of  the  new  members  as  of  October  11: 

Maxwell  C.  Kimball,  M.D.,  Lexington,  Charles  I. 
Fuller,  Jr.,  M.D.,  Harlan,  Robert  S.  Davis,  M.D.,  Har- 
lan, R.  Kendall  Brown,  M.D.,  Georgetown,  Charles 
W.  Mercer,  M.D.,  Murray,  and  S.  Terrell  Vanover, 
M.D.,  Shepherdsville,  D.  Vertrees  Hollingsworth, 
M.D.,  Georgetown. 

Dr.  Wayne  Named  Acting  Dean 

According  to  U.  of  K.  president  John  W.  Oswald, 
Thomas  P.  Wayne,  M.  D.,  assistant  vice  president 
for  the  University  of  Kentucky  Medical  Center  and 
associate  dean  of  the  College  of  Medicine,  has  been 
named  acting  dean  of  the  College  of  Medicine. 

Doctor  Wayne  will  serve  until  a replacement  for 
William  Willard,  M.  D.  can  be  found.  Doctor  Wayne 
graduated  from  Washington  University  School  of 
Medicine  and  has  been  active  in  KMA  Committee 
work. 


3n  ilemoriani 


GEORGE  BRADLEY 
Elizabethtown 
1901  - 1966 

George  Bradley,  M.D.,  65,  Elizabethtown,  past 
president  of  the  Hardin  County  Medical  Society 
and  past  president  of  the  Muldraugh  Hill  Medical 
Society,  died  September  30  at  Hardin  Memorial  Hos- 
pital, where  he  was  chief  of  staff.  Doctor  Bradley 
was  a member  of  KMA  and  of  the  AMA.  He  gradu- 
ated from  the  University  of  Louisville  School  of  Medi- 
cine in  1935  and  interned  at  St.  Elizabeth’s  Hospital 
in  Covington,  Kentucky. 

JOHN  O.  SALYERS 
Louisville 
1879  - 1966 

John  O.  Salyers,  M.D.,  87,  former  physician  at 
the  State  Reformatory  near  La  Grange,  died  Septem- 
ber 19  at  Methodist  Evangelical  Hospital  in  Louis- 
ville. Doctor  Salyers  graduated  from  Northwestern 
University.  He  practiced  in  Hazard  until  receiving 
the  post  of  full-time  physician  at  the  reformatory  in 
1945. 

ELMER  R.  SMITH,  M.D. 

Somerset 

1910-1966 

Elmer  R.  Smith,  56,  Somerset,  who  limited  his 
practice  to  internal  medicine,  died  September  25  at 
Somerset.  Doctor  Smith  had  practiced  in  South  Cen- 
tral Kentucky  for  many  years.  He  served  in  the 
medical  corps  during  two  wars.  A member  of  KMA, 
Doctor  Smith  graduated  from  Ohio  State  University 
College  of  Medicine  in  1936. 
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First  Second 
Session  Session 


Was  Your  Delegate  Present? 


ROLL  CALL- 

1966  House  of  Delegates 

KMA  Annual  Meeting 


OFFICERS 


Speaker 

George  F.  Brockman 

First 

Session 

Present 

Second 

Session 

Present 

Vice-Speaker 

Richard  F.  Greathouse 

Present 

Present 

President 

Everett  H.  Baker 

Present 

Present 

President-Elect 

Robert  E.  Pennington 

Present 

Present 

Vice-President 

George  W.  Pedigo 

Present 

Present 

Vice-President 

Donald  K.  Dudderar 

Vice-President 

C.  C.  Lowry 

Present 

Secretary 

Henry  B.  Asman 

Present 

Present 

Treasurer 

Keith  P.  Smith 

Present 

Present 

Delegate  to  the  AMA 

J.  Thomas  Giannini 

Present 

Delegate  to  the  AMA 

Charles  C.  Rutledge 

Present 

Present 

Delegate  to  the  AMA 

John  C.  Quertermous 

Present 

Alternate  Delegate 

Charles  G.  Bryant 

Present 

Present 

to  the  AMA 
Alternate  Delegate 

William  W.  Hall 

Present 

Present 

to  the  AMA 
Alternate  Delegate 

David  B.  Stevens 

Present 

Present 

to  the  AMA 

District 

First 

TRUSTEES 

Joseph  R.  Miller 

Present 

Present 

Second 

W.  Gerald  Edds 

Third 

Gabe  A.  Payne 

Fourth 

Henry  S.  Spalding 

Fifth 

Alfred  O.  Miller 

Sixth 

Rex  E.  Hayes 

Present 

Present 

Seventh 

Donald  Chatham 

Present 

Eighth 

W.  Donald  Janney 

Ninth 

Mitchell  B.  Denham 

Present 

Present 

Tenth 

Douglas  E.  Scott 

Present 

Present 

Huben  C.  Jones 

Present 

Present 

Twelfth 

Robert  F.  Long 

Present 

Thirteenth 

Walter  L.  Cawood 

Present 

Present 

Fourteenth 

James  W.  Archer  (Deceased) 

Fifteenth 

E.  C.  Seeley 

Present 

Present 

Past  President 

PAST  PRESIDENTS 

Delmas  Clardy 

Present 

Present 

Past  President 

George  P.  Archer 

Present 

Past  President 

David  M.  Cox 

Present 

Present 

Past  President 

Gaithel  L.  Simpson 

Present 

Past  President 
Past  President 

R.  G.  Elliot  ( Deceased ) 
Irvin  Abell.  Jr. 

County 

BALLARD 

DELEGATES 

First  District 

Glenn  Baird 

First 

Session 

Second 

Session 

CALLOWAY 

Thomas  L.  Parker 

CARLISLE 

John  T.  O’Neill 

FULTON 

R.  W.  Bushart 

GRAVES 

A.  Reeves  Morgan 

HICKMAN 

C.  J.  Mills 

LIVINGSTON 

McCracken 

James  Harris 

Present 

Present 

W.  B.  Haley 

Present 

Present 

Winfield  Stryker 

MARSHALL 

Wendell  E.  Gordon 

Present 

DAVIESS 

Second  District 

Reginold  J.  Phillips 

Present 

Present 

J.  H.  Kurre 

Present 

J.  S.  Oldham 

Present 

A,  H.  Hopwood 
( Alternate) 

Present 

HANCOCK 

HENDERSON 

Charles  Kissinger 

Present 

Present 

McLEAN 

Samuel  Scott 

UNION 

Jerry  McKenney 

WEBSTER 

Paul  Taylor 

Present 

Present 

CALDWELL 

Third  District 

Frank  P.  Giannini 

CHRISTIAN 

W.  Faxon  Payne 

Present 

Present 

CRITTENDEN 

Norma  T.  Shepherd 

HOPKINS 

Loman  C.  Trover 

Present 

Present 

Frederick  Scott 

Present 

Present 

LYON 

James  E.  Hamilton 

MUHLENBERG 

Robert  Robbins 

Present 

Present 

TODD 

Ralph  D.  Lynn 
( Alternate ) 

Present 

Present 

TRIGG 

Elias  N.  Futrell 

Present 

Thornton  Bryant 
( Alternate) 

Present 

Fourth  District 

BRECKINRIDGE 

James  G.  Sills 

Present 

BULLITT 

James  Roney 

W.  E.  Hamilton 

GRAYSON 

( Alternate ) 
C.  L.  Bland 

Present 

GREEN 

Robert  P.  Simmons 

HARDIN 

HART 

Fred  C.  Rainey 

Present 

Present 

LARUE 

Marion  Douglas 

Present 

MARION 

MEADE 

John  W.  Ratliff 

Present 

Present 

NELSON 

Tyre  Forsee 

Present 

SPENCER 

W.  K.  Skaggs 

TAYLOR 

M.  M.  Hall 

Present 

Present 

WASHINGTON 

H.  B.  Simms 
Dixie  Snider 

Present 

{ Alternate) 

Present 

Fifth  District 

JEFFERSON 

Harold  Eskind 

Wilfrid  Gettelfinger 
David  Kinnaird 

Present 

Present 

Edmond  P.  Solomon 
( Alternate) 

John  Doyle 

Present 

Charles  Sergent 

( Alternate ) 

Present 

Present 

Robert  McClendon 

Present 

Present 

James  Marshall 

Present 

Present 

W.  Fielding  Rubel 

Present 

Present 

William  Rumage 
Robert  Stansbury 
Harry  Stambaugh 

Present 

Present 

Present 

Present 

Eugene  Conner 

Present 

Present 

Louis  Foltz 

Present 

Present 

Richard  Greathouse 

Present 

Present 

H.  D.  Haller  (Alternate) 

Present 

John  Harter 

Present 

Present 

W.  I.  Hume.  Jr. 

Present 

Present 

Herman  Moore 

Present 

Present 

K.  P.  Crawford 

Present 

Present 

Gerald  Peterson 

Present 

Present 

George  Sehlinger 

Present 

Present 

Melvin  Bernhard 

Present 

Present 

William  Durham 
John  Goldsborough 
John  Hemmer 
Herman  Mahaffey 

Present 

Present 

Present 

Present 

Present 

Present 

Michael  Cronen 

( Alternate) 

Present 

William  Mitchell 
John  Robbins 
Donn  Smith 

Present 

Present 

Present 

Present 

Donald  Varga 

Present 

Present 

William  VonderHarr 
William  Sandman 
( Alternate ) 

Lloyd  Yopp 

Present 

Present 

Present 

ADAIR 

Sixth  District 

J.  C.  Salato 

Present 

Present 

ALLEN 

F.  J.  Halcomb 

Earl  P.  Oliver 
( Alternate ) 

Present 

Owen  L.  Davis 
( Alternate) 

Present 

BARREN 

E.  L.  Marion 

Present 

Present 

BUTLER 

D.  G.  Miller 

CUMBERLAND 

Robert  Chambliss 

EDMONSON 

LOGAN 

C.  V.  Dodson 

Present 

Present 

METCALFE 

L.  P.  Emberton 

MONROE 

W.  R.  Fushong 

SIMPSON 

A.  V.  Wilwayco 

WARREN 

Paul  J.  Parks 

Present 

Present 

Martin  Wilson 

Present 

Present 

*The  information  in  the  Roll  Call  was  taken  from  the  attendance  record  cards  signed  hy  the  delegates  prior  to 
the  meetings  of  the  House,  September  19  and  21. 
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Seventh  District 


ANDERSON 

Boyd  Caudill 

Present 

CARROLL 

Edgar  S.  Weaver 

FRANKLIN 

S.  L.  Weiler 

Present 

Present 

GALLATIN 

Harry  J.  Cowherd 

Present 

Present 

GRANT 

Lenore  P.  Chipman 

Present 

Present 

HENRY 

Wyatt  Norveli 

Present 

OLDHAM 

James  Kurfees 
H.  Purlmack 

{ Alternate) 

Present 

Present 

OXX'EN 

SHELBY 

Stephen  F.  Collins 

Present 

Present 

TRIMBLE 

Carl  Cooper,  Jr. 
Eighth  District 

Present 

Present 

BOONE 

L.  C.  Hess 
John  Ammon 

Present 

CAMPBELL- 

( Alternate) 

Present 

Carl  J.  Brueggemann 

Present 

Present 

KENTON 

Donald  K.  Dudderar 

Paul  Klingenberg 

Present 

W.  Vinson  Pierce 

Present 

Present 

Thomas  L.  Heavern 

Present 

Present 

Robert  T.  Longshore 

Ninth  District 

Present 

BATH 

BOLtRBON 

James  L Ferrel 

Present 

Present 

BRACKEN 

J.  M.  Stevenson 

Present 

Present 

FLEMING 

Samuel  W.  Gehring 

HARRISON 

Henry  H.  Moody 

Present 

MASON 

H.  N.  Parker 

Present 

NICHOLAS 

W.  R.  Kingsolver 

PENDLETON 

Robert  L.  McKenney 

ROBERTSON 

SCOTT 

J.  C.  Cantrill 

Tenth  District 

Present 

Present 

FAYETTE 

Robert  D.  Shepard 
Donald  E.  Edger 

( Alternate) 

Present 

Present 

N.  L.  Bosworth 

Present 

Present 

Richard  D.  Floyd 

Present 

Present 

Carl  H.  Fortune 

Present 

Present 

John  F.  Berry 

Present 

Present 

A.  M.  Moore 

Present 

Present 

T.  R.  Bryant,  Jr. 

Present 

Present 

Irvin  F.  Kanner 

Present 

Present 

J.  H.  Saunders 

Present 

Present 

David  A.  Hull 

Present 

Present 

Graydon  A.  Long 
R.  B.  McEIvain 

( Alternate) 

Present 

L.  W.  Blackey 

Present 

Present 

John  E.  Myers 

Present 

Present 

JESSAMINE 

J.  S.  Williams 

Present 

Present 

XX’OODFORD 

Ben  F.  Roach 
Norman  Fischer 

( Alternate) 

Present 

Present 

Eleventh  District 


CLARK 

Harold  Moberly 

ESTILL 

Virginia  Wallace 

JACKSON 

LEE 

MADISON 

William  D.  Epling 

Present 

MENIFEE 

Douglas  Jenkins 
( Alternate) 

D.  L.  Graves 

Present 

MONTGOMERY 

R.  L.  Salisbury 

Present 

Present 

OWSLEY 

POWELL 

G.  C.  Noss 

WOLFE 

Paul  F.  Maddox 

BOYLE 

Twelth  District 

John  Baird 

Present 

CASEY 

Garnett  Sweeney 

Present 

CLINTON 

Ernest  A.  Barnes 

GARRARD 

Paul  E.  Lett 

Present 

LINCOLN 

Edward  C.  Bowling 

McCREARY 

H.  A.  Perry 

MERCER 

Bacon  R.  Moore,  III 

PULASKI 

William  M.  Wyatt 

Present 

Present 

ROCKCASTLE 

B.  L.  Ramsay 
A.  L.  Cooper 
( Alternate) 
George  H.  Griffith 

Present 

Present 

RUSSELL 

Charles  E.  Peck 

WAYNE 

Robert  B.  Breeding 

BOYD 

Thirteenth  District 

J.  E.  Stephenson 

CARTER 

J.  S.  Wheeler 
John  Ashworth 

Present 

Present 

ELUOTT 

John  F.  Greene 

GREENUP 

John  O.  Jones 

Present 

Present 

LAWRENCE 

William  J.  McNabb 

LEWIS 

MORGAN 

A.  B.  Richards 
( Alternate) 

George  Bellamy 

Present 

Present 

BREATHITT 

Fourteenth  District 
Robert  E.  Cornett 

FLOYD 

James  D.  Adams 

JOHNSON 

A.  B.  Carter 

KNOTT 

G.  T.  Wans 

Present 

LETCHER 

Jim  B.  Tolliver 

Present 

MAGOFFIN 

MARTIN 

lohn  W.  Ford 

F.  Calvin  Bigler 

Present 

Billy  Joe  Caudill 
( ( Alternate) 

Present 

PERRY 

Mary  Pauline  Fox 

Charles  C.  Rutledge 
( Alternate) 

Present 

PIKE 

D.  L.  Martin  (Alternate) 

Present 

Harvey  A.  Page 

Present 

Present 

BELL 

Fifteenth  District 
Meredith  Evans 

Present 

CLAY 

J.  L.  Becknell 

Present 

Present 

HARLAN 

Henry  C.  Evans 

Present 

Present 

KNOX 

Doane  Fischer 

Present 

Present 

H.  L.  Eushey 

Present 

Present 

LAUREL 

Paul  R.  Smith 

Present 

Present 

LESLIE 

WHITLEY 

Harold  B.  Barton 

Present 

Present 

1966  Annual  Meeting  Speakers 
Express  Appreciation  to  KMA 

“It  was  a pleasure  to  be  invited  to  the  Kentucky 
Medical  Association  Scientific  Assembly.  I particular- 
ly enjoyed  participating  in  the  television  program  and 
wish  to  thank  you  for  the  courtesies  and  hospitality 
shown.  I enjoyed  the  President’s  Luncheon,  the  hotel 
room,  and  such  pleasant  touches  as  the  basket  of 
fruit  provided.” 

Douglas  W.  Eastwood,  M.D. 

Professor  of  Anesthesiology 
University  of  Virginia  Hospital 
Charlottesville,  Va. 

"I  had  a very  pleasant  trip  and  certainly  enjoyed 
participating  in  the  program.” 

Robert  W.  Weber,  M.D. 

Salina,  Kansas 

“It  was  a pleasure  to  participate  in  the  1966  Annual 
Meeting  of  the  Kentucky  Medical  Association.” 

Eugene  C.  Klatte,  M.D. 

Professor  and  Chairman,  Dept,  of  Radiology 
Vanderbilt  University  Hospital 
Nashville,  Tennessee 

“I  enjoyed  the  opportunity  of  appearing  before 
your  association  and  wish  to  thank  those  officers 
responsible  for  my  invitation.” 

Chester  C.  Winter,  M.D. 
Professor  and  Director,  Div.  of  Urology 
Ohio  State  University 
Columbus,  Ohio 

"I  certainly  did  enjoy  my  trip  to  Kentucky.  It 
was  nice  to  be  in  Louisville  again  and  to  recall  the 
four  years  1 lived  there  and  to  meet  friends  whom 
I had  known  in  the  old  days  and  again  more  recent- 
ly.” 

Carl  A.  Whitaker,  M.D. 

Professor  of  Psychiatry 
University  of  Wisconsin  Medical  School 
Madison,  Wise. 


1048 


Not'ember  1966  • The  Journal  o 


“It  was  a pleasure  to  participate  in  the  1966  An- 
nual Meeting.” 

Leon  Goldman,  M.D. 

Professor  and  Chairman,  Dept,  of  Dermatology 
University  of  Cincinnati  College  of  Medicine 
Cincinnati,  Ohio 

“1  enjoyed  the  meeting  very  much  and  was  very 
happy  with  the  arrangements  made  for  me.” 

John  G.  Gorman,  M.D. 
Director,  Blood  Bank 
Presbyterian  Hospital 
New  York,  N.Y. 

“I  appreciate  very  much  the  fine  hospitality  shown 
me  by  your  Association.” 

Samuel  Saslaw,  M.D.,  Ph.D. 

Professor  of  Medicine  and  Microbiology 
Ohio  State  University 
Columbus,  Ohio 

“My  sincere  thanks  for  a mo.t  enjoyable  visit  with 
you  at  the  recent  Kentucky  Medical  Association 
meeting  in  Louisville,  Kentucky.  Your  hospitality 
overwhelmed  me.” 

Newton  DuPuy,  M.D. 

President-Elect 
Illinois  State  Medical  Society 
Chicago,  Illinois 

“I  was  very  pleased  to  have  been  asked  to  partici- 
pate in  your  state  medical  meeting  and  thoroughly 
enjoyed  my  rather  brief  stay  in  Louisville.  I hope  that 
I may  be  asked  again  some  time  in  the  future.” 

Thomas  K.  Oliver,  Jr.,  M.D. 
Professor  of  Pediatrics 
Head,  Division  of  Neonatal  Biology 
University  of  Washington 
Seattle,  Washington 

“I  want  to  thank  you  for  your  kindness  to  me 
while  attending  the  KMA  meeting.  I appreciate  more 
than  you  expect  an  opportunity  to  talk  with  you  and 
receive  the  valuable  information  that  you  gave  me. 
I was  very  much  impressed  with  the  organization  and 
function  of  the  KMA,  and  particularly  with  your 
Key-Man  booklet. 

“Please  convey  to  the  officers  of  the  KMA  my  ap- 
preciation for  the  invitation  to  visit  with  you." 

Alexander  McCausland,  M.D. 

President-Medical  Society  of  Virginia 
Richmond,  Virginia 

“I  wish  to  thank  the  Kentucky  Medical  Association 
for  a most  enjoyable  meeting  in  Louisville.” 

Byron  M.  Stuart,  M.D. 

President-Missouri  State 
Medical  Association 
Boonville,  Missouri 

“All  of  you  were  most  courteous  to  me  personally 
and  I wish  to  thank  you  again.” 

Walter  H.  Judd,  M.D. 
Washington,  D.  C. 

(Continued  on  page  1062) 
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DOCTOR- 

You  are  "Spedal” 

AT 


GENERAL 

LEASING 


Because  doctors  hove  the  highest 
credit  rating,  take  better  core  of 
their  cars,  and  ore  our  best  custo- 
mers we  extend  to  you 


'k  SPECIAL  RATES 
k SPECIAL  TERMS 


LEASING 

ANY  MAKE 
OR  MODEL 

NEW '67  CAR 


leasing  is  often  better  than 
owning  a car.  You  have  no 
capital  investment  and  certain 
tax  advantages.  But  the  main 
thing  is  you  always  have  a 
dependable  car  at  your  com- 
mand— a brand  new  car  every 
two  years,  or  oftener,  if  you 
wish.  See  us  for  particulars  of 
our  special  plan  for  doctors. 


LEASING 

MEDICAL  OR 
SURGICAL 

EQUIPMENT 


Young  doctors  just  beginning 
practice  who  need  complete  of- 
fice furnishings  and  medical  or 
surgical  equipment  will  find  our 
leasing  plan  is  specially  de- 
signed for  them.  Established 
doctors  planning  enlarged  facil- 
ities and  new  equipment  will 
also  find  our  leasing  plan  eco- 
nomical and  convenient.  Call  us 
for  details. 


PHONE:  897-1641 

General  Leasing  Corporation 

A DIVISION  OF  KOSTER-SWOPE,  INC. 
3712  FRANKFORT  AVENUE, 
LOUISVILLE,  KY.  40207 
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B and  C vitamins  are  therapy:  STRESSCAPS  B and  C vitamins  in  thera- 
peutic amounts . . . help  the  body  mobilize  defenses  during  convalescence . . . aid 
response  to  primary  therapy.  The  patient  with  a severe  infection,  and  many 
others  undergoing  physiologic  stress,  may  benefit  from  STRESSCAPS  capsules. 


Each  capsule  contains: 

Vitamin  B)  (as  Thiamine  Mononitrate)  10  mg 


Vitamin  B,  (Riboflavin)  10  mg 

Vitamin  B,  (Pyridoxine  HCI)  2 mg 

Vitamin  Bi2  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  "reminder” 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  Ne\w  York 


626-6-3612 


SQUIBB  NOTES  ON  THERAPY 


MOLECULAR  REMODELING- 

laboratory  exercise  or  clinical  necessity? 


More  than  twenty-five  years  have  passed 
since  the  discovery  of  the  diuretic  activ- 
ity of  sulfanilamide  started  pharmacol- 
ogists on  a succession  of  molecular  re- 
modelings to  find  the  ideal  diuretic. 

Diuresis— a sought-after  clinical 
effect  from  an  unwanted  side  effect 

It  started  in  1937  when  a clinician  re- 
ported that  the  administration  of  a sul- 
fonamide was  sometimes  accompanied 
by  an  unexplainable  side  effect— meta- 
bolic acidosis.  1 Three  years  later  the 
side  effect  was  explained.  The  sulfona- 
mide radical  of  sulfanilamide  inhibited 
carbonic  anhydrase,-  the  enzyme  re- 
sponsible for  converting  carbon  diox- 
ide and  water  to  hydrogen  ions  and  bi- 
carbonate ions. 

Later,  other  investigators  showed  by 
dog  experiments  that  metabolic  acidosis 
probably  resulted  when  the  inhibition  of 
carbonic  anhydrase  upset  the  exchange 
of  hydrogen  and  sodium  ions,  causing 
increased  excretion  of  sodium  as  the 
bicarbonate.'^ 

It  was  twelve  long  years  after  the 
first  report  of  the  unexplainable  side 
effect  (metabolic  acidosis)  that  it  was 
finally  shown  that  large  doses  of  sulfa- 
nilamide administered  to  edematous 
patients  were  indeed  capable  of  pro- 
moting diuresis.^  However,  the  possibil- 
ity of  toxic  effects  from  its  prolonged 
use  and  its  relatively  weak  diuretic  ac- 
tion made  it  impractical  for  clinical  use 
as  a diuretic.-^’ 

Because  the  inhibition  of  carbonic 
anhydrase  seemed  to  be  the  key  to  ef- 
fective diuresis,  investigators  began  to 
look  for  more  potent  enzyme  inhibitors 
—in  the  hopes  that  they  would  be  more 
effective  diuretics. 

The  most  important  of  these  early 
compounds,  acetazolamide,  enjoyed  sev- 
eral years  of  fairly  wide  clinical  use. 

Its  carbonic  anhydrase  inhibitory  ac- 
tivity was  several  hundred  times  greater 
than  that  of  sulfanilamide.*’  The  in- 
j.  crease  in  inhibitory  activity,  however, 
\ increased  not  only  the  excretion  of  so- 
I dium  and  bicarbonate  ions,  but  also  the 
' excretion  of  potassium.’'  And,  like  its 
predecessor,  acetazolamide  precipitated 
mild  acidosis.  Its  prolonged  use  could 
result  in  hypokalemic  acidosis.'^ 

The  ‘thiazides’— an  answer  to  the 
metabolic  acidosis  caused  by 
carbonic  anhydrase  inhibition 

Despite  the  fact  that  the  sulfonamide 


group  appeared  to  be  responsible  for 
carbonic  anhydrase  inhibition  which  in 
turn  appeared  to  be  responsible  for  di- 
uresis, investigators  began  to  synthesize 
compounds  with  structural  alterations 
to  the  sulfonamide  group. 

The  first  major  breakthrough  came 
with  the  synthesis  of  chlorothiazide. 
Altering  the  sulfonamide  group  did  in- 
deed alter  the  ability  of  chlorothiazide 
to  inhibit  carbonic  anhydrase— it  was 
only  I,  10th  as  potent  as  acetazolamide 
in  inhibiting  the  enzyme.”  Despite  the 
drop  in  inhibitory  potency,  however, 
chlorothiazide  proved  to  be  an  effective 
diuretic— an  observation  that  led  to  the 
conclusion  that  its  diuretic  action  was 
due  to  some  mechanism  other  than  its 
action  on  carbonic  anhydrase. 

For  effective  diuresis,  chlorothiazide 
was  administered  in  daily  dosages  rang- 
ing from  250  to  2000  mg.^^  It  increased 
the  excretion  of  sodium  and  chloride; 
and,  to  a lesser  extent,  potassium  and 
bicarbonate.il  The  excretion  of  potas- 
sium appeared  to  be  maximal  at  higher 
dose  levels  at  which,  theoretically,  the 
carbonic  anhydrase  inhibitory  effect  is 
more  active. n Its  prolonged  use,  there- 
fore, could  sometimes  result  in  meta- 
bolic hypokalemic,  hypochloremic  al- 
kalosis.” 

Naturetin- effective  diuresis  with 
more  favorable  electrolyte  balance 

Other  thiazides  followed  — with  im- 
provements being  aimed  at  two  particu- 
lar areas:  1.  attempts  to  increase  di- 
uretic action  in  relation  to  the  milli- 
gram potency  of  the  drug,  and  2.  at- 
tempts at  a more  favorable  sodium/ 
potassium  ratio  in  the  urine,  i.e.,  to  de- 
crease the  excretion  of  potassium  while 
maintaining  the  excretion  of  sodium. i- 

One  of  these,  Naturetin,  Squibb  Ben- 
droflumethiazide,  has  made  advances 
on  both  these  points.  “By  adding  a 3- 
benzyl  radical  to  hydroflumethiazide  a 
rather  dramatic  reduction  in  dose  range 
is  accomplished.  With  this  drug,  effec- 
tive sodium  excretion  is  obtained  with 
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doses  between  2.5  and  10  mg.,  which  is 
a 200  to  1 ratio  as  compared  to  chloro- 
thiazide...”!” 

Moreover,  due  probably  to  its  virtual 
lack  of  carbonic  anhydrase  inhibition, 
Naturetin  (bendrofiumethiazide)  has 
been  shown  to  cause  less  potassium  and 
bicarbonate  loss  and  less  alteration  in 
urinary  pH  than  either  chlorothiazide 
or  hydrochlorothiazide. 

Naturetin  is  outstandingly  effective 
not  only  in  establishing,  but  also  in 
maintaining,  excretion  of  retained  fluid 
in  edematous  patients.  And  its  duration 
of  action  is  sufficiently  prolonged  to 
allow  a single  daily  administration  in 
most  patients.  Naturetin  is  also  an  ef- 
fective antihypertensive  agent. 

Contraindications:  Severe  renal  impairment; 
previous  hypersensitivity. 

Warning:  Ulcerative  small  bowel  lesions  have 
occurred  with  potassium-containing  thiazide 
preparations  or  with  enteric-coated  potassium 
salts  supplementally.  Stop  medication  if  ab- 
dominal pain,  distension,  nausea,  vomiting,  or 
G.l.  bleeding  occur. 

Precautions:  The  dosage  of  ganglionic  block- 
ing agents,  veratrum,  or  hydralazine  when 
used  concomitantly  must  be  reduced  by  at 
least  50%  to  avoid  orthostatic  hypotension. 
Electrolyte  disturbances  are  possible  in  cir- 
rhotic or  digitalized  patients. 

Side  Effects:  Bendroflumethiazide  may  cause 
increases  in  serum  uric  acid,  unmask  diabetes, 
increase  glycemia  and  glycosuria  in  diabetic 
patients  and  may  cause  hypochloremic  alka- 
losis, hypokalemia;  cramps,  pruritus,  paresthe- 
sias, and  rashes  may  occur. 

Supplied:  Naturetin  (Squibb  Bendroflumethia- 
zide) 5 mg.  and  2.5  mg.  tablets.  Also  available 
Naturetin  c K [Squibb  Bendrofiumethiazide 
(5  or  2.5  mg.)  with  Potassium  Chloride  (500 
mg.)].  For  full  information,  see  Product  Brief. 
References:  1.  Southworth,  H.:  Proc.  Soc. 
Exper.  Biol.  & Med.  i6:58,  1937.  2.  Mann,  T. 
and  Keilin,  D.:  Nature  J 46:164,  1940.  3.  Pitts, 
R.  F.,  and  Alexander,  R.  S.:  Am.  J.  Physiol. 
J44:2i9,  1945.  4.  Schwartz,  W.  B.:  New  Eng- 
land J.  Med.  240:173,  1949.  5.  Friedberg, 
C.  K.,  in  Moyer,  J.  H.,  and  Fuchs,  M.:  Edema 
Mechanisms  and  Management,  Philadelphia, 
W.  B.  Saunders  Co.,  1960,  p.  259.  6.  Cum- 
ming,  J.  R.;  Tabachnick,  E.,  and  Seelig,  M.,  in 
Moyer,  J.  H.,  and  Fuchs,  M.;  op.  cit.,  p.  254. 
7.  Werko,  L.,  in  Moyer,  J.  H.,  and  Fuchs,  M.: 
op.  cit.,  p.  188.  8.  Beyer,  K.  H.,  Jr.,  in  Moyer, 
J.  H.,  and  Fuchs,  M.:  op.  cit.,  p.  274.  9.  Maren, 
T.  H.,  and  Wiley,  C.  E.:  J.  Pharmacol.  & 
Exper.  Therap.  743:230,  1964.  10.  Earley, 

L.  E.,  and  Orloff,  J.:  Ann.  Rev.  Med.  75:149, 
1964.  11.  Fuchs,  M.,  and  Mallin,  S.  R.,  in 
Moyer,  J.  H.,  and  Fuchs,  M.;  op.  cit.,  p.  276. 
12.  Ford,  R.  V.,  in  Moyer,  J.  H.,  and  Fuchs, 

M. :  op.  cit.,  p.  290.  13.  cited  in  ITichs,  M.,  and 
Mallin,  S.  R.  (ref.  1 1):  op.  cit.,  p.  283. 


Naturetin* 

SQUIBB  BENDROFLUMETHIAZIDE 

to  reduce  excess  fluid 

or  high  blood  pressure 


Squibb 


The  Priceless  Ingredient*  of  every  product 
is  the  honor  and  integrity  of  its  makeA 


It  works 


An 

antisposmodic 

that^ 

antagonizes. 


How  TRESr 

(METHIXENE  HYDROCHLORIDE) 

works. 


parasympathetic  nerve 

TREST  (methixene  hydrochloride) 
directly  antagonizes  the 
parasympathetic  nervous  system. 

TREST  (methixene  hydrochloride) 
blocks  the  action  of  acetylcholine 
formed  at  the  synapses  and  visceral 
parasympathetic  nerve  endings. 

Therefore,  nerve  impulses  are 
prevented  from  reaching  the  smooth 
muscle  layer. 


Smooth 

Muscle 


Nerve 

Endings 


Synapse 


TREST^  (METHIXENE  HYDROCHLORIDE) 

relieves  gastrointestinal 
spasm,  hyperactivity 
and  associated  pain 
in: 


Put  the  gut  to  rest 
with  your  prescription  for 

TRESr 

(METHIXENE  HYDROCHLORIDE) 


Evidence 
that  TREST 

(METHIXENE  HYDROCHLORIDE) 

works. 


EFFECTIVENESS  AND  SAFETY 


t.i.d.  dosage  in  milligrams 


symptomotic  relief 


2 mg. 


upper  recommended  clinical  dose/greater 
pharmocologic  activity  and  symptomatic 
relief/side  effects  uncommon 


10  mg. 


Studies  with  372  subjects  revealed  no  adverse  effect 
upon  vital  organs  when  dosage  was  increased  10 
times  the  normally  effective  dose  of  1 mg.  t.i.d. 
for  periods  up  to  2Y2  years  of  continued  administration. 


LACK  OF  SIDE  EFFECTS 

22 

Following  single  doses  of  1 mg.  of  Trest  (methixene 

hydrochloride),  none  of  the  subjects  noted  blurred 

vision,  nor  was  dryness  of  the  mouth  recorded. 

When  the  dose  was  increased  to  2 mg.,  the  blurred 

2 vision  was  noted  by  one  of  22  subjects. 


2 Only  2 of  22  subjects  noted  dry  mouth  ond  blurring 

12  of  vision  even  when  doses  of  5 mg.  were  given. 

o 


] mg.  2 mg.  3 mg.  4 mg,  5 mg. 


Conclusion:  Typicol  otropine-like  side  effects  are  not  expected 
when  Trest  is  used  1 mg,  t.i.d.  These  effects  are  uncommon 
when  the  dosoge  is  increased  to  2 mg  t.i.d. 


"A  highly  sotisfadory  symptomatic  response  was  obtained  in  20  of  the 
23  potients  who  took  1 mg.  of  methixene  hydrochloride  (Trest)  by  mouth  three 
limes  doily.  No  side  effects  occurred  at  this  dosoge  during  odministrotion  of 
the  medication  itself. 

■'Methixene  hydrochloride  (Trest)  provides  highly  gratifying  sympto- 
matic relief  in  o voriety  of  conditions  associoled  with  gostrointestinol  motility 
without  producing  the  usual  otropine-like  side  effects  and  without  requiring 
concurrent  barbiturate  sedotion."  — MoriiAi,  J.  K.; 

Oin.  M«d  7;:13I3.I3I6 
(Aug  ) I96S 

"...  in  o series  of  4?  potients  suffering  from  various  types  of  functionot 
bowel  distress.  The  superiority  of  this  drug  (Trest)  in  dosage  of  1.0  mg.  three 
limes  daily  by  mouth  over  the  placebo  is  stalislicolly  significont.  At  that  dosage 
level,  side  effects  were  not  observed.  " — Huffofd.  A. 

Clin.  Med  /MlSt-IISS 
(July)  I96S. 


SUMMARY: 

TRESr  (METHIXENE  HYDROCHLORIDE) 

relieves  G.l.  spasm,  hyperactivity 
and  associated  pain  by  directly 
antagonizing  the  parasympathetic 
nervous  system. 

Eoch  loblet  contains  melhiiene  hydrochloride,  1 mg. 

INDICATIONS:  Gostroinlestinol  Sposm  ond  Hypermotilily 

CONTRAINDICATIONS  Pyloric  obstruction,  gastric  retention,  obstructive  orgomc  disease 
of  the  gostrointeslinol  trod,  orgomc  cordiosposm,  duodenol  stenosis,  stenosing  peptic 
ulcer,  ond  urinory  blodder  necV  obstruction  or  prostolic  hypertrophy  ore  controindicolions 
to  the  use  of  this  drug 

WARNING  Overdosoge  produces  ontichotinergic  side  effects  Although  the  onimol  re- 
production studies  ore  negotive,  until  there  is  clinical  confirmolion  of  solely  in  pregnoncy. 
this  product  should  not  be  used  in  women  who  moy  become  pregnoni  unless  in  the  opinion 
of  the  physicion  the  benefits  outweigh  Ihe  risks. 

PRECAUTIONS.  Use  only  with  coulion  in  potienis  with  certoin  types  of  cordiovosculor 
disease,  since  onlicholmergic  drugs  moy  cause  arrhythmias  Enlensive  clinicol  studies  of 
TREST  hove  shown  no  evidence  of  glaucomo  However,  the  possibility  exists  Ihol  it  con 
occur  since  it  hos  been  reported  os  o choroctenstic  side  effect  of  onticholinergic  drugs. 
This  product  does  not  reploce  definitive  treotmenl  m orgomc  gostrointestinol  diseose 
SIDE  EFFECTS  Side  effects  ore  generolty  obsent  when  TREST  is  used  m the  recommended 
dosoge  of  1 to  2 mg  three  limes  doily  Uncommonly,  allergy  or  sensitivity  to  the  drug  moy 
be  monifested  by  generolized  rosh  or  widespread  desquomotion.  In  cose  of  prolonged  or 
mossive  overdosoge.  dry  mouth,  blurred  vision,  ond  urinory  retention,  typicol  side  effects 
common  to  onticholinergic  drugs,  may  occur.  Oceosionolly,  sensitive  potienis  moy  notice 
mild  dryness  of  mouth  or  slight  blurring  of  vision  from  doses  of  2 mg  or  more  Most 
potients  lolerole  single  doses  of  5 mg  without  such  side  effects 

DOSAGE  The  usuol  odult  dosoge  is  1 mg.  by  mouth  three  times  doily  If  necessory.  Ihe 
dose  moy  be  increosed  to  2 mg.  three  limes  doily  Pediotric  dosoge  hos  not  been  determined 
CAUTION:  Federot  low  prohibits  dispensing  without  prescription 

Puts  the  G.l.  tract 
to  rest 

DORSEY  LABORATORIES  • o division  of  The  Wonder  Compony  • Uneoln,  Nebraska 
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what 

time 
is  it? 

For  the  past 
two  years 
there’s  been 
one  new  case 
of  active  tuberculosis 
reported  for  every 
four  thousand 
of  U.S.  population. 

ifetime 
to  tine. 


Tuberculin, 
Tine  ^Jest 


(Rosenthal) 


Lederle 

Available  in  5’s  and  25's. 
Order  now 

from  your  pharmacist 
or  your  Lederle 

ronrocontaf  iv/o 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

414-6-4046R 
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the  many  kindnesses  and  courtesies  shown  us  during 
our  visit  to  Louisville  during  the  annual  meeting  of 
the  Kentucky  Medical  Association.  We  had  a most 
enjoyable  time  and  will  remember  our  visit  with 
the  KMA. 

“The  President’s  Luncheon  on  Wednesday  noon 
with  Doctor  Judd  was  a very  appropriate  meeting 
and  subject.” 

Kenneth  O.  Neumann,  M.D. 

President-Indiana  State  Medical  Association 
Lafayette,  Indiana 
“Thanks  to  all  of  your  members  and  to  your  office 
staff  who  were  very  thoughtful  and  hospitable,  on  the 
occasion  of  my  visit  to  your  Annual  Meeting. 

“Charlie  Bryant  and  Bob  Pennington  were  excel- 
lent hosts.” 

Richard  E.  Flood,  M.D. 

President-West  Virginia  State  Medical 
Association 
Charleston,  West  Virginia 
“It  was  indeed  a pleasure  to  come  to  Louisville  and 
talk  to  such  an  interested  and  attentive  audience. 
May  I also  say  that  I feel  that  Louisville  is  an  ideal 
convention  city.  The  people  were  friendly  and  every- 
one was  most  helpful  in  making  an  outsider  feel 
completely  at  home.” 

Howard  H.  Steel,  M.D. 

Dept,  of  Orthopedic  Surgery 
Temple  University  Medical  Center 
Philadelphia,  Pa. 


Founded  in  1904 

Highland  Hospital,  Inc. 

ASHEVILLE,  NORTH  CAROLINA 
Affiliated  with  Duke  University 


Contact:  Medical  Director,  Highland  Hospital,  Asheville, 
N.C.  28801 


Committee  Reports 


KMA  Committee  on  Medicine  and  Religion 

Joseph  H.  Saunders,  M.D.,  Lexington,  Chairman 
Kentucky  Hotel,  Louisville  Wednesday,  September  21,  196.6 

For  the  second  straight  year  the  KMA  Committee 
on  Medicine  and  Religion  held  a breakfast  meeting 
during  the  KMA  Annual  Meeting.  Activity  at  this 
meeting  centered  on  the  orientation  of  the  newly 
appointed  trustee  district  chairmen  and  organization- 
al plans  for  the  coming  association  year. 

Guests  at  this  meeting  included  Mr.  Arne  Larson, 
Assistant  Director  of  the  AMA  Department  of 
Medicine  and  Religion;  Dr.  David  Steere,  Director 
of  Field  Education  and  Professor  of  Pastoral  The- 
ology of  the  Presbyterian  Theological  Seminary  in 
Louisville;  The  Reverend  Mr.  T.  O.  Harrison, 
Chaplain  at  the  Good  Samaritan  Hospital  in  Lexing- 
ton; Robert  E.  Pennington,  M.D.,  KMA  President; 
Leroy  C.  Hess,  M.D.,  Eighth  District  Trustee;  and 
all  trustee  district  chairmen  were  invited  to  attend. 

The  committee  also  had  an  exhibit  and  conducted 
tape-recorded  interviews  at  the  Convention  Center 
during  the  annual  meeting. 


A non-profit,  psychiatric  institution,  offering  therapeutic 
milieu,  group  and  individual  psychotherapy,  and  standard 
somatic  treatments.  Limited  day-patient  and  out-patient  serv- 
ices. The  hospital  is  located  in  a 75-acre  park  amid  the 
scenic  beauties  of  the  Smoky  Mountain  Range  of  Western 
North  Carolina,  affording  exceptional  opportunity  for 
physical  and  emotional  rehabilitation. 
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Pictured  above  is  George  B.  Sanders,  M.D.,  Louisville 
(on  lefti  explaining  his  scientific  exhibit  to  a fellow  physi- 
can  during  the  1966  KMA  Annual  Meeting.  Doctor 
Sander’s  exhibit,  “The  Use  of  Anti-peristatic  Jejunal  Seg- 
ments to  Relieve  Post-Gastrectomy  Dumping”,  was  judged 
the  outstanding  scientific  exhibit  during  the  Annual  Meet- 
ing and  makes  him  the  recipient  of  a cash  award  and  the 
Aesculapius  Award. 

Public  Health  Page  (Continued  from  page  972) 

these  Regulations.  It  establishes  the  emergency 
organization  and  administrative  assignments  of 
responsibilities  and  a staffing  pattern  clearly 
defining  the  line  of  succession  necessary  in  an 
emergency. 


A list  of  essential  medical  survival  items 
along  with  the  capability  of  the  State  to  pro- 
duce, substitute,  and  convert  non-essential 
items,  were  formulated  by  the  Committee.  The 
essential  medical  survival  items  include: 

1 . Pharmaceuticals 

2.  Blood  Collecting  and  Dispensing  Supplies 

3.  Biologicals 

4.  Surgical  Textiles 

5.  Emergency  Surgical  Instruments  and 
Supplies 

6.  Laboratory  Equipment  and  Supplies 

The  Health  Task  Group  Committee  held  a 

series  of  meetings  to  develop  this  Plan  culmi- 
nated by  a one-day  test  exercise  which  was 
presided  over  by  the  Governor  of  Kentucky. 
This  exercise  was  held  at  the  State  Capitol  on 
October  13,  1966  in  conjunction  with  all  de- 
partments within  State  Government.  The  pur- 
pose was  to  evaluate  the  ability  of  each  de- 
partment to  function  effectively  during  a na- 
tional emergency  through  the  employment  of 
the  Emergency  Resources  Management  Plan. 
Additional  meetings  for  the  purpose  of  review 
and  updating  of  the  Plan  will  be  held  in  the 
future. 


WHERE 

HAPPINESS  IS 

SKILLFULLY  ADMINISTERED 


In  Addition  To  Suitable  Medical  and 
Nursing  Care  for  Chronic, 
Convalescent  and  Geriatric  Patients 


NEW  CASTLE  SANITARIUM 

TELEPHONE  3621 
NEW  CASTLE,  KY. 


MEMBER 

National  Geriatrics  Society 
American  Hospital  Association 
American  Nursing  Home  Association 
Licensed  and  Approved  by  State  of  Ky. 


Active  medical  staff  of  six  physicians.  Physicians  available  at  all  hours.  24  hour  efficient  and 
cheerful  nursing  care  WITH  SPECIAL  EMPHASIS  ON  MAKING  EACH  PATIENT  EEEL  LOVED, 
WANTED  AND  IMPORTANT. 

Special  diets  prepared  and  tray  service  to  all  rooms  at  no  extra  charge. 

Diversional  activities,  physio-therapy  treatments,  rehabiHtation  program  and  emergency  facilities 
available. 

Adequate  shade  trees,  ramps,  also  dav  room  with  abundance  of  flowers,  television. 

PRIVATE,  SEMI-PRIVATE  AND  WARD  ACCOMMODATIONS  AVAILABLE.  Private  and  semi- 
private rooms  with  intercommunication,  beautifully  decorated  and  furnished,  beds  equipped  with  Tren- 
delenburg springs  and  innerspring  mattresses. 

Insulated  brick  and  block  structure,  heated  in  winter  by  “Selectemp”  Modulated  Steam  Heat  with 
filtered  air  for  maximum  comfort  and  safety  (each  room  having  thermostatic  even-heat  control  with  its 
own  circulating  air  unit). 

Protected  throughout  with  automatic  fire  detection  and  alarm  system. 

Cares  for  men  or  women,  nursing  or  boarding  care  cases,  bedridden  or  ambulatory.  Admits  some 
mildly  senile,  nervous  and  neurotic  patients  but  accepts  no  alcoholics  or  drug  addiction  cases. 

REASONABLE  RATES 

IRA  O.  WALLACE,  Adminlslrator  MARGARET  KELLY,  R.  N.,  Director  of  Nurses 
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now... introducing  a new  high-strength  dosage  foi 

SlfiNEM 


A 'MAXIMUM  SECURITY’  ANTIBIOTIC* 


* THE  BROAD  RANGE  DEPENDABILITY  OF  TETRACYCLINE 

long  established  as  the  broad-spectrum  agent  of  first  choice  in  a wide 
variety  of  infections 

WITH  THE  ADDED  SECURITY  OF  MEDIUM-SPECTRUM  REINFORCEMENT 
triacetyloleandomycin  is  highly  active  against  the  common  ‘coccal’ 
pathogens,  including  certain  strains  of  staphylococci  resistant  to  penicillin 
and  tetracycline 

* ESPECIALLY  VALUABLE  IN  U.R.I. 

provides  decisive  therapy  in  acute  respiratory  infections  and  other 
conditions  in  which  staphylococci,  streptococci  or  mixed  flora  are 
frequently  encountered 

i r.  NOW  AVAILABLE  IN  NEW  STRENGTH  FOR  NEW  CONVENIENCE  AND 
ECONOMY 

Signemycin  375  — high-potency  capsules  for  simpler  administration, 
greater  patient  economy 


1064 


November  1966  • The  Journal  of 


tCIN  375 

(tetracycline  250  mg. 
triacetyloleandomycin  125  mg.) 


Indications:  Indicated  in  the  therapy  of  acute  severe  infec- 
tions caused  by  susceptible  organisms  and  primarily  by 
bacteria  more  sensitive  to  the  combination  than  to  either 
component  alone.  In  any  infection  in  which  the  patient  can 
be  expected  to  respond  to  a single  antibiotic,  the  combina- 
tion is  not  recommended.  Signemycin  should  not  be  used 
where  a bacteriologically  more  effective  or  less  toxic 
agent  is  available.  Triacetyioleandomycin,  a constituent  of 
Signemycin,  has  been  associated  with  deieterious  changes 
in  liver  function.  See  precautions  and  adverse  reactions. 
Contraindications:  Contraindicated  in  Individuals  who  have 
shown  hypersensitivity  to  any  of  its  components.  Not  recom- 
mended for  prophylaxis  or  in  the  management  of  infectious 
processes  which  may  require  more  than  10  days  of  con- 
tinuous therapy.  If  clinical  judgement  dictates  therapy  for 
longer  periods,  serial  monitoring  of  liver  function  is  recom- 
mended. Not  recommended  for  subjects  who  have  shown 
abnormal  liver  function  tests,  or  hepatotoxic  reactions  to 
triacetyloleandomycin. 

Precautions  and  Adverse  Reactions:  Triacetyloleandomycin, 
administered  to  adults  in  daiiy  oral  doses  of  1.0  gm.  for  10 
or  more  days,  may  produce  hepatic  dysfunction  and  jaun- 
dice. Adults  requiring  3 gm.  of  Signemycin  initially  should 
have  liver  function  foiiowed  carefuiiy  and  the  dosage  should 
be  reduced  as  promptly  as  possible  to  the  usual  recom- 
mended range  of  1.0  to  2.0  gm.  per  day.  Present  clinical 
experience  indicates  that  the  observed  changes  in  iiver 


function  are  reversibie  after  discontinuation  of  the  drug. 

Use  with  caution  in  lower  than  usual  doses  in  cases  with 
renal  impairment  to  avoid  accumulation  of  tetracycline  and 
possible  liver  toxicity.  If  therapy  is  prolonged  under  such 
circumstances,  tetracycline  serum  levels  may  be  advisable. 
In  long  term  therapy  or  with  intensive  treatment  or  in  known 
or  suspected  renal  dysfunction,  periodic  laboratory  evalua- 
tion of  the  hematopoietic,  renal  and  hepatic  systems  should 
be  done.  Formation  of  an  apparently  harmless  calcium  com- 
plex with  tetracycline  in  any  bone  forming  tissue  may  occur. 
Use  of  tetracycline  during  tooth  development  (3rd  trimester 
of  pregnancy,  infancy  and  early  childhood)  may  cause  dis- 
coloration of  the  teeth.  Reversible  increased  intracranial 
pressure  due  to  an  unknown  mechanism  has  been  observed 
occasionally  in  infants  receiving  tetracycline.  Glossitis,  sto- 
matitis, proctitis,  nausea,  diarrhea,  vaginitis  and  definite 
allergic  reactions  occur  rarely.  Severe  anaphylactoid  reac- 
tions have  been  reported  as  due  to  triacetyloleandomycin. 
Photosensitivity  and  photoallergic  reactions  (due  to  the 
tetracycline)  occur  rarely.  Medication  should  be  discon- 
tinued when  evidence  of  significant  adverse  side  effects  or 
reaction  is  present.  Patients  should  be  carefully  observed 
for  evidence  of  overgrowth  of  nonsusceptible  organisms 
including  fungi,  which  occurs  occasionally,  and  which  in- 
dicates this  drug  should  be  discontinued  and  appropriate 
therapy  instituted.  Steps  should  be  taken  to  avoid  masking 
syphilis  when  treating  gonorrhea. 


J.  B.  ROERIG  AND  COMPANY 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-being^ 
Now  York,  N.Y.  10017 
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reserpine 

alone 

won’t 

keep 


Establish  and 
maintain  early, 
more  decisive 
control  of 
blood  pressure 


Cryptenamine  1.0  mg.*  Methyclothiazide  2.5  mg.  Reserpine  0.1  mg. 


When  blood  pressure  won't  stay  down  despite  initial  therapy  — 
when  complaints  of  headache,  fatigue  or  dizziness  are  often  voiced — 
it  may  be  time  for  a change  to  Diutensen-R. 

Diutensen-R  is  thiazide  and  reserpine  plus  cryptenamine  — a rational, 
comprehensive  therapy  to  help  establish  and  maintain  early, 
more  decisive  control  of  blood  pressure. 

The  cryptenamine  in  Diutensen-R  helps  improve  normal  vasodilating 
reflexes  while  the  thiazide  and  reserpine  components  maintain 
vasorelaxant,  sedative,  and  saluretic  benefits.  Cryptenamine  lowers 
pressoreceptor  reflex  thresholds  (which  may  be  abnormally  high  in 
hypertension)  —"resets”  pressoreceptors  to  function  at  more  nearly 
normotensive  levels. 

Early,  more  decisive  control  with  Diut£nsen-R  helps  secure 
continuing  benefits  — may  reduce  or  even  obviate  the  need  for  poorly 
tolerated  drugs  later  in  therapy. 


". . . quite  apart  from  the  problem  of  vascular  damage,  there 
arises  a possibility  of  virtual  ‘cure’  or  remission  of  hypertension 
when  treatment  is  early,  i.e.,  before  too  many  other  secondary 
pressor  systems  have  entered  into  the  disequilibrium  of  pressor  con- 
trol, and  when  it  is  adequately  suppressive.” 

Corcoran,  A.  C.:  The  choice  of  drugs  in  the  treatment  of  hypertension.  In:  Drugs 
of  Choice  1966-67,  W.  Modell,  Ed.,  St.  Louis,  C.  V.  Mosby  Company,  1966,  p.  417. 


Indications:  Diutensen-R  may  be  employed  in  all  grades  of  essential  hypertension. 
Dosages:  Usual  dose  is  1 tablet  twice  daily,  at  morning  and  evening  meals. 
However,  adjustment  of  dosage  to  suit  individual  circumstances  may  be 
required.  Please  refer  to  package  insert  for  full  particulars.  Side  effects  and 
precautions:  The  side  effects  observed  with  patients  on  Diutensen-R  have 
been  of  a mild  and  nonlimiting  nature.  These  include  occasional  urinary  frequency, 
nocturia,  nasal  congestion,  muscle  cramps,  skin  rash,  joint  pains  due  to  gout 
symptoms  and  nausea  and  dizziness  which  have  been  reported  for  the  individual 
components.  Most  of  these  symptoms  disappear  while  the  drug  is  continued  at 
the  same  or  lower  dosage  level.  The  concomitant  use  of  digitalis  and  Diutensen-R 
may  increase  the  possibility  of  digitalis-like  intoxication.  If  there  is 
evidence  of  myocardial  irritability  (extrasystoles,  bigeminy  or  AV  block),  dosage 
of  Diutensen-R  should  be  reduced  or  discontinued  Nocturia  in  patients 
with  marginal  cardiac  status  and  salt  and  fluid  retention  can  be  effectively 
controlled  by  limiting  the  time  of  administration  to  early  afternoon. 

Diutensen-R  should  not  be  used  in  patients  with  a known  intolerance  to  reserpine. 
Package  inserts  furnish  a complete  summary  of  recommended  cautions  related  to 
each  of  the  ingredients  of  Diutensen-R. 

•As  tannate  salts  equivalent  to  130  Carotid  Sinus  Reflex  Units. 


NEISLER 


NEISLER  LABORATORIES,  INC.  • DECATUR,  ILLINOIS 
SUBSIDIARY  OF  UNION  CARBIDE  CORPORATION 


McCracken 

The  regular  meeting  of  the  McCracken  County 
Medical  Society  was  held  at  Boswell’s  Restaurant  on 
September  28  with  Walter  Johnson,  M.  D.,  Paducah, 
president,  presiding. 

Due  to  a conflict  in  his  schedule  Ed  Gall,  M.  D., 
professor  and  chairman  of  the  department  of  pathol- 
ogy, University  of  Cincinnati,  who  was  to  be  the 
guest  speaker  in  the  scientific  portion  of  the  meeting 
was  unable  to  attend. 

In  answer  to  a request  from  Mrs.  Edna  C.  Glenn, 
social  worker,  that  local  doctors  be  appointed  to 
serve  on  the  professional  advisory  council  to  the 
Western  Kentucky  Regional  Mental  Health  and  Men- 
tal Retardation  Advisory  Board,  Doctor  Johnson  ap- 
pointed four  physicians  to  serve  on  this  council  rep- 
resenting the  society.  The  physicians  appointed  are; 
Glenn  Noss,  M.  D.,  William  B.  Haley,  M.  D.,  Win- 
field Stryker,  M.  D.,  and  Frank  B.  Crawford,  Jr., 
M.  D..  all  of  Paducah. 

A letter  from  the  Western  Baptist  Hospital  noti- 
fied the  society  that  the  hospital  continued  to  occupy 
the  position  of  receiving  applications  for  medical  staff 
privileges  from  qualified  physicians,  regardless  of 
race,  color,  creed,  or  national  origin. 

George  H.  Widener  reported  concerning  the  infor- 
mation he  had  on  the  insurance  potential  of  the 


The  application  of  Richard  Blair,  M.  D.,  for  mem- 
bership was  accepted  unanimously.  He  is  in  the 
practice  of  ob-gyn  in  association  with  Leon  Higdon, 
M.  D.,  Harold  Priddle,  M.  D.,  and  Charles  Bohle, 
M.  D. 

James  Harris,  M.  D.,  recently  elected  vice  presi- 
dent of  the  KMA,  reported  on  the  KMA  House  of 
Delegates  meeting.  Doctor  Haley,  who  was  also  a 
delegate,  made  comments. 

Report  of  the  meeting  was  submitted  by  Frank  B. 
Crawford,  Jr.,  M.  D.,  secretary-treasurer. 

KIMA  To  Meet  Dec.  14 

The  Kentucky  Industrial  Medical  Association  will 
meet  at  7:00  P.M.,  Wednesday,  December  14,  at 
Holiday  Inn  NE  on  Brownsboro  Road  in  Louisville. 
Dinner  is  by  reservation. 

Robert  Summer,  M.D.,  Louisville,  will  be  the 
guest  speaker.  For  further  information,  please  contact 
Albert  S.  Irving,  M.D.,  1028  Cherokee  Road,  Louis- 
ville. 

Dr.  Howard  Honored  in  Louisville 

C.  C.  Howard,  M.D.,  Glasgow,  past  KMA  presi- 
dent, is  the  recipient  of  the  Annual  Dearholt  Award 
which  was  presented  to  him  by  the  Mississippi  Val- 
ley Thoracic  (Chest)  Society.  The  group  honored 
Doctor  Howard  at  its  annual  meeting  in  Louisville, 
the  second  week  of  October. 


MEN'S 

SHOP 


...  in  the 

SOUTHERN  OPTICAL  BUILDING,  640 

4th  St.,  between  Broadway  and  Chestnut . . . 
where  a man  is  king.  In  its 
masculine  surroundings,  you’ll  experience 
the  same  comfort  while  being  fitted 
for  glasses  as  you  do  when  being  fitted 
for  clothes. 


’ Optical 


SOUTHERN  OPTICAL  BLDG.,  640  S.  4th^ 
(Midway  between  Broadway  & Chestnut) 
MEDICAL  ARTS  BLOG  . Eastern  Parkway 
ST.  MATTHEWS.  Wallace  Center 
MEDICAL  TOWERS  BLOG  . Floyd  & Gray 
CONTACT  LENSES.  640  S.  4th 


Contact  Lens  and  Artificial  Eye  Service  on  Opthamologist's  Prescription  Only 
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activity  doesn’t 
stop  wdien 
dosage  does 

DECLOMYCIIV 

DEMErHYLCHLOKTETTRACYCLINE 
300 mg  FILM  COATED  TABLETS 

are  made  for  bid. 

Effective  in  a wide  range  of  everyday  infections— respiratory, 
urinary  tract  and  others— in  the  young  and  aged— the  acutely  or 
chronically  ill— when  the  offending  organisms  are 
tetracycline-sensitive. 

Corrtra/nd/caf/on— History  of  hypersensitivity  to 
demethylchlortetracycline. 

Warning— \n  renal  impairment,  usual  doses  may  lead  to 
excessive  systemic  accumulation  and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are  indicated  and,  if 
therapy  is  prolonged,  serum  level  determinations  may  be 
advisable.  A photodynamic  reaction  to  natural  or  artificial 
sunlight  has  been  observed.  Small  amounts  of  drug  and  short 
exposure  may  produce  an  exaggerated  sunburn  reaction  which 
may  range  from  erythema  to  severe  skin  manifestations. 

In  a smaller  proportion,  photoallergic  reactions  have  been 
reported.  Patients  should  avoid  direct  exposure  to  sunlight  and 
discontinue  drug  at  the  first  evidence  of  skin  discomfort. 
Precautions  and  Side  Effects— Overgrowth  of  nonsusceptible 
organisms  may  occur.  Constant  observation  is  essential.  If  new 
infections  appear,  appropriate  measures  should  be  taken. 

Use  of  demethylchlortetracycline  during  tooth  development  (last 
trimester  of  pregnancy,  neonatal  period  and  early  childhood) 
may  cause  discoloration  of  the  teeth  (yellow-grey-brownish). 

This  effect  occurs  mostly  during  long-term  use  but  has  also  been 
observed  in  short  treatment  courses.  In  infants,  increased 
intracranial  pressure  with  bulging  fontanels  has  been  observed. 

All  signs  and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment.  Side  reactions  include  glossitis,  stomatitis, 
proctitis,  nausea,  diarrhea,  vaginitis  and  dermatitis.  If  adverse 
reaction  or  idiosyncrasy  occurs,  discontinue  medication  and 
institute  appropriate  therapy.  Anaphylactoid  reactions 
have  been  reported. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Should 
be  given  1 hour  before  or  2 hours  after  meals,  since  absorption 
is  impaired  by  the  concomitant  administration  of  high  calcium 
content  drugs,  foods  and  some  dairy  products. 

Capsules:  150  mg;  Tablets:  film  coated,  300  mg,  150  mg,  and  75 
mg  of  demethylchlortetracycline  HCI. 

LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


STATEMENT  OF  OWNERSHIP,  MANAGEMENT 
AND  CIRCULATION 

(Act  of  October  23,  1962;  Section  4369, 

Title  39,  United  States  Code) 

1.  Dace  of  Filing:  September  29.  1966. 

2.  Title  of  Publication:  THE  JOURNAL  OF  THE  KENTUCKY 
MEDICAL  ASSOCIATION. 

i.  Frequency  of  issue:  Monthly. 

4.  Location  of  known  office  of  publication:  .S532  Janet  Avenue. 
Louisville.  Jefferson  County.  Kentucky  40205. 


C.  M.  Brand,  M.D.,  Jeffersonville,  Indiana,  has 
entered  practice  in  Frenchburg,  Kentucky,  in  associa- 
tion with  Donald  Graves,  M.D.  Doctor  Brand  will 
do  anesthesiology  and  general  practice.  He  graduated 
from  the  University  of  Louisville  School  of  Medicine 
in  1947.  Doctor  Brand  completed  his  internship  at 
Norfolk  General  Hospital  in  1948,  and  his  residency 
at  the  University  of  Louisville  in  1952.  Until  his 
move  to  Frenchburg,  Doctor  Brand  practiced  in  Lex- 
ington, Kentucky. 


5.  Location  of  the  headquarters  or  general  business  offices  of  the 
publishers:  Same  as  above. 

6.  Names  and  addresses  of  Publisher,  Editor,  and  Managing  Edi- 
tor: Publisher — Kentucky  Medical  Association,  3532  Janet  Ave- 
nue. Louisville.  Ky.,  40205.  Editor — Walter  S.  Coe.,  M.D., 
516  Heyburn  Building.  332  West  Broadway,  Louisville.  Ky., 
40202.  Managing  Editor — J.  P.  Sanford,  3532  Janet  Avenue, 
Louisville,  Ky.,  40205. 

8.  Known  bondholders,  mortgagees,  and  other  security  holders 
owning  or  holding  1 per  cent  or  more  of  total  amount  of  bonds, 
mortgages  or  other  securities:  None. 

9.  Paragraphs  7 and  8 include,  in  cases  where  the  stockholder 
or  security  holder  appears  upon  the  books  of  the  company  as 
trustee  or  in  any  other  fiduciary  relation,  the  name  of  the  per- 
son or  corporation  for  whom  such  trustee  is  acting,  also  the  state- 
ments in  the  two  paragraphs  show  the  affiant’s  full  knowledge 
and  belief  as  to  the  circumstances  and  conditions  under  which 
stockholders  and  security  holders  who  do  not  appear  upon  the 
books  of  the  company  as  trustees,  hold  stock  and  securities  in  a 
capacity  other  than  that  of  a bona  fide  owner.  Names  and  ad- 
dresses of  individuals  who  are  stockholders  of  a corporation  which 
itself  is  a stockholder  or  holder  of  bonds,  mortgages  or  other 
securities  of  the  publishing  corporation  have  been  included  in 
paragraphs  7 and  8 when  the  interests  of  such  individuals  are 
equivalent  to  1 per  cent  or  more  of  the  total  amount  of  the  stock 


or  securities  of  the  publishing  corporation. 

10. 

Average 

No.  copies  Single 

each  issue  issue 

during  nearest 

preceding  filing 

12  months  date 

A.  Total  No.  copies  printed:  3073  3085 

B.  Paid  circulation 

1 . Sales  through  dealers 

and  carriers,  street  vendors 

and  counter  sales:  62  62 

2.  Mail  subscriptions:  2349  2349 

C.  Total  paid  circulation:  2411  241  1 

D.  Free  distribution  including 
samples  by  mail,  carrier, 

or  other  means:  450  460 

E.  Total  distribution:  2861  28“1 

F.  Office  use,  left-over, 

unaccounted,  spoiled  after  printing:  212  214 

G.  Total:  3073  3085 


I certify  that  the  statements  made  by  me  above  are  correct  and 
complete. 

J.  P.  Sanford.  Managing  Editor 


Andrievs  J.  Dzenitis,  M.D.,  is  now  in  practice 
in  Louisville,  in  association  with  Thomas  M.  Mar- 
shall, M.D.,  limiting  his  practice  to  neurosurgery. 
Doctor  Dzenitis  graduated  from  the  Indiana  Uni- 
versity School  of  Medicine  in  1960.  He  was  an  in- 
tern at  Methodist  Hospital,  Indianapolis,  Indiana, 
until  1961,  and  he  did  his  residency  at  the  Indiana 
University  Medical  Center  until  1966. 

A 1965  graduate  of  the  University  of  Kentucky 
College  of  Medicine,  Raymond  D.  Wells,  M.D., 
has  begun  his  general  practice  in  Inez.  Doctor  Wells 
served  his  internship  at  the  Nashville  Baptist  Hos- 
pital, Nashville,  Tenn.  during  the  year  1966. 
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Mrs.  Jack  J.  Martin,  Tompkinsvilel,  1964-65  Presi- 
dent of  the  Woman's  Auxiliary  to  the  Kentucky 
Medical  Association,  participated  in  a panel  before 
the  Woman's  Auxiliary  of  the  AMA  at  its  Conference 
in  Chicago,  October  2-4.  Mrs.  Martin  discussed  the 
Rural  Kentucky  Medical  Scholarship  Fund  and  the 
Scholarship  program  of  the  Woman’s  Auxiliary  to 
the  AMA. 

William  P.  Stone,  Jr.,  M.D.,  has  started  practice 
in  association  with  the  Graves-Gilbert  Clinic,  Bowl- 
ing Green,  limiting  his  practice  to  internal  medicine. 
Doctor  Stone  graduated  from  the  Vanderbilt  Uni- 
versity School  of  Medicine  in  1960.  He  completed 
his  internship  at  the  University  of  Mississippi  Medi- 
cal Center  in  1961,  and  completed  his  residency  at 
the  University  of  Mississippi  in  1963.  Until  coming 
to  Kentucky  he  practiced  in  Jackson,  Mississippi. 

Nelson  B.  Rue,  M.D.,  Bowling  Green,  has  started 
practice  with  the  Graves-Gilbert  Clinic,  limiting  his 
practice  to  general  surgery.  Doctor  Rue  graduated 
from  the  University  of  Louisville  School  of  Medicine 
in  1956.  He  completed  his  internship  at  St.  Elizabeth 
Hospital  in  Dayton,  Ohio,  in  1957,  and  his  residency 
at  Louisville  General  Hospital  in  1958.  Until  the 
present  he  has  been  stationed  at  the  U.S.  Air  Force 
Hospital  in  New  York  City. 

Robert  D.  Wilber,  M.D.  has  begun  his  military  serv- 
ice at  Fort  Knox,  Ireland  Army  Hospital,  working  in 
internal  medicine  and  gastroenterology.  He  graduated 
from  University  of  Kansas  Medical  School  in  1961. 
Doctor  Wilber  completed  his  internship  at  St.  Luke’s 
Hospital,  Kansas  City,  Missouri,  in  1962,  and  his 
residency  at  the  Mayo  Clinic  in  1966,  before  coming 
to  Fort  Knox. 

Richard  A.  Blair,  M.D.,  a native  of  Meade  County 
is  now  practicing  in  association  with  Doctors  Hig- 
don, Priddle,  and  Bohle,  limiting  his  practice  to  ob- 
stetrics and  gynecology.  Doctor  Blair  graduated  from 
the  University  of  Louisville  School  of  Medicine  in 
1959.  He  completed  his  internship  at  SS.  Mary  and 
Elizabeth  Hospital  in  Louisville  in  1961,  his  residency 
at  St.  Joseph’s  Infirmary  in  1963,  and  his  residency 
in  obstetrics  and  gynecology  at  Louisville  General 
Hospital  in  1966. 

Patrick  J.  Serey,  Campton,  Kentucky  general  prac- 
titioner, has  started  practicing  in  association  with 
Paul  E.  Maddox,  M.D.  Doctor  Serey  graduated  from 
the  University  of  Louisville  Medical  School  in  1964. 
He  completed  his  internship  and  residency  training 
at  St.  Vincent's  Hospital,  New  York  City,  in  1966. 
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Charles  Terry,  M.D.,  general  practitioner,  has 
gone  into  practice  in  Irvine.  Doctor  Terry  graduated 
from  Vanderbilt  University  School  of  Medicine  in 
1965  and  he  completed  his  internship  at  the  Uni- 
versity of  Kentucky  in  1966. 

D.  Vertrees  Hollingsworth,  M.D.,  general  practi- 
tioner has  gone  into  practice  in  Georgetown,  in  as- 
sociation with  J.  C.  Cantrill,  M.D.,  and  R.  K.  Brown, 
M.D.  Doctor  Hollingsworth  graduated  from  the  Uni- 
versity of  Cincinnati  College  of  Medicine  in  1963,  and 
he  completed  his  internship  at  Receiving  Hospital,  in 
Detroit,  Michigan,  in  1964. 

John  P.  Blackburn,  M.D.,  Bowling  Green,  has  gone 
into  practice  in  association  with  Richard  F.  Grise, 
M.D.,  limiting  his  practice  to  general  and  thoracic 
surgery.  Doctor  Blackburn  graduated  from  Vanderbilt 
University  Medical  School  in  1958,  and  completed 
his  internship  at  Vanderbilt  in  1959.  He  completed 
his  residency  in  general  surgery  at  the  University  of 
Virginia  in  1964,  and  completed  his  residency  in 
Thoracic  surgery  at  Lahey  Clinic  in  Boston  in  1966. 

John  M.  Reed.  M.D.,  Mayfield  general  practition- 
er, has  moved  to  Florida  where  he  is  a resident  in 
Radiology  at  the  University  of  Florida.  Doctor  Reed 
graduated  from  the  University  of  Louisville  School 
of  Medicine  in  1960. 


Joe  A.  Nichols,  M.D.  has  recently  become  an  as- 
sociate in  general  practice  of  H.  Tod  Smiser,  M.D. 
in  Cynthiana.  Doctor  Nichols,  a 1963  graduate  of 
the  University  of  Louisville  School  of  Medicine,  en- 
tered the  U.S.  Army  in  1964,  where  he  was  stationed 
in  Fairbanks,  Alaska  at  Ft.  Wainwright’s  Bassett 
Army  Hospital.  He  interned  at  Floyd  Hospital, 
Rome,  Ga. 


Wiley  E.  Kozee,  M.D.,  has  started  practice  in  Ash- 
land, limiting  his  practice  to  general  psychiatry.  He 
graduated  from  the  University  of  Louisville  School  of 
Medicine  in  1957.  Doctor  Kozee  completed  his  intern- 
ship at  Spartanburg,  South  Carolina  General  Hospital 
in  1958,  and  he  completed  three  years  of  residency 
in  psychiatry  at  Rollman  Psychiatric  Clinic,  Cincin- 
nati, Ohio,  and  at  the  University  of  Kentucky  Medi- 
cal Center  in  1961.  He  previously  had  a general 
practice  in  Catlettburg,  Kentucky. 


Robert  Hyde,  M.D.,  general  practitioner,  has 
started  practice  in  Eddyville.  He  graduated  from  the 
University  of  Louisville  School  of  Medicine  in  1963. 
Doctor  Hyde  completed  his  internship  at  St.  Elizabeth 
Hospital,  Dayton,  Ohio,  in  1967.  He  was  previously 
a physical  therapist  and  worked  for  three  years  at  the 
Rehabilitation  Center  in  Louisville.  Doctor  Hyde 
practiced  in  Winchester,  Kentucky  before  going  to 
Eddyville. 
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Now 

b.i.d.  convenience 

plus 

even  greater  patient  savings 
over  g._Ld.  tetracycline  therapy 

/ plus  all  the  advantages  of  \ 

^tetracycline  phosphate  complexy 

newTetrex  bid  O^PS 

(tetracycline  phosphate  complex) 


Maximum  patient  savings.  New 

_^CAPS  now  enable  you  to  pre- 
scribe tetracycline  in  an  even  more 
economical,  more  convenient 
form.  Your  patient's  prescription 
dollar  gets  maximum  value:  a 
daily  bidCAPS  dose  is  priced  lower 
than  any  other  leading  brand  of 
tetracycline— b.i.d.  or  q.i.d. 

Well  tolerated.  Tetrex  (tetracy- 
cline phosphate  complex)  is  well 
tolerated.  Gastrointestinal  side 
effects  are  few;  photodynamic 
reactions  are  extremely  rare. 


More  of  the  active  antibiotic  in 
the  blood.  The  basic  tetracycline 
in  Tetrex  (tetracycline  phosphate 
complex)  is  less  bound  to  serum 
protein  than  is  demethylchlortet- 
racycline.’  Result:  Tetrex  (tetracy- 
cline phosphate  complex)  pro- 
vides a higher  percentage  of 
active  antibiotic  in  the  blood. 

Available  in  bottles  of  16  and  50. 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Compony 
Syracuse,  New  York 


BRISTOL  THERAPEUTIC  SUMMARY:  For  complete  infer- 
motion  consult  Officio!  Package  Circular,  /ndicotions: 
Infections  of  respiratory,  gostrointestinol  and  genito- 
urinary trocts  and  skin  and  soft  tissues  due  to  tetra- 
cycline-sensitive organisms.  Contraindications:  The  drug 
is  contraindicated  in  individuals  hypersensitive  to  tetra- 
cycline. Warnings:  Photodynamic  reactions  have  been 
produced  by  tetracyclines.  Natural  and  ortificial  sun- 
light should  be  avoided  during  therapy.  Stop  treatment 
if  skin  discomfort  occurs.  With  renol  impairment,  sys- 
temic accumulation  ond  hepatotoxicity  may  occur.  In 
this  situation,  lower  doses  should  be  used.  Tooth  stoin- 
ing  and  enamel  hypoplasia  may  be  Induced  during 
tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  childhood).  Precout/ons.-  Mycotic  or  bac- 
terial superinfection  may  occur.  Infants  may  develop  in- 
creased intracranial  pressure  with  bulging  fontanels.  In 
gonorrheal  therapy,  serologic  tests  for  syphilis  should 
be  conducted  initially  and  monthly  for  3 months.  Adverse 
Reactions:  Glossitis,  stomatitis,  nousea,  diarrheo,  flatu- 
lence, proctitis,  vaginitis,  dermatitis  and  allergic  reoc- 
tions  may  occur.  L/suof  Aduit  Dose:  500  mg.  b.i.d. 
Continue  therapy  for  10  days  in  beta-hemolytIc  strep- 
tococcal infections.  Administer  on§  hour  before  or  two 
hours  after  meals. 

Reference:  1.  Roberts,  C.  E.,  Jr.;  Perry,  D.  M.;  Kuhoric, 
H.  A.,  ond  Kirby,  W.  M.  M.:  A.  M.  A.  Arch.  Int.  Med. 
707:204  (Feb.)  1961. 


BRISTOL 


*bidCAPS  is  a frodemark  of  Bristol  loborotories.  Division  of  Bristol-Myers  Company,  for  its  brands 
of  twice-o-doy  capsules.  Each  Tetrex  bidCAP  contains  Tetrex  (tetracycline  phosphate  complex) 
equivalent  to  500  mg.  tetracycline  HCI  activity. 


only  one  in  the  morning  C 


and  one  in  the  evening  ( ) 


Continuing  Educational  Opportunities 

From  The 

KMA  Postgraduate  Medical  Education  Office 


SEND  IN  MEETING  INFORMATION 

Many  medical  organizations  are  setting  dates  for 
their  winter  and  spring  meetings.  At  the  same 
time  they  are  choosing  the  topics  to  be  discussed, 
arranging  for  speakers  and  planning  programs. 

The  Continuing  Medical  Education  office  of  the 
Kentucky  Medical  Association  would  like  to  urge 
these  societies  and  organizations  to  notify  this  of- 
fice of  these  dates  and  topics  so  they  can  be  added 
to  the  "Continuing  Education  Opportunities”  calen- 
dar in  The  Journal.  In  this  way  conflicts  in  dates 
can  be  avoided  and  a wider  audience  can  be  in- 
formed of  these  upcoming  meetings. 

Please  send  such  information,  when  available, 
to  the  KMA  Continuing  Medical  Education  Office, 
3532  Janet  Avenue,  Louisville,  Ky.,  40205. 


IN  KENTUCKY 


DECEMBER 


15 

Norton  Memorial  Infirmary  Annual  Semi- 
nar, Norton’s,  Louisville 

JANUARY 

19 

KAGP  Northern  Kentucky  Seminar,  Holi- 
day Inn.  Cincinnati  South,  So.  Ft.  Mitchell, 
Kentucky 

IN  SURROUNDING  STATES 

NOVEMBER 

14-17 

Southern  Medical  Association,  Washington 
Hilton  Hotel,  Washington,  D.C. 

26-27 

American  College  of  Chest  Physicians. 
Flamingo  Hotel,  Las  Vegas 

27 

National  Conference  on  the  Medical  As- 
pects of  Spots,  Caesar’s  Palace,  Las  Vegas 

28-30 

Radiological  Society  of  North  America, 
The  Dunes,  Las  Vegas 

27- 

Radiological  Society  of  North  America, 

Dec.  2 

Palmer  House,  Chicago 

DECEMBER 

3-8  American  Academy  of  Dermatology, 

American  Hotel,  Bal  Harbour,  Fla. 

6-8  Southern  Surgical  Association,  Boca  Raton 

Hotel  and  Club,  Boca  Raton,  Fla. 

8-10  Society  for  Cyro-Ophthalmology  (1st.  An- 

nual Clinical  Meeting),  Dunes  Hotel,  Las 
Vegas 

JANUARY 

14- 19  American  Academy  of  Orthopaedic  Sur- 

geons, Civic  Auditorium,  San  Francisco 

23-25  Society  of  Thoracic  Surgeons,  Muehlback 
Hotel,  Kansas  City,  Mo. 

31-  American  College  of  Radiology,  Los  An- 

Feb.  4 geles 

FEBRUARY 

8- 10  American  Academy  of  Occupational  Medi- 

cine, San  Francisco  Hilton  Hotel,  San 
Francisco 

9- 15  Congress  on  Medical  Education,  Palmer 

House,  Chicago 

15- 19  American  College  of  Cardiology,  Wash- 

ington Hilton  Hotel,  Washington,  D.C. 

26-  American  Society  of  Clinical  Pathologists, 

March  4 Dunes  Hotel,  Las  Vegas 


Kentucky,  near  Louisville:  General 
practice  and  choice,  small  licensed 
hospital  and  residence;  NO  DOWN 
PAYMENT;  practice  free,  building 
and  equipment  on  terms  less  than 
rent;  grossing  over  $40,000  part  time; 
owner  ill;  Richard  Gregory,  Bass  & 
Weisberg  Realtors,  3411  Bardstown 
Road,  Louisville,  Kentucky,  phone 
459-1921. 


1076 


This  “case  history”  runs  to  some  10,000  pages 


This  is  a typical  “case  history"  of  one  new  drug -or, 
rather,  a proposed  new  drug  — assembled  for  submis- 
sion to  the  U.S.  Federal  Food  and  Drug  Administration. 
These  volumes  are  the  result  of  several  years’  work  by 
thousands  of  professional  and  skilled  personnel  in 
just  one  pharmaceutical  company's  research  labora- 
tories, and  by  hundreds  of  physicians  in  medical 
schools,  hospitals,  and  private  practice.  They  cover 
every  aspect  of  experience  with  this  proposed  new 
agent  from  chemical  laboratory  to  clinic,  from  mouse 
to  man.  Each  volume  could  conceivably  represent 
hundreds  of  thousands  of  dollars  of  financial  invest- 


ment, countless  hours  of  human  effort.  This  veritable 
mountain  of  data  stands  behind  every  new  agent 
offered  to  you  by  pharmaceutical  manufacturers  — a 
reassuring  testimonial  to  the  efficacy,  safety  and 
purity  of  the  drugs  you  will  prescribe  today  to  lower 
the  cost  of  disease  to  your  patients. 

Pharmaceutical 
Manufacturers  Association 
Pharmaceutical 
Advertising  Council 

1155  Fifteenth  St..  N.  W.,  Washington,  D C.  20005 


This  message  is  brought  to  you  as  a 
courtesy  of  this  publication  on  behalf  of  the 
producers  of  prescription  drugs. 


KENTUCKY  MEDICAL  ASSOCIATION 


BOARD  OF  TRUSTEES— 1966-1967 

Officers 


ROBERT  E.  PENNINGTON,  London 

GEORGE  F.  BROCKMAN,  Greenville  

EVERETT  H.  BAKER,  1169  Eastern  Parkway,  Louisville 
ROY  H.  MOORE,  JR.,  1201  Heyburn  Building,  Louisville 

JAMES  C.  CANTRILL,  Georgetown  

JAMES  A.  HARRIS,  Paducah  

HENRY  B.  ASMAN,  1169  Eastern  Parkway,  Louisville 

KEITH  P.  SMITH,  Corbin 
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Delegates  to  the  A.M.A. 
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Dec. 

31, 
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CHARLES  G.  BRYANT,  1169  Eastern  Parkway,  Louisville  (Alternate) 
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1, 

1965- 

Dec. 

31, 
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JOHN  C.  QUERTERMOUS,  Murray 

Jan. 

1, 

1966- 

Dec. 

31, 

1967 

WILLIAM  W.  HALL,  Mayfair  Square,  Owensboro 

(Alternate)  
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1966 
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31, 

1967 

CHARLES  C.  RUTLEDGE,  Hazard 
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1966- 

-Dec. 

31, 

1967 
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Buyers  Guide 

JOURNAL  OF  THE  KMA  BUYERS  GUIDE  FOR  OCTOBER,  1966 


Abbott  Laboratories  1 031  >1 032-1 033 

Ames  Company  1079 


Bass  and  Weisberg  Realtors  1076 

Breon  Laboratories  1018 

Bristol  Laboratories  1 01 1 -1 039-1 074-1 075 

Burroughs  Wellcome  1007 


Coca-Cola  Company  

Dorsey  Labs 

Geigy  Pharmaceuticals  . . . . 
General  Leasing  Corporation 


984 

965-966-967-968-969-1 01 0 
1052  to  1060 

953-1043 

1049 


Highland  Hospital  

Hynson,  Westcott  & Dunn!ng 

Kendall  Company  

Lakeside  Laboratories  .... 

Lederle  Laboratories  

Eli  Lilly  & Company  


1062 

947 

964 

. 971-973-974-975-977-978 
979-981 

954-1 01  5-1 022-1 023-1 050-1 061 
1069-1070 
988 


Medical  Protective  Company  984 

Merck,  Sharp  & Dohme  950-951-1072-1073 

Wm.  S.  Merrell  Company  958-959 

Neisler  Laboratories  1066-1067 

New  Castle  Sonitarium  1063 

Parke,  Davis  & Company  946 

Wm.  P.  Poythress  & Company  1033 

Pitmon-Moore  1019 


A.  H.  Robins  Company  955-956-957-985-986-1044-1045-1046 

Roche  Laboratories  1080 

J.  B.  Roerig  Company  1064-1065 

Searle  Laboratories  1008-1009 

Smith  Kline  & French  1041 

Southern  Optical  1068 

E.  R.  Squibb  & Sons  970-987-1051 

Syntex  960-961  -1 036-1 037 

Walker  Labs 1029 

Warner-Chilcott  Labs 962-963-982-983 

Winthrop  Labs 

Wyeth  Lobs 1 020-1 021 
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GLUCOLA 

Carbonated  Preparation  for 
Carbohydrate  Tolerance  Tests 

NEW 


For  use  in  glucose 
tolerance  tests 
In  preference  to  the 
postprandial  test  meal 


i 


Glucola' 

etiNo 

PREPAR4TI0N 
FOR  GLUCOSE 
TOlERfiNCE  TEST 

fHCKI  f>£»0mc 


A NEW  SOLUTION  FOR  AN  OLD  PROBLEM 

Ready  to  use  • Pleasant  tasting  cola  flavor  • Well  tolerated 

A 7-ounce  bottle  of  Glucola  provides  a liquid  oral  loading  dose  equivalent  to 
75  Gm.  of  glucose*  for  carbohydrate  tolerance  testing.  Glucola  avoids  the 
nausea  that  frequently  results  from  lingering  sweet  laboratory  preparations, 
and  the  occasional  emesis  that  necessitates  rescheduling  the  test.  With 
Glucola,  no  time  is  lost  weighing  and  mixing  glucose  “cocktails”— only  a 
bottle  opener  is  needed.  7 53  (B2)6-, 

*The  rapidly  hydrolyzable  saccharides  in  this  formulation  assure  optimum  absorption  and  glucose 
levels  comparable  to  those  obtained  with  a 100  Gm.  loading  dose 

Available  through  your  regular  supplier: 
cartons  of  12  7-oz  bottles  (6  bottles 
per  pack,  2 packs  per  carton). 


Ames  Company,  Inc. 
Elkhart,  Indiana 
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when  anxiety 
is  part  of  the 

clinical  pictnre 


Librinm 

(chlordiazepoxide  HCl) 


Before  prescribing,  please  consult  complete  product  information,  a summary  of  which  follows: 
Contraindications:  Patients  with  known  hypersensitivity  to  the  drug. 


Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants. 
Warn  against  hazardous  occupations  requiring  complete  mental  alertness.  Use  caution  in  adminis- 
tering to  addiction-prone  patients  or  those  who  might  increase  dosage;  withdrawal  symptoms 
(including  convulsions),  following  discontinuation  of  the  drug  and  similar  to  those  seen  with 
barbiturates,  have  been  reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women  of  child- 
bearing age  requires  that  its  potential  benefits  be  weighed  against  its  possible  hazards. 

Precautions:  In  elderly  and  debilitated  and  in  children  over  five,  limit  dosage  to  smallest  effective 
amount,  increasing  gradually  as  needed  and  tolerated.  In  general,  concomitant  use  with  other 
psychotropics  is  not  recommended.  Paradoxical  reactions  have  been  reported  in  psychiatric  patients 
and  hyperactive  aggressive  children.  Variable  effects  on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral  anticoagulants;  causal  relationship  has  not  been 
established  clinically.  Observe  usual  precautions  in  presence  of  impaired  renal  or  hepatic  function, 
impending  depression  and  suicidal  tendencies. 

Adverse  reactions:  Drowsiness,  ataxia  and  confusion  may  occur,  especially  in  elderly  and  debilitated. 
These  are  reversible  in  most  instances  by  proper  dosage  adjustment,  but  are  also  occasionally 
observed  at  the  lower  dosage  ranges.  Syncope  occurs  rarely.  Also  encountered  are  isolated  instances 
of  skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea  and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased  libido  — all  infrequent  and  generally  controlled  with  dosage 
reduction;  changes  in  EEC  patterns  (low-voltage  fast  activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranulocytosis,  jaundice  and  hepatic  dysfunction)  may  develop 
occasionally,  making  periodic  blood  counts  and  liver-function  tests  advisable  during  protracted 
therapy.  Individual  maintenance  dosages  should  be  determined. 


Dosage:  Ora/  — Adults:  Mild  to  moderate  anxiety  and  tension,  5 or  10  mg  t.i.d.  or  q.i.d.; 
severe  states,  20  or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to  q.i.d. 
Supplied:  Capsules,  5 mg,  10  mg  and  25  mg  — bottles  of  50. 

Roche  Laboratories  • Division  of  Hoffmann-La  Roche  Inc  • Nutley,  N.J.  07110 
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Blue  Dot  Infection  of  the  Scalp  in  Two  Brothers 

Ullin  W.  Leavell,  Jr.,  M.D.,  Elon  B.  Tucker,  M.A.,  and 
Rudolph  Muelling,  M.D. 


Surgery  of  Venous  Stasis  Ulcers 

Giles  L.  Stephens,  M.D.,  and  Harold  Faulconer,  M.D. 

Digest  of  Proceedings,  1966  House  of  Delegates 


Complels  Contents  on  Page  1084 


KMA  1967  interim  Meeting — April  19  and  20 

Ken-Bar  Inn,  Gilbertsville 


some 
allergens 
are  red... 

• i:' 


whatever  their 
color,  shape, 
or  size... 


Benadryl 

(diphenhydramine 

hydrochloride) 

PARKE-DAVIS 

for  control  of 
allergic  symptoms 


Whether  the  allergen  is  red  and  round,  or  unseen 
and  unknown,  BENADRYL  provides  relief  of 
symptomatic  distress  through  its  antihistaminic 
and  antispasmodic  actions.  PRECAUTIONS: 
Persons  who  have  become  drowsy  on  this  or 
other  antihistamine-containing  drugs,  or  whose 
tolerance  is  not  known,  should  not  drive  vehicles 
or  engage  in  other  activities  requiring  keen 
response  while  using  this  product.  Hypnotics, 
sedatives,  or  tranquilizers  if  used  with 
BENADRYL  should  be  prescribed  with  caution 


because  of  possible  additive  effect.  Diphenhy- 
dramine has  an  atropine-like  action  which  should 
be  considered  when  prescribing  BENADRYL. 

SIDE  EFFECTS:  Side  reactions,  commonly  asso- 
ciated with  antihistaminic  therapy  and  generally 
mild,  may  affect  the  nervous,  gastrointestinal,  and 
cardiovascular  systems.  Most  frequent  reactions 
are  drowsiness,  dizziness,  dryness  of  the  mouth, 
nausea,  and  nervousness.  BENADRYL  is  available 
in  Kapseals®  of  50  mg.  and  Capsules  of  25  mg.  ooses 


PARKE-DAVIS  (]()() 


PARK£,  DAVIS  A COMPANY,  DMroit.  Michigan  48232 


Lactinex 


TABLETS  & GRANULES 


LACTINEX  contains  a standardized  viable 
mixed  culture  of  Lactobacillus  acidophilus 
and  L.  hulgaricus  with  the  naturally 
occurring  metabolic  products  produced 
by  these  organisms. 

LACTINEX  was  introduced  to  help 
restore  the  flora  of  the  intestinal  tract 
in  infants  and  adults. 

LACTINEX  has  also  been  shown  to  be 
useful  in  the  treatment  of  fever 
blisters  and  canker  sores  of 
herpetic  origin.^-®’^’® 

No  untoward  side  effects  have  been 
reported  to  date. 

Literature  on  indications  and  dosage 
available  on  request. 


HYNSON,  WESTCOTT 
& DUNNING,  INC. 


BALTIMORE,  MARYLAND  21201 


References:  (1)  Siver,  R.  H.:  CMD,  21:109,  September 
1954.  (2)  Frykman,  H.  H.:  Minn.  Med.,  35:19-27, 
January  1955.  (3)  McGivney,  J.:  Tex.  State  Jour.  Med., 
57:16-18,  January  1955.  (4)  Quehl,  T.  M.:  Jour,  of 
Florida  Acad.  Gen.  Prac.,  75:15-16,  October  1965.  (5) 
Weekes,  D.  J.:  N.Y.  State  Jour.  Med.,  58:2672-2673, 


August  1958.  (6)  Weekes,  D.  J.:  EENT  Digest, 
25:47-59,  December  1963.  (7)  Abbott,  P.  L.:  Jour.  Oral 
Surg.,  Anes.,  & Hosp.  Dental  Serv.,  310-312,  July  1961. 
(8)  Rapoport,  L.  and  Levine,  W.  I.:  Oral  Surg.,  Oral 
Med.  & Oral  Path.,  20:591-593,  November  1965. 
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When  the  stagnant  sinus 
must  be  drained... 


In  the  common  cold,  Neo-Synephrine  is  unsur- 
passed for  reducing  nasal  turgescence.  It  stops 
the  stuffy  feeling  at  once.  It  opens  sinus  ostia  to 
re-estabiish  drainage  and  lessen  the  chance  of 
sinusitis.  With  Neo-Synephrine,  in  the  concentra- 
tions most  commonly  used,  decongestion  lasts 
long  enough  for  extended  breathing  comfort, 
without  endangering  delicate  respiratory  tissue. 
Systemic  side  effects  are  virtually  unknown. 
There  is  little  rebound  tendency. 


Winthrop  Laboratories,  New  York,  N.Y.  10016 


l^/nfhrop 


Brand  of  phenylephrine  hydrochloride 


is  available  in  a variety  of  forms, 
for  all  ages: 

V»*/o  solution  for  infants 

V4®/o  solution  for  children  and  adults 

V4®/o  pediatric  nasal  spray  for  children 

Vj“/o  solution  for  adults 

V2V0  nasal  spray  for  adults 

Vj“/o  jelly  for  children  and  adults 

1 ®/o  solution  for  adults  (resistant  cases) 

Also  NTZ®  Solution  or  Spray 
Antihistamine-decongestant 


SPECIALIZED  FACILITIES 
FOR  CUSTODIAL 
GERIATRIC  PATIENTS 

We  have  a limited  number  of  facilities  available 


With  the  increased  demand  for  geriatric  facilities,  The 
Emerson  A.  North  Hospital  is  uniquely  qualified  to  offer 
specialized  advantages  not  found  in  nursing  homes: 


Specialized  medical  staff,  including: 

• Full  time  medical  director 

• 24  hour  medical  coverage  by  both  physicians 

and  registered  nurses 

• Recreational  therapist 

• Occupational  therapist 

• Psychiatric  nursing 

Classification  of  patients  for  both  acute  and  geriatric  cases: 

• 4 classifications  for  male  patients 

• 5 classifications  for  female  patients 


Beautiful  setting  in  40  acres  of  private  estate  grounds 
Cheerful  home-like  surroundings 

In  addition  to  geriatric,  we  still  have  complete  facilities  for 
psychiatric  cases  of  all  ages — as  a fully  accredited  private 
psychiatric  hospital. 

CHARLES  W.  MOCKBEE,  M.D.  E.  F.  ACKDOE,  M.D.  ELLIOTT  OTTE 

Medical  Director  Associate  Medical  Director  President 


ISABELLE  OAULTON,  R.N, 
Director  of  Nursing 


GRACE  SPINDLER,  R.N. 
Associate  Director  of  Nursing 


ALLEN  A.  ZOBAY 
Business  Administrator 


Call  or  write 

for  complete  information 

and  rate  card. 


OVER  92  YEARS  OF  DEDICATED  MEDICAL  EXPERIENCE 


Approved  by  Joint  Commission  of  Accreditation  of  Hospitals 
5642  Hamilton  Avenue,  Cincinnati,  Ohio  45224  • Telephones:  541-0135,  541-0136 
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brings 
peace  to  the 
hyperactive 
colon 


CANTIL 

(mepenzolate  bromide) 


helps  restore  normal  motility  and  tone 


"In  40  of  44  cases  of  irritable  or  spastic 
colon,  Cantil  [mepenzolate  bromide]  or 
Cantil  with  Phenobarbital  reduced  or 
abolished  abdominal  pain,  diarrhea  and 
distention  and  promoted  restoration 
of  normal  bowel  function  ...  Cantil 
[mepenzolate  bromide]  proved  to  be 
singularly  free  of  anticholinergic  side- 
effects  . . . Urinary  retention,  noted  in 
two  cases  was  eliminated  in  one  by  re- 
ducing dosage."' 


LAKESIDE 


IN  BRIEF:  One  or  two  tablets  three  times  a day  and  one  or 
two  at  bedtime  usually  provide  prompt  relief.  Cantil  with  Phe- 
nobarbitai  may  be  prescribed  if  sedation  is  required. 

Dryness  of  the  mouth  or  blurring  of  vision  may  occur  but  it  is 
usually  mild  and  transitory.  Urinary  retention  is  rare.  Caution 
should  be  observed  in  prostatic  hypertrophy— withhold  in  glau- 
coma. Cantil  with  Phenobarbital  is  contraindicated  in  patients 
sensitive  to  phenobarbital. 

Supplied:  CANTIL  (mepenzolate  bromide)— 25  mg.  per  scored 
tabiet.  Bottles  of  100  and  250.  CANTIL  with  PHENOBARBITAL 
—containing  in  each  scored  tablet  16  mg.  phenobarbital  (warn- 
ing: may  be  habit  forming)  and  25  mg.  mepenzolate  bromide. 
Betties  of  100  and  250. 

1.  Riese,  J.  A.:  Amer.  J.  Gastroent.  28:541  (Nov.)  1957 
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DACTILASE® 

Each  tablet  contains: 

Dactil®  (piperidolate  hydrochloride),  50  mg.; 
Standardized  cellulolytic*  enzyme,  2 mg.; 
Standardized  amylolytic  enzyme,  15  mg.; 
Standardized  proteolytic  enzyme,  10  mg.; 
Pancreatin  3X**  (source  of  lipolytic  activity), 

100  mg.;  Taurocholic  acid,  15  mg. 

•Need  In  human  nutrition  not  established. 

••As  acid  resistant  granules  equivalent  in  activity  to  300  mg.  Pancreatin  N.F. 


In  chronic  or  acute  indigestion,  fluttery, 
gassy  stomachs  obtain  prompt,  gratifying 
relief  through  the  antispasmodic,  surface 
anesthetic  and  enzymatic  activity  of 
Dactilase.  Dactilase  decreases  hypermotility 
and  pain  and  reduces  the  production  of 
gas.  Dactilase  does  not  induce  stasis,  but 
helps  restore  normal  tone.  It  has  little  or  no 
effect  on  enzyme  secretions,  but  adds 
enzymes,  thus  contributing  to  the  digestive 
efficiency  of  the  patient. 

Side  Effects  and  Contraindications: 

Dactilase  is  almost  entirely  free  of  side 
effects.  However,  it  should  be  withheld 
in  glaucoma  and  in  jaundice  due  to 
complete  biliary  obstruction. 

Administration  and  Dosage:  One  tablet 
with,  or  immediately  following,  each  meal. 
Tablets  should  be  swallowed  whole. 

Supplied:  Bottles  of  60  and  250. 

LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 
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For  cold  hands  and  feet,  nothing 
beats  hot  stoves— but  they  are 
awkward  to  carry  around.  Now 
Gerilid,  in  good-tasting  take-along 
chewable  tablets  can  provide 
rapid  vasodilation  of  peripheral 
circulation,  bringing  real  warmth 
to  the  extremities  and  decreasing 
sensitivity  to  sudden  temperature 
change.  Patients  like  Gerilid  and 
know  they  are  getting  relief. 


GERILID 


Each  chewable  tablet  contains: 
nicotinic  acid  (niacin)  75  mg.  and 
aminoacetic  acid  (glycine)  750  mg. 

Administration  and  Dosage:  One  or  two 
chewable  tablets  3 times  a day  before 
meals.  If  flushing  is  objectionable,  dosage 
may  be  lowered.  However,  tolerance  to 
flushing  usually  develops  without  loss  of 
efficacy  in  regard  to  vasodilation.  The 
recommended  dosage  should  not 
be  exceeded. 

Side  effects:  Occasional  lightheadedness 
or  transient  itching  which  may  disappear 
with  continued  use.  There  are  no  known 
contraindications:  however,  caution  is 
advised  when  there  is  a concomitant 
administration  of  a coronary  vasodilator. 

Supplied : Packages  of  50  chewable  tablets. 

Also  available  in  liquid  form  as 
Geriliquid®,  in  bottles  of  8 and  16  ounces. 

LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin 53201 
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MESSAGE 
FROM  THE 
PRESIDENT 


1 


With 


the 


approach  of  the 
Christmas  season  we  take  stock 
of  our  many  blessings  and  take  time 
to  renew  old  friendships  and  enjoy  the 
holidays  with  relatives  and  friends  . . . 

It  is  a time  of  prayer  . . . meditation  . . . 
and  hope  for  "Peace  on  Earth — Good- 
will Toward  Men".  It  is  a time  for  rejoicing 
and  for  contemplating  the  accomplish- 
ments of  the  past  and  for  looking  forward 
to  the  future.  May  your  holidays  be  joyous  and 
the  new  year  bring  much  happiness  to  you  and  yours. 


Season's 


Greetings 
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In  fact,  there's  as  much  iron. ..250  mg.  ' • 

...in  a 5 cc.  ampul  of  Imferon  (iron  dextran 

injection)  as  in  a pint  of  whole  blood.  i 

When  iron  deficient  patients  are  intolerant 

of  oral  iron. ..or  orally  administered  iron  i 

proves  ineffective  or  impractical .. .or  if  i 

the  patient  cannot  be  relied  upon  to  take  oral 

iron  as  prescribed,  Imferon  (iron  dextran 

injection)  dependably  increases  hemoglobin 

and  rapidly  replenishes  iron  reserves. 


IMFERON® 

(iron  dextran  injection) 

IN  BRIEF:  ACTION  AND  USES:  A single  dose  of  Imferon 
(iron  dextran  injection)  will  measurably  begin  to  raise  hemo- 
globin and  a complete  course  of  therapy  will  effectively  rebuild 
iron  reserves.  The  drug  is  indicated  only  for  specifically- 
diagnosed  cases  of  iron  deficiency  anemia  and  then  only  when 
oral  administration  of  iron  is  ineffective  or  impractical.  Such 
iron  deficiency  may  include;  patients  in  the  last  trimester  of 
pregnancy;  patients  with  gastrointestinal  disease  or  those  re- 
covering from  gastrointestinal  surgery;  patients  with  chronic 
bleeding  with  continual  and  extensive  iron  losses  not  rapidly 
replenishable  with  oral  iron;  patients  intolerant  of  blood  trans- 
fusion as  a source  of  iron;  infants  with  hypochromic  anemia; 
patients  who  cannot  be  relied  upon  to  take  oral  iron. 
COMPOSITION;  Imferon  (iron  dextran  injection)  is  a well- 
tolerated  solution  of  iron  dextran  complex  providing  an  equiva- 
lent of  50  mg.  in  each  cc.  The  solution  contains  0.9%  sodium 
chloride  and  has  a pH  of  5.2-6.0.  The  10  cc.  vial  contains  0.5% 
phenol  as  a preservative. 

ADMINISTRATION  AND  DOSAGE:  Dpsage,  based  upon 
body  weight  and  Gm.  Hb/100  cc.  of  blood,  ranges  from  0.5  cc. 
in  infants  to  5.0  cc.  in  adults,  daily,  every  other  day,  or  weekly. 
Initial  test  doses  are  advisable.  The  total  iron  requirement  for 
the  individual  patient  is  readily  obtainable  from  the  dosage 
chart  in  the  package  insert.  Deep  intramuscular  injection  in 
the  upper  outer  quadrant  of  the  buttock,  using  a Z-track 
technique,  (with  displacement  of  the  skin  laterally  prior  to 
injection),  insures  absorption  and  will  help  avoid  staining  of 
the  skin.  A 2-inch  needle  is  recommended  for  the  adult  of 
average  size. 

SIDE  EFFECTS:  Local  and  systemic  side  effects  are  few. 
Staining  of  the  skin  may  occur.  Excessive  dosage,  beyond  the 
calculated  need,  may  cause  hemosiderosis.  Although  allergic 
or  anaphylatoid  reactions  are  not  common,  occasional  severe 
reactions  have  been  observed,  including  three  fatal  reactions 
which  may  have  been  due  to  Imferon  (iron  dextran  injection). 
Urticaria,  arthralgia,  lymphadenopathy,  nausea,  headache  and 
fever  have  occasionally  been  reported. 

PRECAUTIONS:  If  sensitivity  to  test  doses  is  manifested,  the 
drug  should  not  be  given.  Imferon  (iron  dextran  injection)  must 
be  administered  by  deep  intramuscular  injection  only.  Inject 
only  in  the  upper  outer  quadrant  of  the  buttock,  not  in  the  arm 
or  other  exposed  area. 

CONTRAINDICATIONS:  Imferon  (iron  dextran  injection)  is 
contraindicated  in  patients  sensitive  to  iron  dextran  complex. 
Since  its  use  is  intended  for  the  treatment  of  iron  deficiency 
anemia  only  it  is  contraindicated  in  other  anemias. 
CARCINOGENICITY  POTENTIAL:  Using  relatively  massive 
doses.  Imferon  (iron  dextran  injection)  has  been  shown  to 
produce  sarcoma  in  rats,  mice  and  rabbits  and  possibly  in 
hamsters,  but  not  in  guinea  pigs.  The  risk  of  carcinogenesis, 
if  any  in  man,  following  recommended  therapy  with  Imferon 
(iron  dextran  injection)  appears  to  be  extremely  small. 
SUPPLIED:  2 cc.  ampuls,  boxes  of  10;  5 cc.  ampuls,  boxes 
of  4;  10  cc.  multiple  dose  vials. 
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METAHYDRIN  (trichlormethiazide) 
is  prescribed  by  physicians  because  it 
not  only  approximates  the  diuretic 
efficacy  of  parenteral  meralluride 
injection  . . . but,  it  is  the  least  expensive 
of  all  "brand-name”  thiazides.  Therefore, 
when  you  prescribe  METAHYDRIN 
(trichlormethiazide)  your  patients  receive 
the  thiazide  diuretic  that  removes  a little 
more  salt  and  water  than  earlier 
thiazides,  with  relatively  less  loss  of 
potassium  . . . and,  it's  therapy  they  can 
more  easily  afford  . . . only  pennies  a day. 


SAVES 

LIVES 

SAVES 

MONEY 

WASTES 

WATER 


METAHYDRIN’ 

(trichlormethiazide) 

oral  diuretic 

Dosage:  One  2 or  4 mg.  tablet 
once  or  twice  daily. 

Precautions:  As  with  all  effective 
diuretics,  vigorous  therapy  may  produce 
electrolyte  depletion.  Patients  with 
severely  reduced  renal  function  should 
be  observed  carefully  since  thiazides 
may  be  contraindicated.  Care  should 
be  taken  with  patients  predisposed  to 
diabetes  or  gout.  Patients  with  a 
tendency  to  potassium  deficiency,  as  in 
hepatic  cirrhosis  or  diarrheal  syndromes, 
or  those  under  therapy  with  digitalis, 
ACTH,  or  certain  adrenal  steroids,  also 
should  be  watched  carefully. 

Side  Effects:  Nausea,  flushing, 
constipation,  skin  rash,  muscle  cramps 
and  gastric  discomfort  have  occasionally 
been  noted;  rarely  thrombocytopenia 
and  bone  marrow  depression, 
photosensitivity,  cholestatic  jaundice, 
pancreatitis,  perimacular  edema,  gout 
and  diabetes  have  been  caused  by 
the  administration  of  thiazides. 
Contraindications:  Complete  renal 
shutdown;  rising  azotemia  or 
development  of  hyperkalemia  or 
acidosis  in  severe  renal  disease; 
demonstrated  hypersensitivity. 

How  Supplied:  Bottles  of  100  and 
1000  tablets. 
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Metatensin  lowers  blood  pressure  and 
keeps  It  low— effectively  and 
economically.  It  combines  reserpine 
with  trichlormethiazide  which  affords 
more  potent  saluresis  with  less  loss  of 
potassium  than  from  earlier  thiazides. 
Reserpine  contributes  antihypertensive 
effect  by  relieving  anxiety  and  tension. 
Metatensin  is  well-tolerated  over  long 
periods;  with  its  effectiveness  and 
economy  it  assures  antihypertensive 
therapy  you  and  your  patients 
can  stay  with. 


BRING  IT  DOWN 
AND 

KEEP  IT  DOWN 


METATENSir 

Each  scored  tablet  contains; 
METAHYDRIN®  (trichlormethiazide) 

2 mg.  or  4 mg.  and 
Reserpine  0.1  mg. 

Usual  adult  dose:  One  tablet  twice 
daily.  Precautions  and  side  effects: 
Patients  with  hepatic  cirrhosis  or 
diarrheal  syndromes,  or  under  therapy 
with  digitalis,  ACTH,  or  potassium-losing 
steroids,  should  be  observed  for  signs 
of  hypokalemia.  With  thiazides, 
electrolyte  depletion,  diabetes,  gout, 
granulopenia,  nausea,  pancreatitis, 
cholestatic  jaundice,  flushing,  mild 
muscle  cramps,  constipation, 
photosensitivity,  acute  myopia, 
perimacular  edema,  paresthesias, 
neonatal  bone  marrow  depression  in 
infants  of  mothers  who  received 
thiazides  during  pregnancy,  skin  rash 
or  purpura  with  or  without 
thrombocytopenia,  may  occur.  With 
reserpine,  untoward  effects  may  include 
depression,  peptic  ulcer  and  bronchial 
asthma.  Withdraw  medication  at  least 
7 days  prior  to  electroshock  therapy, 

2 weeks  prior  to  elective  surgery. 

Contraindications:  Complete  renal 
shutdown,  rising  azotemia  or  development 
of  hyperkalemia  or  acidosis  in  severe 
renal  disease. 

Supplied:  Metatensin  tablets,  2 mg., 

4 mg,— bottles  of  100  and  1000. 
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Abbotf  Laboratories 
Ames  Company,  Inc. 

Bartow  Memorial  Hospital,  Inc. 

Bass  and  Weisberg  Realtors 
Blue  Cross  Hospital  Plan,  Inc. 

Breon  Laboratories,  Inc. 

Bristol  Laboratories 
Burroughs  Wellcome  & Co.,  Inc. 

Bushart,  Glynn,  M.D. 

Cates,  William  J.,  M.D. 

Chicago  Medical  Society 

Ciba  Pharmaceutical  Products  Co. 

Coca-Cola  Company 

Dorsey  Laboratories 

Dorton,  James,  M.D. 

Dye,  William  W.,  M.D. 

Frigidaire  Division,  Gen.  Motors 

Geigy  Pharmaceuticals 

General  Leasing  Corporation 

Glenbrook  Laboratories 

Heart  Assn,  of  Louisville  and  Jefferson  Co. 

Henry  County  Clinic,  Inc. 

Highland  Hospital,  Inc. 

Hynson,  Westcott  & Dunning,  Inc. 

Inland  Steel  Company 
Kentucky  Travel  Division 
Keeley  Institute 
Kentucky  Hotel 
Kendall  Company 

Kentucky  Chapter,  Arthritis  Foundation 
King’s  Daughters  Hospital 
Lakeside  Laboratories,  Inc. 

Lederle  Laboratories 
Eli  Lilly  & Company 
lynn,  T.  E. 


Meadowbrook  Nursing  Home 
Medical  Protective  Company 
Medical  Inn 

Methodist  Hospital  Graduate  Medical  Center 
Merck,  Sharp  & Dohme,  Inc. 

Merrell,  William  S.,  Co. 

Neisler  Laboratories 
New  Castle  Sanitarium 
Emerson  A.  North  Hospital 
Parke,  Davis  and  Company 
Pitman-Moore  Company 
William  P.  Poyihress  & Co.,  Inc. 

Procter  and  Gamble  Company 
A.  H.  Robins  Company 
Roche  Laboratories 

J.  B.  Roerig  & Co.,  Div.  Chas.  Pfizer  & Co.,  Inc. 
Schering  Corporation 
G.  D.  Searle  & Co. 

Smith  Kline  & French  Laboratories 
Southern  Optical  Company 
E.  R.  Squibb  and  Sons 
Syntex  Corporation 
Touro  Infirmary 

Trinity  County  (Cal.)  Board  of  Supervisors 
U.S.  Vitamin  & Pharmaceutical  Corp. 

Veterans  Administration  Hospital,  Cincinnati 
Walker  Laboratories,  Div.  Richardson-Merrell 
Wallace  Laboratories 
Warner-Chilcott  Laboratories 
Western  Ky.  Regional  Mental  Health  & Mental 
Retardation  Board 
Winchester,  M.A.,  M.D. 

Winthrop  Laboratories 
Wyeth  Laboratories 
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When  depressed  patients  say: 

VTTili  d liTTn  ii 

‘Tm  tired  all  day  long" 

NORPRAMir 

(desipramine  hydrochloride) 


non-sedating*  rapid-acting 
ANTIDEPRESSANT 


helps  restore  normal  patterns  of  sleep  and  activity 


Norpramin  (desipramine  hydrochloride) 
often  reverses  the  signs  and  symptoms 
of  depression  including  sleep  disturb- 
ances feeling  of  sadness,  guilt,  anxiety, 
worthlessness  and  bodily  complaints 
without  physical  basis.  In  2-5  days  most 
patients  become  more  hopeful,  active  and 
less  weighed  down  by  their  problems. 


Norpramin  (desipramine  hydrochloride) 
has  only  slight  sedative  qualities,  never- 
theless sleep  disturbances  and  restless- 
ness are  relieved  as  depression  is  lifted. 
If  anxiety  or  tension  develop  or  persist  a 
tranquilizer  may  be  added  or  dosage 
reduced.  Side  effects  are  usually  mild, 
occurring  in  about  1 of  4 patients. 


Indications:  In  moderate  to  severe  depression— neurotic  or  psychotic.  Dosage:  Optimal  results  are 
obtained  at  a dosage  of  two  25  mg.  tablets  t.i.d.  (150  mg. /day).  Contraindications  and  Precautions:  Glau- 
coma, urethral  or  ureteral  spasm,  recent  myocardial  infarction,  severe  coronary  heart  disease  and  epilepsy. 
Should  not  be  given  within  two  weeks  of  an  MAO  inhibitor.  Safety  in  human  pregnancy  has  not  been 
established.  Adverse  Effects:  Usually  mild,  may  include:  dry  mouth,  constipation,  dizziness,  palpitation, 
delayed  urination,  "bad  taste",  sensory  illusion,  tinnitus,  agitation  and  stimulation,  sweating,  drowsiness, 
headache,  orthostatic  hypotension,  flushing,  nausea,  cramps,  weakness,  blurred  vision  and  mydriasis, 
rash,  allergy,  transient  eosinophilia,  granulopenia,  altered  liver  function,  ataxia  and  extrapyramidal  signs. 
Supplied:  Norpramin  (desipramine  hydrochloride)  tablets  of  25  mg,,  in  bottles  of  50,  500  and  1000. 

PRODUCTS  FOR  PATIENTS  YOU  SEE  EVERY  DAY  LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201^ 
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In  colicky  infants  Pediatric  Piptal  with 
Phenobarbital  slows  down  spasm,  diminishes 
pain  and  crying  and  improves  feeding  pat- 
terns. It  permits  sleep  and  rest  for  patient  and 
family.  The  less  than  hypnotic  amount  of 
phenobarbital  in  the  recommended  dose 
affords  a mild,  calming  action  and  enhances 
the  antispasmodic  action  of  Piptal  (pipenzo- 
late  bromide).  The  latter  drug,  as  reported  in 
the  medical  literature,  has  a favorable  ratio  of 
effectiveness  to  side-effects  which  is  unusual 
in  anticholinergics  and  thus  is  particularly 
appropriate  to  pediatric  use. 


PEDIATRIC  PIPTAL® 

WITH 

PHENOBARBITAL 

each  cc.  contains  € mg,  phenobarbital  (warning:  may 
be  habit  forming);  4 mg.  Piptal®  (pipenzolate  bromide), 
and  20%  alcohol. 


Pleasant-tasting  Pediatric  Piptal  with 
Phenobarbital  is  miscible  in  milk,  formulas 
and  fruit  juices,  and  may  also  be  given  by 
dropper  directly  on  the  infant’s  tongue.  Dos- 
age is  0.5  cc.  15  minutes  before  feeding;  in 
severe  cases,  1.0  cc.  four  times  daily.  High 
doses  may  occasionally  cause  constipation 
with  tenesmus  and,  rarely,  flushing  without 
fever.  It  is  contraindicated  in  bowel  obstruc- 
tion or  sensitivity  to  phenobarbital  or  anti- 
cholinergics. Available  in  30  cc.  dropper 
bottles,  droppers  calibrated  to  deliver  0.5  cc. 


LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 


LAKESIDE 


PRODUCTS 
FOR  PATIENTS 
YOU  SEE 
EVERY  DAY 
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WHEN 

THE  BACTERIAL  U.R.I. 


AGHROCIDIN 

Tetracycline  HCl-Antihistamine-Analgesic  Compound 


Each  tablet  contains:  Caffeine  30  mg 

ACHROMYCIN®  Tetracycline  HCI  125  mg  Salicylamide  150  mg 

Phenacetin  120  mg  Chlorothen  Citrate 25  mg 

The  patient  can  feel  better  while  getting  better.  AGHROCIDIN  brings  the  treatment  together  in  a single  prescription- 
prompt  symptomatic  relief  together  with  early,  potent  control  of  the  tetracycline-sensitive  organisms  frequently  respon- 
sible for  complications  leading  to  prolonged  disability  in  the  susceptible  patient. 


Effective  in  controlling  complicating  tetracycline-sensitive  bac- 
terial infection  and  providing  symptomatic  relief  in  allergic 
diseases  of  the  upper  respiratory  tract. 

Contraindication— History  of  hypersensitivity  to  tetracycline. 

Warning-lf  renal  impairment  exists,  even  usual  doses  may  lead 
to  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
are  indicated  and  if  therapy  is  prolonged,  tetracycline  serum 
level  determination  may  be  advisable.  Hypersensitive  individuals 
may  develop  a photodynamic  reaction  to  natural  or  artificial  sun- 
light during  use.  Individuals  with  a history  of  photosensitivity 
reactions  should  avoid  direct  exposure  while  under  treatment  and 
treatment  should  be  discontinued  at  first  evidence  of  skin 
discomfort. 

Precautions— Some  individuals  may  experience  drowsiness,  ano- 


rexia, and  slight  gastric  distress.  If  excessive  drowsiness  occurs, 
it  may  be  necessary  to  increase  the  interval  between  doses.  Per- 
sons on  full  dosage  should  not  operate  any  vehicle.  Use  may 
result  in  overgrowth  of  nonsusceptible  organisms.  If  infections 
appear  during  therapy,  appropriate  measures  should  be  taken.  If 
adverse  reaction  or  idiosyncrasy  occurs,  discontinue  medication 
and  institute  appropriate  therapy.  Infections  caused  by  beta- 
hemolytic  streptococci  should  be  treated  for  at  least  10  full  days 
to  help  prevent  rheumatic  fever  or  acute  glomerulonephritis.  Use 
of  tetracycline  during  tooth  development  (last  trimester  of  preg- 
nancy, neonatal  period  and  early  childhood)  may  cause  discolora- 
tion of  the  teeth  (yellow-grey-brownish).  This  effect  has  been 
observed  in  usual  short  treatment  courses. 

Average  adult  dosage:  2 tablets  four  times  daily,  given  at  least 
one  hour  before,  or  two  hours  after  meals. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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Continuing  Educational  Opportunities 

From  The 

KMA  Postgraduate  Medical  Education  Office 


POSTGRADUATE  SEMINAR  IN  PEDIATRICS 

The  fifth  annual  Postgraduate  Seminar  for  Pedia- 
tricians at  the  University  of  Kentucky  Medical 
Center  will  be  held  March  23,  24,  25,  1967. 
Among  recent  advances  to  be  presented  will  be 
several  sessions  concerning  infectious  diseases. 
Guest  Faculty  will  include  Dr.  James  Arey, 
Philadelphia,  and  Dr.  James  Cherry  of  St.  Louis. 
A unique  feature  of  the  seminar  will  be  a “do-it- 
yourself”  workshop  session  which  will  replace 
some  traditional  presentations.  The  course  will  be 
limited  to  forty  registrants.  The  fee  is  $35.00.  For 
details  write;  W.  E.  Wheeler,  M.D.,  Chairman  of 
the  Department  of  Pediatrics,  U of  K Medical 
Center,  Lexington. 


IN  KENTUCKY 

JANUARY 

19  KAGP  Northern  Kentucky  Seminar,  Holi- 

day Inn  Cincinnati  South,  So.  Ft.  Mitchell, 
Kentucky 

MARCH 

15-17  Recent  Advances  in  Pediatric  Clinical 

Pathology,  University  of  Kentucky  Medical 
Center,  Lexington 

23-25  Fifth  Annual  Postgraduate  Seminar  for 

Pediatricians,  University  of  Kentucky  Medi- 
cal Center,  Lexington  ($35.00  fee) 


23-25  Society  of  Thoracic  Surgeons.  Muehlback 
Hotel,  Kansas  City,  Mo. 

31-  American  College  of  Surgeons.  Los  An- 

Feb.  4 geles 

FEBRUARY 

1-2  Cleveland  Clinic  Educational  Foundation 

(General  Practice),  Bunts  Auditorium, 
Cleveland,  Ohio 

8- 10  American  Academy  of  Occupational  Medi- 

cine, San  Francisco  Hilton  Hotel,  San  Fran- 
cisco 

9- 15  Congress  on  Medical  Education,  Palmer 

House,  Chicago 

15-19  American  College  of  Cardiology,  Wash- 

ington Hilton  Hotel,  Washington,  D.C. 
23-25  American  Academy  of  Pediatrics.  Boston 

Lying-in-Hospital,  Boston 

26-  American  Society  of  Clinical  Pathologists, 
March  4 Dunes  Hotel,  Las  Vegas 

MARCH 

8- 9  Cleveland  Clinic  Educational  Eoundation, 

“Advances  in  Urology”,  Bunts  Auditorium, 
Cleveland,  Ohio 

9- 11  American  Academy  of  Pediatrics,  Univer- 

sity of  Tennessee  College  of  Medicine,  Mem- 
phis 

30-  American  Academy  of  Pediatrics.  Stanford 

April  1 University  School  of  Medicine,  Palo  Alto, 
Calif. 


IN  SURROUNDING  STATES 

JANUARY 

12-14  Forensic  Medicine:  The  Doctor  and  the 
Law,  Mound  Park  Hospital  Foundation, 
St.  Petersburg,  Fla. 

14-19  American  Academy  of  Orthopaedic  Sur- 

geons, Civic  Auditorium,  San  Francisco 

18-18  Cleveland  Clinic  Educational  Foundation 

(Course  in  General  Surgery),  Bunts  Audi- 
torium-Educational Building,  Cleveland, 
Ohio 


Cancer  Control  Center  Set  Up 

The  Department  of  Obstetrics  and  Gynecology  of 
Duke  University  Medical  Center,  has  announced  the 
establishment  of  the  Southeastern  Regional  Center 
for  Trophoblastic  Neoplasms,  sponsored  by  a Service 
Health  Project  Grant  Award  from  the  Department 
of  Health,  Education,  and  Welfare  (Division  of 
Chronic  Disease). 

A project  in  Cancer  Control,  the  Center  will  pro- 
vide urinary  ganodotropin  assays  and  consultative 
assistance  to  physicians  to  aid  in  evaluation  of  pa- 
tients. 
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a potent  combination  in 


truly  ^licious  orange-flavored  forms: 


ERYTHROMYCIN  ETHYL  SUCCINATE-TRISULFAPYRIMIDINES 


When  combination  antibiotic 
therapy  is  indicated... 


CONSIDER:  an  exceptionally  high 
cure  rate  in  susceptible  infections 


The  rationale : When  combined,  Erythrocin  and 
the  trisulfapyrimidines  (triple  sulfas)  are  indicated 
in  infections  that  are  more  susceptible  to  the 
combination  than  to  either  agent  alone.  Such 
conditions  are  usually  found  in  urinary,  lower 
respiratory  tract  and  chronic  ear  conditions. 

The  results:  Clinical  studies  involving  142 
young  patients  showed  an  overall  cure  rate  of 


96.5%.  Side  effects  were  experienced  by  only  four 
of  the  patients. 

The  acceptance:  The  majority  of  the  142 
patients  studied  expressed  a definite  liking  for 
the  products.  There  were  only  two  refusals.  An 
independent  taste-test  with  50  healthy  children 
further  substantiated  the  excellent  acceptability 
of  the  orange-flavored  forms. 


ERYTHROCIN-SULFAS 

ERYTHROMYCIN  ETHYL  SUCCINUTE-TRISULFAPYRIMIDINES  i, 


In  Chewable  Tablets 
In  Granules  for  Oral  Suspension 


ERYTHROCIN-SULFAS 

Brief  Summary 

Indications:  Use  Erythrocin-Sulfas  in  in- 
fections more  susceptible  to  the  combination 
than  to  either  agent  alone.  These  are  usually 
found  in  urinary,  lower  respiratory  tract, 
and  chronic  ear  infections. 

Contraindications:  Known  sensitivity  to 
erythromycin  or  sulfonamides.  Because  of 
the  possibility  of  kernicterus  with  sulfona- 
mides, do  not  use  in  pregnancy  at  term, 
premature  or  new  born  infants. 

Warnings:  As  with  other  forms  of  sulfona- 
mide therapy,  carefully  evaluate  patients 
with  liver  or  kidney  damage,  urinary  ob- 
struction, or  blood  dyscrasia.  Deaths  have 
been  reported  from  hypersensitivity  re- 
actions and  blood  dyscrasias  following  use  of 
sulfonamides.  Perform  blood  counts  and 
liver  and  kidney  function  tests  if  used  re- 
peatedly at  close  intervals  or  for  long  periods. 

Precautions:  Use  sulfonamides  with  cau- 
tion in  patients  with  a history  of  allergy. 
Assure  adequate  fluid  intake  to  prevent  crys- 
talluria  and  institute  alkali  therapy  if  in- 
dicated. 

Adverse  Reactions:  Sulfonamide  therapy 
may  be  associated  with  headache,  nausea, 
vomiting,  urticaria,  diarrhea,  hepatitis,  pan- 
creatitis, blood  dyscrasias,  neuropathy,  drug 
fever,  skin  rash,  injection  of  the  conjunctiva 
and  sclera,  petechiae,  purpura,  hematuria 
and  crystalluria. 

Side  effects  due  to  erythromycin  are  in- 
frequent, but  occasional  abdominal  discom- 
fort, nausea,  or  vomiting,  urticaria  and  other 
skin  rashes  may  occur. 

If  a reaction  or  overgrowth  of  nonsuscep- 
tible  organisms  occurs,  withdraw  the  drug. 

Supplied : The  Granules  for  Oral  Suspension 
come  in  bottles  of  60  ml.  and  150  ml.  The 
Chewable  tablets  are  in  bottles  of  50.  Each 
5-ml.  teaspoonful  of  reconstituted  Granules 
or  each  Chewable  tablet  provides  erythro- 
mycin ethyl  succinate  equivalent  to  125  mg. 
of  erythromycin  activity  and  167 
mg.  each  of  sulfadiazine,  sulfa-  I 

merazine  and  sulfamethazine.  603303 


The  discomforts  of 

DIARRHEA 
MUCOUS  COLITIS 
DIVERTICULITIS 
SPASTIC  URETERITIS 
BLADDER  SPASM 

are  relieved  by 

direct  musculotropic  action 

with 


Id'fil 


Irocmate 


BRAND  THIPHENAMIL  HCl 


Available  in  100  milligram  pink  sugar- 
coated  tablets. 

The  high  therapeutic  index  permits  dos- 
age sufficient  to  relieve  spasm  promptly. 
Administer  4 tablets  every  4 hours  until 
relief  is  constant,  then  adjust  mainte- 
nance dosage. 

Trocinate  BRAND  THIPHENAMIL  HCI 

Directly  relaxes  smooth  muscle  spasm 
Combats  hypermotility 
N on-mydriatic,  may  be  used  in  glaucoma 

Sixteen  years  of  clinical  use,  with  absence  of 
untoward  effects,  has  established  the  safety 
and  effectiveness  of  Trocinate. 

Trocinate  is  metabolized  in  the  body  and 
completely  eliminated,  which  is  a safety 
factor.  Dosage  must  be  sufficient  to  maintain 
the  therapeutic  blood  level. 

DISPENSED  IN  BOTTLES  OF 

100,  250  AND  2000  TABLETS 
Literature  and  samples  sent  upon  request 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA 

Manufacturers  of  ethical  pharmaceuticals  since  1856 
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How  long  will 
it  take  her 
to  recover  from 
her  hip  fracture 
if  she  just 
doesn’t  care? 


Does  she  really  care? 
she  alert,  encouraged, 
»sitive  and  optimistic 
lOut  getting  completely 
ill  soon? 

Dr  has  she  given  in  to 
e demoralizing  impact 
confinement,  disability 
id  dependency? 

When  functional  fatigue 
implicates  convalescence, 
ilertonic  can  help.,. 


Pleasant-tasting  Alertonic  is  pipradrol  hydrochloride 
—an  effective  cerebral  stimulant  whose  gentle  ana- 
leptic action  helps  counteract  the  apathy  and  inertia 
that  can  often  delay  convalescence— together  with  an 
excellent  vitamin  and  mineral  formula,  in  a satisfy- 
ing 15%  alcohol  vehicle. 

Nothing  fosters  confidence  and  a sense  of  well- 
being better  than  your  own  personal  warmth,  under- 
standing and  encouragement  together  with  Alertonic 
to  help  insure  prompt  response. 

Adequate  dosage  is  important:  Prescribe  Alertonic— 
one  tahlespoonful  t.i.d.,  30  minutes  before 
meals... tastes  best  chilled. 

And  for  your  patient’s  sake,  prescribe  Alertonic 
in  the  convenient,  economical  one-pint  bottle. 

Atertonie 

Available  Only  On  Prescription 

Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15%;  pipradrol  hydro- 
chloride, 2 mg.;  thiamine  hydrochloride  (vitamin  Bi)  (10  MDR*),  10 
mg.;  riboflavin  (vitamin  B2)  (4  MDR),  5 mg.;  pyridoxine  hydrochloride 
(vitamin  B^),  1 mg.;  niacinamide  (5  MDR),  50  mg.;  choline,!  100  mg.; 
inositol, t 100  mg.;  calcium  glycerophosphate,  100  mg.  (supplies  2% 
MDR  for  calcium  and  for  phosphorus)  and  1 mg.  each  of  the  following: 
cobalt  (as  chloride),  manganese  (as  sulfate),  magnesium  (as  acetate), 
zinc  (as  acetate),  and  molybdenum  (as  ammonium  molybdate). 

♦Multiple  of  adult  Minimum  Daily  Requirement  supplied. 

fThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 

Indications:  1.  Functional  fatigue  such  as  that  often  associated  with:  a 
depressing  life  experience  or  stressful  time  of  life;  advancing  years; 
convalescence;  limited  activity  or  confinement.  2.  Poor  appetite  and 
vitamin-mineral  deficiency  as  they  occur  in;  patients  having  faulty  eat- 
ing habits;  geriatric  patients  who  are  losing  interest  in  food;  patients 
convalescing  from  debilitating  illness  or  surgery. 

Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to  2 
teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be  taken 
three  times  daily  30  minutes  before  meals. 

Contraindications:  As  with  other  drugs  with  CNS  stimulating  action, 
Alertonic  is  contraindicated  in  hyperactive,  agitated  or  severely  anxious 
patients  and  in  chorea  or  obsessive  compulsive  states. 

Side  effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs  should 
be  observed  carefully  in  the  initial  stages  of  treatment. 

THE  WM.  S.  MERRELL  COMPANY 
Division  of  Richardson-Merrell  Inc. 

Cincinnati,  Ohio  45215 
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Answers  to  Questions  About  Your 
Blue  Cross-Blue  Shield  65 


O.  What  is  a “calendar  year”  for  determining  a benefit  period? 

A.  The  first  calendar  year  benefit  period  begins  July  1 , 1966,  or  the  effective  date  of  the  contract 
if  it  comes  later  than  July  1,  and  ends  December  31,  1966.  Following  calendar  year  benefit 
periods  are  from  January  the  first  to  December  the  Thirty-first  in  each  year. 

Q.  Is  it  true  that  the  $100  deductible  on  Blue  Cross-Blue  Shield  65  “Extended  Benefits”  has 
been  changed? 

A.  Blue  Cross-Blue  Shield  Management  has  decided  as  a matter  of  policy  at  present  to  apply 
only  a $50  deductible  for  the  benefit  of  members.  Continuation  of  this  policy  will  depend  on 
financial  experience  in  the  coming  months. 

Q.  If  my  physician’s  bills  and  other  eligible  expenses  between  July  1,  1966,  and  December  31, 
1966,  do  not  exceed  the  $50  deductible  required  by  Blue  Cross-Blue  Shield  65  “Extended 
Benefits,”  can  these  bills  be  applied  to  the  next  year’s  deductible? 

A.  Only  those  bills  incurred  in  October,  November,  and  December  of  any  year  may  be  applied  to 
the  next  year’s  deductible. 

Q.  What  are  “eligible  expenses”  in  the  Extended  Benefits  portion  of  Blue  Cross-Blue  Shield  65  pro- 
gram? 

A.  In  addition  to  physicians’  charges  and  covered  hospital  charges,  such  items  as:  rental  of  wheel 
chair  and  other  durable  equipment  used  for  medical  treatment  and  orthopedic  braces  (except 
corrective  shoes),  crutches  and  prosthectic  appliances  such  as  artificial  limbs  and  eyes. 

O.  Will  eligible  charges  for  separate  conditions  be  included  in  satisfying  the  $50  deductible? 

A . Y es. 

Q.  Are  drugs  and  medications  covered  under  Blue  Cross-Blue  Shield  65? 

A . Only  drugs  administered  in  a hospital  to  a bed  patient. 

O.  Does  Blue  Cross-Blue  Shield  65  pay  for  hearing  aids  and  eyeglasses? 

A.  No,  not  for  these  items  nor  for  examinations  for  them,  nor  for  their  repair. 
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in 

chronic 

illness 


B and  C vitamins  are  part  of  therapy:  An  imbalance  of  water-soluble  vita- 
mins and  chronic  illness  often  go  hand  in  hand.  STRESSCAPS  capsules,  con- 
taining therapeutic  quantities  of  vitamins  B and  C,  are  fonnulated  to  meet  the 
increased  metabolic  demands  of  patients  with  ph^'siologic  stress.  In  chronic  ill- 
ness, as  with  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 
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Blue  Dot  Infection  of  the  Scalp  in  Two  Brothers! 

Ullin  . Leavell.  Jr..  M.D.,* *  Elon  B.  Tucker,  M.A.,**  and 
Rudolph  Muelling,  M.D.*** 

Lexington,  Kentucky 


Two  brothers  were  injected  by  bine  dots 
of  the  scalp  from  which  Pencillinm  spe- 
cies and  Pidlularia  pnllulans  were  iso- 
lated. Pure  cultures  of  these  organisms 
failed  to  produce  the  disease. 

TWO  brothers  who  had  blue  dots  on  their 
scalps  from  which  Penicillium  species 
and  Pullularia  Pullulans  were  isolated 
are  reported.  In  the  available  literature,  reports 
of  a similar  condition  have  not  been  found. 

Fungal  and  bacterial  infection  related  to 
disease  in  man  is  being  reported  more  frequent- 
ly especially  as  antibiotic,  immunosuppressive, 
and  radiomimetic  drugs  are  being  used  more 
frequently,  Keye\  Huang-,  Thomas'!  Hale^. 
The  pathogenic  potential  of  Penicillium  species 
has  been  pointed  out  by  Rippon"’.  He  states  that 
the  ability  of  a fungus  to  invade  the  deep  organs 
of  an  animal  is  related  in  part  to  the  potential 
of  a morphologic  transformation  to  a parasitic 

fThis  work  um  supported  in  part  hy  National  In- 
stitutes of  Health  Institute  Research  Grant  no. 
201 -05-01 016T. 

* Associate  Professor  of  Medicine  (Dermatology) 
at  the  University  of  Kentucky  College  of  Medi- 
cine, Lexington,  Ky. 

** Microbiologist,  chemical  laboratory.  University  of 
Kentucky  Medical  Center. 

*** Department  of  Pathology,  University  of  Ken- 
tucky Medical  Center. 
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stage,  often  yeast-like.  He  showed  that  isolates 
of  Penicillium  were  able  in  time  to  grow  at  in- 
creasing concentrations  of  cysteine  on  gradient 
tilt  plates  at  37°  C with  a concomitant  morpho- 
logic alteration.  The  end  result  was  an  organism 
that  readily  invaded  the  deep  tissue  of  animals 
and  caused  disease  similar  to  that  of  the 
dimorphic  fungi. 

Penicillium  has  been  isolated  from  many 
different  lesions  and  organs.  Penicillium  was 
reported  to  attack  the  hair  of  the  scalp  and 
beard  by  Castellani”.  Penicillium  was  isolated 
from  the  skin  of  the  foot  and  ulcers  of  the  toes 
by  Mantelli^  and  Kesten*^.  It  was  isolated  from 
cases  of  omychomycosis  by  Brumpt®,  Wile 
and  Weidman”.  A case  of  otitis  media  with 
temporal  lobe  abscess  was  reported  by  Polyan- 
skiy^- from  which  penicillium  was  isolated. 
Cases  of  otomycosis  from  which  penicillium 
were  isolated  were  reported  by  Wolf'''’  and 
Haley".  Pulmonary  lesions  from  which  penicil- 
lium was  isolated  were  reported  by  Virchow""’, 
Telice"',  Vuillimin’",  Huang-,  Link"’,  and 
Giodono'”.  Lesions  of  the  brain  from  which 
penicillium  was  isolated  were  reported  by 
Huang-.  Penicillium  was  isolated  from  cases 
of  genito-urinary  track  involvement  by  Gil- 
liam-”, Chute-',  and  Salisbcrry'-'-. 

Pullularia  pullulans  has  been  isolated  from 
cases  of  cutaneous  invo'vemcnt.  It  was  isolated 
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from  a case  with  darkly  pigmented  crusted 
lesions  on  the  chest,  arms,  and  legs  by  Low--^ 
Haley-^  isolated  Pullularia  pullulans  from  a 
case  of  otomycosis. 

Lesions  of  many  different  colors  have  been 
reported  from  which  penicillium  has  been 
isolated.  Blue  and  blue-green  fungi  were  re- 
ported upon  the  skin  and  lungs  of  swans  by 
Jager-’’,  stork  by  Hensingeo-'’,  crows  by 
Threle-’,  flamingo  by  Owen-*^,  goose  by 
Endes-"',  chicken  and  deer  by  Serrurier^'*,  and 
snow  owl  by  Muller^L  Castellani®  reported 
green,  gray  and  black  nodules  of  the  beard  and 
moustache.  Mantelli'  found  black  grains  in  the 
interior  of  a lesion  of  the  foot.  Virchow^^’  found 
greenish  gray  areas  in  the  lungs  of  four  autopsy 
cases.  Gilliam-*^  reported  a bolus  of  pink  mate- 
rial in  the  urine.  Chute-^  reported  little  white 
masses  in  the  urine.  Flores'^-  reported  grayish 
violet  pinta. 

Weidman”  reported  round  double  wall 
spores  on  a potassium  hydroxide  scraping  from 
a case  of  onychomycosis  associated  with  Peni- 
cillium brevicaule.  He  compared  the  appear- 
ance of  the  spores  with  those  of  blastomycosis. 

Report  of  a Case 

The  patient  was  a 10  year  old  white  dentist’s 
son  who  had  had  blue  dots  on  his  scalp  for 
24  months.  His  8 year  old  brother  had  had  the 
same  difficulty  for  two  months.  The  brother’s 
activities  had  been  similar  for  the  past  4 to  5 
years. 

The  eruption  started  24  months  ago  when  the 
patient  lived  in  another  city.  It  occurred  about 
one  month  after  he  had  been  bathing  in  a 
public  park  wading  pool.  His  father  was  with 
the  Department  of  Recreation  at  that  time.  He 
had  a severe  eye  infection  coincident  with  the 
onset  of  the  scalp  problem,  which  necessitated 
his  seeing  an  eye  specialist  five  or  six  times. 

The  family  moved  to  another  city  1 8 months 
ago.  The  infection  of  the  scalp  persisted.  The 
patient  was  treated  by  another  physician  12 
months  ago.  He  was  given  a “fungus  pill”  for 
3 weeks  and  selenium  sulfide  shampoo  without 
improvement.  The  lesions  were  removed  by 
shampooing,  but  recurred  in  four  or  five  days. 
There  had  been  no  symptoms.  The  patient 
went  to  picture  shows  once  a week.  He  used 
a plastic  comb  and  brush  which  was  washed 
every  three  or  four  weeks.  He  used  a towel  to 
dry  his  scalp.  He  usually  kept  his  hair  cut  very 
short. 


Fig.  1.  The  arrow  points  to  light  blue  dots  scattered 
over  the  vertex  of  the  scalp.  The  black  soot-like  areas 
may  be  seen  surrounding  the  blue  dots. 


Physical  Examination  revealed  40  to  50  blue 
dots  over  the  vertex  of  the  scalp  which  meas- 
ured 0. 1 to  0.4  cm.  in  diameter,  Fig.  1 . Under- 
lying the  blue  dots  was  a layer  of  what  ap- 
peared to  be  black  soot.  The  area  involved 
measured  about  10  cm.  in  diameter  and  was  on 
the  vertex  of  the  scalp.  The  blue  dots  and  black 
material  were  removed  by  scraping  with  a 
scalpel  and  cleaning  with  benzalkonium  chlo- 
ride sponges.  The  hairs  broke  easily  although 
there  was  no  detectable  alopecia.  The  blue  dots 
lay  between  the  follicles,  none  were  seen  on  the 
hair.  The  black  soot  appeared  to  extend  into 
the  hair. 

Laboratory  data:  Six  potassium  hydroxide 
scrapings  showed  mycelia  and  many  round, 
double  walled,  budding  spores.  The  organisms 
were  seen  in  abundance  throughout  the  prep- 
aration, Fig.  2.  Occasional  double  wall,  brown 
spores  were  seen  in  clumps  and  chains.  Fig.  3. 

The  biopsy,  stained  with  hematoxylin  and 
eosin,  showed  round,  double  wall  spores  in  the 
keratin  layer  similar  to  those  seen  on  potassium 
hydroxide  scrapings.  Double  wall,  brown  spores 
were  seen  which  were  similar  in  appearance  to 
those  seen  on  potassium  hydroxide  scrapings. 
Four  nests  composed  of  ten  to  twelve  spores 
were  present  in  the  upper  epidermis.  A periodic 
acid  Schiff  stain  showed  oval,  budding  organ- 
isms and  round  budding  organisms. 

Four  cultures  of  blue  dots  and  black  soot 
on  Sabouraud’s  medium  grew  Penicillium 
species  and  Pullularia  pullulans.  Fig.  4. 

No  growth  on  Sabouraud’s  medium  was 
noted  with  sputum,  urine,  stool,  drinking  water. 
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Fig.  2.  Many  double  wall  round  spores  are  seen  in  a 
potassium  hydroxide  scraping  from  the  blue  dots.  The 
arrow  points  to  a budding  organism. 


Fig.  3.  Brown  spores  in  chains  and  clumps  are  seen 
in  a potassium  hydroxide  scraping  from  the  black  soot- 
like areas. 


soap,  shampoo,  yard  dirt,  pencil,  crayon,  or 
fingernail  cultures.  Six  Sabouraud’s  medium 
plates  were  exposed  for  two  hours  to  air  in  six 
different  rooms  in  the  patient’s  house.  Peni- 
cillium  species  were  cultured  from  each  of  these 
cultures. 

Four  mice  were  inoculated  intraperitoneally 
with  0.5  cc.  of  0.1%  saline  suspensions  of  blue 
dots  and  black  soot.  No  lesions  were  found 
when  they  were  sacrificed  one  week  and  six 
weeks  later  and  no  organisms  were  grown  on 
Sabouraud’s  medium  or  blood  agar  from  peri- 
toneal scrapings.  The  skins  of  two  guinea  pigs 
and  two  rabbits  were  shaved.  Two  blue  dots 
were  transferred  from  the  patient  and  rubbed 
onto  the  skins  of  the  rabbits  and  guinea  pigs. 
No  growth  occurred  after  four  weeks.  Two 
blue  dots  were  vaccinated  by  multiple  puncture 


Fig.  4.  Two  different  types  of  growth  may  be  seen  on 
a Sabouraud’s  media  plate  at  room  temperature.  The 
arrow  points  to  the  blue  Penicillium  species.  The  black 
culture  in  the  remainder  of  the  plate  is  Pullularia  pullulans. 
1963;  reproduced  with  the  permission  of  the  publishers.) 

into  the  skins  of  the  two  rabbits  and  two  guinea 
pigs.  There  was  no  growth  after  four  weeks. 
The  same  procedure  was  carried  out  with  the 
black  soot  areas  and  no  growth  occurred. 

The  chest  x-ray  was  normal. 

Course:  The  black  areas  were  very  apparent 
when  the  skin  was  cleaned  in  preparation  for 
a biopsy.  Four  wet  benzalkonium  chloride 
sponges  were  necessary  to  remove  the  black 
material  from  the  skin. 

Two  areas  4.0  cm.  in  diameter  were  cleaned 
with  benzalkonium  chloride  and  an  occlusive 
dressing  was  applied  to  the  entire  scalp.  The 
occlusive  dressing  was  removed  one  week  later. 
The  blue  dots  and  black  areas  had  reappeared 
in  the  areas  previously  cleaned.  Blue  dots  were 
seen  in  large  numbers  over  the  sides  of  the 
scalp.  Blue  dots  and  black  soot  were  applied 
to  the  left  forearm  and  covered  with  an  oc- 
clusive dressing  for  one  week.  There  was  no 
growth  of  either  blue  dots  or  soot-like  areas  at 
the  end  of  one  week. 

There  was  no  treatment  as  we  wanted  to 
study  the  natural  course  of  the  disease.  Six 
months  after  the  patient  was  first  seen  the  num- 
bers of  blue  dots  had  decreased  and  he  only 
had  6 or  8 lesions.  The  black  soot  areas  had 
a'so  decreased  by  an  estimated  ninety  per  cent. 

Acceptance  of  a causal  relationship  between 
the  blue  dots  and  soot  areas  and  Penicillium 
species  and  Pullularia  pullulans  should  await 
further  reports  of  similar  cases  of  fulfillment  of 
Koch’s  postulates. 
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Comment 

A previously  unreported  fungal  disease  mani- 
fested by  blue  dots  of  the  scalp  overlying  black 
soot  areas  in  two  brothers  is  presented. 

The  following  evidence  from  the  literature 
supports  a causal  relationship  between  peni- 
cillium  species  and  Pullularia  pullulans  and 
blue  dots  and  black  soot  areas  on  the  scalp  of 
our  patient.  Penicillium  species  has  been  iso- 
lated from  many  organs  and  may  manifest  it- 
self clinically  with  different  colors.  Pullularia 
pullulans  has  been  isolated  from  darkly  pig- 
mented crusted  lesions  of  the  skin.  Penicillium 
has  been  shown  to  have  pathogenic  potential  in 
a yeast  phase. 

The  following  evidence  from  our  case  sup- 
ports a causal  relationship  between  Penicillium 
species  and  Pullularia  pullulans  and  blue  dots 
and  black  soot.  The  disease  recurred  under  an 
occlusive  dressing.  Two  different  spores  and 
mycelia  were  seen  on  six  potassium  hydroxide 
scrapings.  The  double  wall,  round  spores  were 
similar  to  those  reported  by  Weidman^k  He 
reported  a case  of  onychomycosis  from  which 
penicillium  brevicaule  was  isolated.  Two  dif- 
ferent spores  were  seen  in  tissue  stained  with 
hematoxylin  and  eosin  and  periodic  acid  Schiff 
stains.  Nests  of  spores  were  present  in  the 
superficial  part  of  the  epidermis  just  beneath 
the  stratum  corneum.  Dividing  spores  were 
seen  on  potassium  hydroxide  scrapings  and 
tissue  stained  with  hematoxylin  and  eosin  and 
periodic  acid  Schiff  stains.  Penicillium  species 
and  Pullularis  pullulans  were  isolated  on  four 
different  occasions  on  Sabouraud’s  medium. 

Species  identification  of  the  Penicillium  was 
not  done.  The  term  ceruleomycosis  could  be 
applied  to  similar  conditions  in  the  future. 

Addendum:  Since  this  article  was  written 
Drs.  E.  P.  Cawley  and  P.  E.  Weary  of  the  Uni- 
versity of  Virginia  Medical  School,  Charlottes- 
ville, Va.,  told  me  of  a family  of  three  children 


that  they  had  recently  seen  with  blue  dots  of  the 
scalp. 


Generic  and  Trade  Names  of  Drugs 

Selenium  Sulfide — Selsun 
Benzalkonium  chloride — Zephiran 
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Surgery  of  Venous  Stasis  Ulcerst 

Giles  L.  Stephens,  M.D.* 

Harold  Faulconer  M.D.** 


Extra-fascial  ligation  of  incompetent 
perforator  veins  is  recommended  when 
the  patient  first  presents  with  the  pathog- 
nomonic ”ankle  flare.” 

Subfascial  ligation  is  recommended  when 
the  patient  presents  with  a venous  stasis 
ulcer. 

The  purpose  of  this  study  was  to  de- 
termine the  beneficial  effect  of  ligation 
of  incompetent  perforator  veins  in  the 
treatment  of  venous  stasis  ulcers. 

Our  interest  in  the  ligation  of  incompetent 
perforator  veins  increased  considerably  with  the 
publication  of  F.  B.  Cockett’s  article  “The  Path- 
ology and  Treatment  of  Venous  Ulcers  of  the 
Leg”  in  1955.-  We  were  particularly  interested 
in  determining  the  relative  merits  of  the  sub- 
fascial compared  to  the  extrafascial  ligation  of 
these  ankle  perforator  veins. 

Material 

Twenty-five  patients  having  either  an  extra- 
fascial or  subfascial  ligation  of  ankle  perforator 
veins  formed  our  material  for  clinical  study. 
The  longitudinal  incision  was  made  one  finger 
breadth  posterior  to  the  medial  border  of  the 
tibia  as  advocated  by  Cockett.  The  perforator 
veins  were  either  ligated  extrafascially  or  sub- 
fascially  and  no  fascia  was  excised. 

Findings 

The  average  age  of  our  patients  was  50.6 
years.  There  were  four  negro  patients  and 
twenty-one  white  patients  which  is  in  keeping 
with  the  hospital  population  ratio  at  this  par- 

fFrom  the  Department  of  Surgery,  University  of 
Louisville  School  of  Medicine  and  the  Surgical 
Service,  Louisville  Veterans  Administration  Hospi- 
tal. 

*Clinical  Instructor  in  Surgery,  University  of  Louis- 
ville School  of  Medicine;  Attending  Surgeon, 
Louisville  Veterans  Administration  Hospital. 

** Fellow  in  cardiova.tcular  surgery.  University  of 
Louisville  School  of  Medicine. 
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ticular  Veterans  Administration  Hospital.  Eight 
right  lower  extremities  and  seventeen  left  lower 
extremities  were  involved  in  this  clinical  study. 
The  duration  of  venous  ulcerative  disease  in 
our  patients  averaged  6.2  years  prior  to  ligation 
of  the  perforator  veins. 

In  ten  patients  who  had  a subfascial  ligation 
there  was  an  in-hospital  postoperative  compli- 
cation rate  of  zero  per  cent;  however,  in  fifteen 
patients  having  an  extrafascial  ligation  there 
was  a 20  per  cent  incidence  of  in-hospital  post- 
operative complication.  One  was  an  infection, 
one  was  a forty  per  cent  failure  of  take  of  a 
skin  graft,  and  a third  was  subtotal  healing. 

Long  term  follow  up  was  obtained  on  21  of 
these  25  patients  (84%).  Of  12  patients  fol- 
lowed after  an  extrafascial  ligation,  seven  had 
a recurrent  ulcer.  This  represented  a failure  rate 
of  58.1  per  cent.  Of  nine  patients  followed 
after  a subfascial  ligation  there  was  a recurrence 
in  2 patients  or  22.2  per  cent.  These  rates  of 
recurrent  ulcer  were  based  on  long  term  follow 
up,  the  average  length  of  which  was  5.6  years. 
On  a long  term  follow  up  evaluation  of  leg 
swelling,  fifteen  patients  gave  a definite  answer 
to  this  question  and  thirteen  stated  they  had 
persisent  swelling  of  their  leg.  Of  these  thirteen 
patients  with  chronic  leg  edema  six  did  not 
have  a recurrent  venous  statis  ulcer  and  seven 
did.  Twelve  of  these  thirteen  patients  were 
wearing  an  Ace  bandage  to  control  their  leg 
edema. 

Discussion 

F.  B.  Cockett  states  that  he  has  been  reluc- 
tant to  operate  on  any  patient  over  the  fifty  to 
sixty  year  age  group  and  most  of  his  investiga- 
tions and  operations  were  carried  out  on  patients 
younger  than  age  fifty.-  The  average  age  of 
our  patients  was  50.6  years  and  some  of  these 
patients  may  have  had  subclinical  arterioscle- 
rosis. The  thrombophlebitic  involvement  of 
eighteen  left  lower  extremities  compared  to 
eight  right  lower  extremities  is  in  keeping  with 
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the  experience  of  the  Mayo  Clinic.  In  their 
studies  of  postoperative  thrombophlebitis  the 
incidence  was  twice  as  common  in  the  left 
lower  extremity  as  in  the  right.  There  were 
249  right  lower  extremities  compared  to  498 
left  lower  extremities  involved  with  thromboph- 
lebitis in  their  series.’  Cockett  states  that  ulcers 
are  amenable  to  surgical  treatment  with  the 
reasonable  hope  of  permanent  cure  only  at  a 
relatively  early  stage  of  their  natural  history. 
He  states  that  the  real  place  of  the  Cockett 
procedure  is  in  the  relatively  early  case.  The 
duration  of  venous  ulcerative  disease  is  ex- 
tremely important  and  in  our  series  of  patients 
this  averaged  6.2  years.  This  length  of  time 
dramatically  demonstrates  the  prolonged  period 
of  non-operative  treatment  prior  to  definitive 
surgery.  Needless  to  say  a marked  amount  of 
soft  tissue  destruction  with  fibrosis  and  impaired 
small  artery  blood  supply  as  well  as  venous 
insufficiency  in  the  ulcer  bearing  area  has  pro- 
gressed in  this  long  time  interval  to  compromise 
the  beneficial  effects  of  definitive  surgery.  We 
feel  that  the  high  recurrence  rate  of  venous 
ulcers  in  patients  who  have  had  prior  vein 
surgery  was  due  in  the  majority  of  cases  to  the 
prolonged  period  of  uncontrolled  venous  hyper- 
tension with  its  known  sequelae.  We  believe 
that  the  operative  trauma  of  high  ligation,  strip- 
ping, and  excision  of  the  long  saphenous  vari- 
cosities was  not  a major  etiological  factor. 

We  were  also  interested  in  the  comparison 
of  our  results  in  the  patients  who  had  extra- 
fascial  ligation  compared  to  subfascial  ligation 
of  these  perforator  veins.  Linton  has  advocated 
subfascial  ligation.  Cockett  has  advocated  extra- 
fascial  ligation  of  these  perforator  veins  where 
there  was  minimal  soft  tissue  damage  and 
subfascial  ligation  where  there  was  consider- 
able fibrosis  in  the  ulcer  bearing  area.^  Cockett 
reported  a 20%  incidence  of  minor  skin 
edge  necrosis.^  Felder  and  Bernstein  utiliz- 
ing a posterior  subfascial  approach  reported 
a small  skin  edge  slough  in  20%  of  sixty  pa- 
tients.'’ 

Cockett  reported  96  cases  that  had  ligation 
of  incompetent  perforator  veins  with  no  recur- 
rence of  ulcer  two  years  after  surgery  and  he 
stated  that  cure  of  ulcers  should  be  judged  on 
the  basis  of  a follow  up  of  at  least  three  to 
four  years.-  Felder  and  Bernstein  reported  13 


recurrent  ulcers  in  60  patients  having  a posteri- 
or subfascial  ligation.  Their  average  follow  up 
was  only  20  months. •’’’ 

Moyer  has  stated  that  if  the  chronic  edema 
is  not  controlled  there  is  all  likelihood  that 
there  will  be  a recurrence  of  the  venous  ulcer. 
Moyer  states  that  the  key  to  the  treatment  of 
the  post-thrombophlebitic  syndrome  is  control 
of  the  edema  and  that  no  operation  can  be 
expected  to  result  in  success  if  this  factor  is 
forgotten.  In  his  experience  it  was  only  an  ex- 
ceptionally good  result  which  did  not  require 
the  permanent  use  of  an  elastic  stocking.'  In 
Moyer’s  study  the  recurrent  ulcers  formed  at 
the  periphery  of  the  skin  grafted  area  and  it 
was  his  feeling  that  an  inadequate  amount  of 
diseased  skin  and  subcutaneous  tissue  was  ex- 
cised at  the  time  of  the  skin  grafting.  Linton 
has  since  demonstrated  that  if  the  incompetent 
veins  are  removed  the  grafted  area  will  stay 
healed  despite  the  scar  tissue.'*  Of  thirteen  of 
our  patients  on  long  term  follow  up,  who  had 
chronic  edema,  six  did  not  have  a recurrent 
venous  ulcer  and  seven  did.  Twelve  of  these 
thirteen  patients  were  using  an  Ace  bandage 
to  control  their  leg  edema.  Cranley  et  al  re 
ported  a 13%  incidence  of  recurrent  ulcer  fol- 
lowing ligation  of  perforator  veins  and  stripping 
of  the  long  and  short  saphenous  veins. ^ Our 
recurrence  rate  following  the  extrafascial  liga- 
tion has  influenced  us  to  recommend  the  extra- 
fascial ligation  only  in  those  patients  who  have 
never  had  a venous  stasis  ulcer  and  who  present 
with  the  venous  star  with  minimal  soft  tissue 
changes.  In  those  patients  with  the  post-throm- 
bophlebitic syndrome  who  have  never  had  a 
venous  stasis  ulcer  and  who  have  considerable 
to  marked  skin  and  subcutaneous  fibrosis,  we 
would  recommend  leg  length  elastic  stocking 
support  and  no  surgery.  All  patients  with  a 
venous  stasis  ulcer  or  past  history  of  venous 
stasis  ulcer  that  is  temporarily  healed,  we  be- 
lieve should  have  a subfascial  ligation  of  the  in- 
competent perforator  veins.  It  should  be  men- 
tion .;d  that  the  lateral  ankle  perforator  vein  may 
be  the  incompetent  one,  even  though  the  ankle 
blowout  is  on  the  medial  aspect  of  the  ankle.  In 
Cockett’s  series  12%  had  a lateral  ankle  per- 
forator vein  that  was  responsible  for  the  ulcer 
which  was  primarily  on  the  medial  side  of  the 
leg.2 
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Conclusions 

On  the  basis  of  our  relatively  discouraging 
long  term  follow  up  results  with  ligation  of 
incompetent  ankle  perforator  veins  in  the  treat- 
ment of  venous  stasis  ulcers,  the  authors  would 
recommend  early  extrafascial  ligation  of  these 
incompetent  perforator  veins  when  the  patient 
first  presents  with  the  ankle  flare  or  venous 
star.  Those  patients  that  present  with  a venous 
stasis  ulcer  should  have  a subfascial  ligation 
with  or  without  skin  grafting  after  the  edema 
is  controlled.  In  all  probability  the  majority  of 
these  patients  should  wear  a well  fitted  elastic 
stocking  with  a closed  heel  for  a period  of 
years  after  their  definitive  surgery.  Only  when 


the  edema  fails  to  reappear  should  elastic  sup- 
port be  discontinued. 
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Manuscript  Memos 


Manuscripts  should  be  submitted  in  duplicate  to 
The  Journal  of  KM  A,  an  original  copy  and  one  car- 
bon, and  typed  with  double  spacing.  Maximum  length 
of  an  article  should  not  exceed  4500  words;  the  Board 
of  Consultants  on  Scientific  Articles  prefers  that  they 
be  briefer  than  this  when  possible. 

In  submitting  a manuscript,  the  author  is  requested 
to  include  a concise  summary,  not  to  exceed  35  words, 
to  be  used  as  a sub-title  when  the  article  is  published 
in  The  Journal.  The  purpose  of  the  summary  is  to 
create  additional  interest  and  encourage  greater 
leadership. 

Footnotes  and  bibliographies  should  conform  to  the 
style  of  the  Quarterly  Cumulative  Index  Medicus  pub- 
lished by  the  American  Medical  Association.  This  re- 
quires in  the  order  given:  name  of  author,  title  of  arti- 
cle, name  of  periodical,  with  volume,  page,  month — 
day  of  month  if  weekly — and  year.  The  Journal  of 
the  KMA  does  not  assume  responsibility  for  the 
accuracy  of  references  used  with  scientific  articles. 


All  scientific  material  appearing  in  The  Journal  is 
reviewed  by  the  Board  of  Consultants  on  Scientific 
Articles.  The  editors  may  use  up  to  six  illustrations, 
with  the  essayist  bearing  the  cost  of  all  over  three 
one-column  halftones. 

Arrangements  for  reprints  of  an  article  should  be 
made  directly  with  the  publisher  of  The  Journal, 
Gibbs-lnman  Printing  Company,  817  W.  Market  St., 
Louisville,  Ky, 

The  bylaws  of  the  Kentucky  Medical  Association 
provide  that  all  scientific  discussions  and  papers  read 
before  the  KMA  Annual  Meeting  shall  be  referred 
to  the  KMA  Journal  for  consideration  for  publication. 
The  bylaws  further  state  that  the  editor  or  the  as- 
sociate editor  may  accept  or  reject  these  papers  as  it 
appears  advisable  and  return  them  to  the  author  if  not 
considered  suitable  for  publication. 

Please  mail  your  scientific  articles  to  The  Journal 
of  the  Kentucky  Medical  Association,  3532  Janet 
Ave.,  Louisville,  Kentucky  40205. 
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SPECIAL  ARTICLES 


Our  President-Elect  Writes 
From  Vietnam* 


11 


Dear  People: 

The  tourist  bureaus,  which  advertise  that 
the  monsoon  season  is  over  by  October,  are 
like  the  Los  Angeles  Chamber  of  Commerce. 
This  is  the  wettest  drouth  ever. 

Have  very  decent  quarters  where  four  phy- 
sicians and  one  hospital  administrator  run  a 
private  mess,  living  mostly  on  the  local  econo- 
my. The  cook  is  a Vietnamese  who  probably 
deserves  the  title  of  chef.  Food  is  edible,  but 
rather  heavy  on  sea-food  and  garlic  for  my 
taste. 

The  war  in  the  delta  makes  little  news  in 
the  state-side  papers,  but  it  is  on.  It  is  a con- 
tinuing series  of  small,  but  quite  vicious,  op- 
erations. Produces  considerable  attrition,  in- 
cluding American. 

For  me,  this  trip  is  a direct  antithesis  to  the 
primitive  lonesome  pioneering  of  last  year. 
Can  Tho  Medical  Center  is  short  on  chrome- 
plate,  and  the  ceramic  tile  is  unglazed,  but 
the  operation  is  strictly  first-team,  U.S.  style. 

The  Air  Force  Surgical  Team,  which  has 
been  here  for  seven  months,  has  two  young 
surgeons  who  have  just  finished  excellent  resi- 
dencies. The  two  civilian  surgeons,  here  like 
me  for  two  months,  are  also  well-trained  and 
obviously  outstanding  in  their  home  commun- 
ities. 

The  primary  mission  of  the  Americans  here 
is  the  care  of  Vietnamese  civilian  war  casualties. 
These  come  in  at  a rate  of  up  to  25  major 
operations  a day.  When  a big  load  shows  up, 
all  hands  and  the  cook  turn  to.  I have  even 
scrubbed  a few  times  to  hold  retractors  and 
snip  sutures,  trying  to  remember  what  I 
learned  in  WW  II. 

*George  F.  Brockman,  M.D.,  Greenville,  sent  the 
following  letter  too  late  for  the  November  Journal. 
It  was  written  during  his  second  tour  of  duty  as  an 
American  civilian  physician  working  with  the  AM  A 
Volunteer  Physician  Program. 
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To  further  increase  casualty  capability,  we 
have  three  surgical  technicians,  developed  by 
re -training  aircraft  mechanics.  After  three 
months  training,  they  are  scrubbing,  circulat- 
ing and  repairing  lacerations  with  dexterity 
and  speed. 

We  also  have,  on  a part-time  basis,  the 
services  of  three  Army  Medical  Officers  from 
nearby  U.S.  troops.  They  are  fresh  from  in- 
ternship, completing  their  military  obligation. 

One  of  them  is  supposed  to  keep  Pediatrics 
(with  which  this  country  is  crawling)  off  my 
back,  but  it  is  hard  to  keep  him  out  of  the 
Operating  Room. 

Trying  to  keep  his  section  on  Medicine  up 
with  the  “gung  ho”  Section  on  Surgery  keeps 
the  old  Kentucky  doctor  well  stimulated.  As 
dengue,  diptheria,  malaria  and  typhoid  en- 
demic, every  acute  febrile  disease  is  a brief 
post-graduate  course  in  Tropical  Medicine. 

Not  all  of  the  illnesses  are  exotic — I was 
pleased  to  pick  a (proven)  hydrops  of  the  gall- 
bladder with  stone  from  the  continuing  stream 
of  tropical  hepatics  and  cirrhotics. 

Bird-dogging  for  the  surgeons  is  another 
source  of  stimulation.  After  warming  up  on 
decortication  and  lobectomies,  they  are  want- 
ing a patient  for  a pneumonectomy.  They  are 
also  wanting  a suitable  case  for  a mitral  com- 
missurotomy, to  initiate  elective  cardiac  sur- 
gery in  this  country.  It  will  have  to  be  an  un- 
complicated case,  for  a closed  procedure,  as 
we  do  not  have  a pump  (and  haven’t  been 
able  to  get  the  aeroplane  mechanics  to  make 
us  one  yet). 

All  in  all,  I have  been  so  busy  profession- 
ally, that  there  has  been  no  time  for  picnics 
in  the  jungle  so  far. 

George  F.  Brockman,  M.D. 
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The  Christmas  Season 


As  the  year  nineteen  hundred  and  sixty- 
six  comes  to  a close  the  Editors  of  the 
Journal  take  the  opportunity  to  thank 
the  many  people  who  make  the  Journal  pos- 
sible. We  thank  the  advertisers  who  patronize 
the  Journal  and  we  are  grateful  that  their  num- 
bers continue  to  grow.  Our  thanks  goes  to  the 
State  Medical  Journals  Advertising  Bureau 
which  handles  the  business  of  our  advertising 
for  us.  It  is  a pleasure  to  work  with  our  print- 
ers, the  Gibbs-Inman  company,  who,  as  al- 
ways, are  helpful  and  cooperative. 

The  Editors  express  their  appreciation  to 
the  many  physicians  who  as  a manifestation 
of  their  interest  in  the  Kentucky  Medical  As- 
sociation make  written  contributions  to  the 
pages  of  the  Kentucky  Medical  Journal.  These 
contributions  make  the  Journal  the  important 
historical  documentary  of  Kentucky  Medicine 
which  it  is. 

During  this  year  of  nineteen  hundred  and 


sixty-six  medical  facilities  within  the  state  have 
continued  to  improve  and  to  increase  in  num- 
ber. Improved  and  new  roads  continue  to 
make  medical  care  more  accesible  to  more 
people.  Nineteen  hundred  and  sixty-seven 
promises  to  make  important  additions  in  all  of 
these  areas.  It  is  likely  that  during  this  past 
year  the  people  in  the  state  had  in  general 
the  best  medical  care  in  the  history  of  Ken- 
tucky, but  there  is  to  be  no  status  quo  in 
medicine  and  the  present  but  lays  the  founda- 
tion for  the  future.  The  many  unknowns  that 
face  those  in  medical  research  staggers  the 
imagination.  Socio-economic  techniques  for 
providing  medical  care  challenge  our  medical 
leaders.  The  practicing  physician  is  faced  with 
the  constant  changes  in  medical  knowledge 
and  techniques.  All  of  these  circumstances 
promise  to  make  nineteen  hundred  and  sixty- 
seven  a challenging,  stimulating  and  busy  year 
for  the  physicians  of  Kentucky. 

Walter  S.  Coe,  M.D. 


The  New  President 


ONE  of  the  highlights  of  the  recent  an- 
nual meeting  of  the  Kentucky  Medical 
Association  was  the  introduction  of  the 
new  president,  Robert  E.  Pennington,  M.D.,  of 
London,  Kentucky.  Doctor  Pennington  suc- 
ceeds Everett  Baker,  M.D.,  of  Louisville  who 
provided  the  Association  with  a year  of  effec- 
tive and  able  leadership.  Doctor  Pennington 
has  been  an  active  participant  in  the  affairs  of 
the  Association  for  a number  of  years  and  has 
come  to  know  many  of  its  members  by  rea- 
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son  of  direct  contact;  other  members  have  not 
had  the  opportunity  of  coming  to  know  the 
new  president. 

Robert  E.  Pennington  was  born  and  reared 
in  London,  Kentucky.  His  father  was  a pio- 
neer surgeon  in  Eastern  Kentucky  and  was  ac- 
customed to  covering  a good  portion  of  the 
mountain  area  on  horseback  and  during  the 
early  days  of  his  practice  would  operate  in 
mountain  homes  on  tables  and  on  doors  placed 
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across  wooden  horses.  Robert  Pennington’s  fa- 
ther built  one  of  the  first  hospitals  in  Eastern 
Kentucky  and  practiced  up  until  his  death  in 
1944. 

The  Association’s  new  President  received  a 
Bachelor  of  Arts  and  Masters  degree  from  the 
University  of  Kentucky  and  Doctor  of  Medi- 
cine degree  from  the  University  of  Pennsyl- 
vania. Follownig  an  internship  at  the  Philadel- 
phia General  Hospital  and  a period  of  time 
in  Pathology  at  Western  Reserve  University, 
he  became  a Fellow  in  Surgery  at  the  Mayo 
Clinic.  During  World  War  II  Doctor  Penning- 
ton, among  other  assignments,  was  command- 
ing officer  of  the  47th  Portable  Surgical  Hos- 
pital which  was  assigned  to  the  China  Theater 
to  assist  the  Chinese  Nationalist  Army  in  their 
fighting  on  the  Burma  Front. 

After  discharge  from  the  Army,  Robert 
Pennington,  began  the  practice  of  surgery  in 
London,  Kentucky.  He  has  not  been  one  to 
have  many  formal  hobbies  but  he  did  enjoy 
playing  golf  until  he  became  so  involved  in 
medical  organizational  affairs  that  the  golf  has 
been  crowded  out  of  his  busy  schedule. 

The  new  President  of  the  Association  would 
like  to  have  its  members  become  more  aware 


of  the  tremendous  amount  of  work  the  Ken- 
tucky Medical  Association  carries  on  in  the 
various  fields  of  medicine  and  public  rela- 
tions. The  work  of  the  organization  goes  on 
because  of  the  dedication  and  sacrifice  of  some 
of  its  members  but  Doctor  Pennington  feels 
that  not  enough  of  the  members  allow  them- 
selves to  become  involved  in  the  many  respon- 
sibilities of  the  Association.  Another  one  of  the 
new  President’s  special  interests  is  the  possibil- 
ity of  developing  some  kind  of  code  of  under- 
standing between  physicians  and  attorneys.  He 
has  in  mind  a code  in  which  grievances  or 
complaints  of  patients  are  brought  before 
Committees  of  attorneys  and  physicians  and  if 
there  are  no  grounds  for  suit  these  complaints 
are  dropped  without  suits  being  instituted  ac- 
companied with  the  associated  publicity.  He 
is  also  particularly  interested  in  a study  of  the 
efficiency  and  economy  of  the  Kentucky  Med- 
ical Association’s  work  and  efforts  in  this  di- 
rection have  already  begun. 

Robert  E.  Pennington  promises  to  provide 
the  Kentucky  Medical  Association  with  in- 
formed, able  and  dedicated  leadership  during 
the  year  of  his  Presidency. 

Walter  S.  Coe,  M.D. 


Wii^inq,  ^ou  HU  tfje 
Jops  of  tfie  ^olibap  ^easion 


Walter  S.  Coe,  M.D.,  Editor 
and 

The  Journal  Staff 
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ABIDE  WITH  ME* 

Henry  F.  Lyte 

A hide  with  me:  fast  falls  the  eventide; 

The  darkness  deepens;  Lord,  with  me  abide! 

When  other  helpers  fail,  and  comforts  flee. 

Help  of  the  helpless,  O abide  with  me. 

Swift  to  its  close  ebbs  out  life’s  little  day; 

Earth’s  foys  grow  dim,  its  glories  pass  away; 

Change  and  decay  in  all  around  I see; 

0 Thou,  who  changest  not,  abide  with  me. 

/ need  Thy  presence  every  passing  hour, 

What  but  Thy  grace  can  foil  the  tempter’s  power? 

Who,  like  Thyself,  my  guide  and  stay  can  be? 

Thro’  cloud  and  sunshine.  Lord,  abide  with  me. 

/ fear  no  foe,  with  Thee  at  hand  to  bless. 

Ills  have  no  weight,  and  tears  no  bitterness. 

Where  is  death’s  sting?  where,  grave,  thy  victory? 

1 triumph  still,  if  Thou  abide  with  me. 

Hold  Thou  Thy  cross  before  my  closing  eyes; 

Shine  through  the  gloom  and  point  me  to  the  skies; 

Heaven’s  morning  breaks,  and  earth’s  vain  shadows  flee; 

In  life,  in  death,  O Lord,  abide  with  me. 

*This  tribute  is  printed  in  memory  of  the  58  Kentucky  physicians  passed  away  during  the  past  year.  See 
following  page  for  complete  list. 
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Deceased  Kentucky  Physicians 

* 

1966 


James  W.  Archer,  M.D.,  Paintsville 
Lytle  Atherton,  M.D.,  Louisville 
William  P.  Banta,  M.D.,  Louisville 
James  Ross  Bennett,  M.D.,  Louisville 
George  Bradley,  M.D.,  Elizabethtown 
K.  W.  Brumback,  M.D.,  Cynthiana 
Leonard  Champion,  M.D.,  Lola 
Grover  C.  Chostner,  M.D.,  Louisville 
B.  J.  Cockrell,  M.D.,  Louisville 
John  E.  Crawford,  M.D.,  Whitesburg 
Chester  B.  Creech,  M.D.,  Middlesburg 
Mack  Dempsey,  M.D.,  Wayland 
Candor  G.  Depp,  M.D.,  Hiseville 
Katharine  Dodd,  M.D.,  Louisville 
John  M.  English,  M.D.,  Elizabethtown 
Woodruff  J.  Flowers,  M.D.,  Columbia 
John  B.  Floyd,  M.D.,  Lexington 
William  B.  Foreman,  M.D.,  Louisville 
Oscar  W.  Frickman,  M.D.,  Newport 
J.  Henry  Fust,  M.D.,  Louisville 
Alphonso  F.  Guiglia,  M.D.,  Louisville 
William  M.  Hammack,  M.D.,  Madisonville 
William  J.  Hockaday,  Jr.,  M.D.,  Madisonville 
Edward  C.  Humphrey,  M.D.,  Lexington 
George  F.  Jones,  M.D.,  Henderson 
Tracy  Jones,  M.D.,  Harlan 
Henry  V.  Johnson,  M.D.,  Georgetown 
Lowell  R.  Johnson,  M.D.,  Louisville 
Charles  W.  Justice,  M.D.,  Ludlow 


Paul  E.  Kerkow,  M.D.,  Covington 
Preston  O.  Lewis,  M.D.,  Evarts 
Clarence  H.  Likins,  M.D.,  Louisville 
Carl  A.  Marquardt,  M.D.,  Augusta 
William  J.  Martin,  M.D.,  Russellville 
John  W.  McGowan,  M.D.,  Lexington 
William  R.  McMillen,  M.D.,  Covington 
Cecil  C.  Merritt,  M.D.,  Tollesboro 
Carlisle  Morse,  M.D.,  Louisville 
Carl  Norfleet,  M.D.,  Somerset 
Holst  V.  Nyce,  Perry  County 
Fred  Ray,  M.D.,  Independence 
William  D.  Reddish,  M.D.,  Lexington 
James  B.  Rodgers,  M.D.,  Louisville 
John  O.  Salyers,  M.D.,  Louisville 
James  P.  Scott,  M.D.,  Ashland 
W.  G.  Shacklette,  M.D.,  Valley  Station 
Robert  C.  Sievers,  M.D.,  Somerset 
E.  R.  Smith,  M.D.,  Somerset 
Thomas  J.  Snider,  M.D.,  Taylorsville 
John  A.  Snowden,  M.D.,  Winchester 
Lillian  H.  South,  M.D.,  Louisville 
John  W.  Taylor,  M.D.,  Stamping  Ground 
Neal  E.  Taylor,  M.D.,  Newport 
Dillard  D.  Turner,  M.D.,  Frankfort 
Charles  W.  Wheeler,  M.D.,  Louisville 
Joe  M.  Withers,  M.D.,  Cynthiana 
Charles  F.  Wood,  M.D.,  Louisville 
Emery  J.  Yelton,  M.D.,  Germantown 


*List  of  names  of  deceased  physicians  available  to  The  Journal  as  of  November  20,  1966. 
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The  Joseph  Potts  Thomas  Memorial  Meeting 
The  Kentucky  Medical  Association 


Terrace  Room,  Kentucky  Hotel,  Louisville,  Kentucky,  September  19-22,  1966 
Digest*  of  Proceedings  of  the  Regular  Sessions  of  the 

HOUSE  OF  DELEGATES 

George  F.  Brockman,  M.D.,  Greenville 
Speaker  of  the  House,  Presiding 


First  Session 

Doctor  Brockman  called  the  meeting  to  or- 
der and  asked  Joseph  H.  Saunders,  M.D., 
Lexington,  chairman  of  the  KMA  Committee 
on  Medicine  and  Religion,  to  give  the  invoca- 
tion. Donn  L.  Smith,  M.D.,  Louisville,  chair- 
man of  the  Credentials  Committee,  reported 
that  a quorum  was  present.  A motion  was  made 
and  seconded  to  accept  the  minutes  of  the 
1965  session  of  the  House  of  Delegates  as  pub- 
lished in  the  December  1965  issue  of  The 
Journal  of  the  Kentucky  Medical  Association. 
The  motion  carried. 

Henry  B.  Asman,  M.D.,  KMA  secretary, 
presented  the  general  announcements.  The 
Secretary  reported  that  the  President’s  Lunch- 
eon speaker  would  be  Walter  H.  Judd,  M.D., 
Washington,  D.C.  Doctor  Asman  pointed  out 
that  the  seven  reference  committees  would 
convene  for  their  sessions  at  2:00  p.m.,  Mon- 
day, on  the  mezzanine  floor  of  the  Kentucky 
Hotel.  The  opening  scientific  session  was  to 
begin  on  Tuesday,  September  20,  at  8:50  a.m., 
in  the  Convention  Center. 

The  Secretary  read  the  list  of  physicians  who 
had  passed  away  since  the  1965  meeting  and 
the  members  of  the  House  of  Delegates  stood 
for  a moment  of  silence.  The  names  of  the 
physicians,  their  locations  and  dates  of  death 
are  as  follows: 


* Editorial  Note:  A tape  recording  teas  made  of  the 
two  sessions  of  the  House  of  Delegates,  and  any  mem- 
ber who  desires  to  examine  the  transcript  of  the  pro- 
ceedings, may  come  to  the  headquarters  office  and  listen 
to  the  recording. 


Archer,  James  W. 

Paintsville 

June  1966 

( Member ) 

Atherton,  Lytle 

Louisville 

May  8,  1966 

(Member ) 

Banta,  William  P. 

Louisville 

April  8,  1966 

Bennett,  James  Ross 

( In  Calif.) 
Louisville 

Feb.  12,  1966 

Champion,  Leonard 

Lola 

Sept.  17,  1965 

Cockrell,  B.  J. 

Louisville 

Mar.  27,  1966 

Chostner,  Grover  C. 

Louisville 

Sept.  30,  1965 

Crawford,  John  E. 

Whitesburg 

Dec.  29,  1965 

Creech,  Chester  B. 

Middlesburg 

Oct.  1,  1965 

Dempsey,  Mark 

Wayland 

June  5,  1966 

( Emeritus ) 

Depp,  Candor  G. 

Hiseville 

Oct.  17,  1965 

( Emeritus ) 

Dodd,  Katharine 

Louisville 

Nov.  7,  1965 

English,  John  M. 

Elizabethtown 

April  16,  1966 

Floyd,  John  B. 

Lexington 

Mar.  10,  1966 

( Emeritus ) 

Foreman,  William  B. 

Louisville 

Nov.  17,  1965 

(Emeritus) 

Frickman,  Oscar  W. 

Newport 

Feb.  5,  1966 

Fust,  J.  Henry 

Louisville 

Feb.  2,  1966 

Hammack,  William  M. 

Madisonville 

Dec.  1,  1965 

( Emeritus ) 

Hockaday,  William  J.  Jr., 

Anchorage 

Nov.  1~,  1965 

(Member) 

Humphrey,  Edw.  C. 

Lexington 

Jan.  27,  1966 

Jones,  Tracy 

Harlan 

Aug.  1966 

Johnson,  Lowell  R. 

( Out  of  State) 
Louisville 

Jan.  30,  1 966 

Justice,  Charles  W. 

Ludlow 

Sept.  15,  1965 

(Member ) 

Kerkow,  Paul  E. 

Covington 

July  11,  1966 

( Emeritus ) 

Lewis,  Preston  O. 

Evarts 

Oct.  10,  1965 

(Emeritus ) 

Likins,  Clarence  H. 

Louisville 

Feb.  15,  1966 

(Emeritus) 

Marquardt,  Carl  A. 

Augusta 

Feb.  11,  1966 

(Member) 

Martin,  William  J. 

Russellville 

Dec.  10,  1965 

McGowan,  John  W. 

Lexington 

Oct.  31,  1965 

(Member) 

Merritt,  Cecil  C. 

Tollesboro 

Mar.  9,  1966 

(Emeritus) 

Morse,  Carlisle 

Louisville 

Oct.  30,  1965 

( Member ) 

Nyce,  Holst  W. 

Perry  County 

Oa.  20,  1965 

Ray,  Fred 

Independence 

Sept.  26,  1965 

Reddish,  William  D. 

Lexington 

Oct.  7,  1965 

( Emeritus) 
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Rogers,  James  B. 

( Member ) 

Scott,  James  P. 

( Member ) 
Shacklette,  W.  G. 
Sievers,  Robert  C. 

(Emeritus) 

Snider,  Thomas  J. 
Snowden,  John  A. 
Stovall,  J.  Watts 
Taylor,  John  W. 

( Emeritus ) 
Turner,  Dillard  D. 
Wheeler,  Charles  W. 
Withers,  Joe  M. 

(Member) 

Wood,  Charles  F. 


Louisville 

Ashland 

Valley  Station 
Somerset 

Taylorsville 

Winchester 

Grayson 

Stamping 

Ground 

Frankfort 

Louisville 

Cynthiana 

Louisville 


Nov.  19,  1963 

Sept.  28,  1965 

Nov.  11,  1963 
March  5,  1966 

Feb.  15.  1966 
Feb.  17,  1966 
July  1966 
May  9,  1966 

July  14,  1966 
Jan.  9,  1966 
July  1966 

April  29,  1966 


The  speaker  announced  the  reference  com- 
mittee appointments  as  follows: 

Reference  Committee  No.  1 — Reports  of 
Officers  and  Board  of  Trustees 

Thomson  R.  Bryant,  Jr.,  M.D.,  Lexington,  Chairman 

C.  Melvin  Bernhard,  M.D.,  Louisville 

Thomas  L.  Heavern,  Jr.,  M.D.,  Newport 

Charles  Noss,  M.D.,  Stanton 

Reginald  J.  Phillips,  Jr.,  M.D.,  Owensboro 

Reference  Committee  No.  2 — Scientific 
Assembly  and  Medical  Education 

Paul  J.  Parks,  M.D.,  Bowling,  Green,  Chairman 
Eugene  H.  Conner,  M.D.,  Louisville 
James  A.  Harris,  M.D.,  Paducah 
Robert  J.  Salisbury,  M.D.,  Mt.  Sterling 
J.  Sankey  Williams,  M.D.,  Nicholasville 

Reference  Committee  No.  3 — Legislative 
Activities 

Carl  Cooper,  Jr.,  M.D.,  Bedford,  Chairman 
David  A.  Hull,  M.D.,  Lexington 
W.  Faxon  Payne,  M.D.,  Hopkinsville 
Charles  E.  Peck,  M.D.,  Russell  Springs 
James  C.  Salato,  M.D.,  Columbia 

Reference  Committee  No.  4 — Public  Service 
and  Allied  Professions 

Fred  C.  Rainey,  M.D.,  Elizabethtown,  Chairman 
W.  E.  Becknell,  M.D.,  Manchester 
Kenneth  P.  Crawford,  M.D.,  Louisville 
Robert  E.  Robbins,  M.D.,  Greenville 
James  B.  Tolliver,  M.D.,  Whitesburg 

Reference  Committee  No.  5 — Medical  Service 

Walter  I.  Hume,  Jr.,  M.D.,  Louisville,  Chairman 
James  L.  Ferrell,  M.D.,  Paris 
Robert  T.  Johnson,  M.D.,  Beaver  Dam 
William  J.  McNabb,  M.D.,  Louisa 
Thomas  G.  Parker,  M.D.,  Murray 

Reference  Committee  No.  6 — Constitution  and 
Bylaws;  Special  Committees 

W.  Vinson  Pierce,  M.D.,  Covington,  Chairman 
John  M.  Baird,  M.D.,  Danville 
Herman  Mahaffey,  M.D.,  Louisville 
Eugene  L.  Marion,  M.D.,  Glasgow 
J.  M.  Stevenson,  M.D.,  Brooksville 

Reference  Committee  No.  7 — Miscellaneous 

Irving  F.  Kanner,  M.D.,  Lexington,  Chairman 
Robert  Chambliss,  M.D.,  Burkesville 
Harvey  Page,  M.D.,  Pikeville 
James  G,  Sills,  M.D.,  Hardinsburg 
W.  Fielding  Rubel,  M.D.,  Louisville 


The  Speaker  stated  the  tellers  for  the  meeting 
would  be  Edward  C,  Bowling,  M.D.,  Stanford,  Chair- 
man; C.  V.  Dodson,  M.D,,  Russellville;  and  John 
O.  Jones,  M.D.,  Flatwoods,  Doctor  Brockman  also 
stated  that  the  KMA  Delegates  and  Alternate  Dele- 
gates to  the  AMA  had  been  assigned  to  reference 
committees  and  would  be  serving  as  resource  people 
during  the  committee  hearings. 

The  reports  of  the  officers  and  committees  were 
presented  at  this  time  and  referred  to  the  respective 
reference  committees  by  the  Speaker  as  follows: 
Report  of  the  President — Reference  Committee  No. 

1 

Report  of  the  President,  Women’s  Auxiliary  to 
KMA — Reference  Committee  No.  1 
Report  of  President-Elect — Reference  Committee 
No.  1 

Report  of  Speaker  of  House — Reference  Commit- 
tee No.  1 

Report  of  Chairman,  Board  of  Trustees — Refer- 
ence Committee  No.  1 

The  Speaker  then  recognized  William  Bizot,  M.D., 
the  chairman  of  the  Awards  Committee,  for  his 
nominations  for  the  Distinguished  Service  Medal, 
and  the  Outstanding  General  Practitioner  Award.  W. 
Vinson  Pierce,  M.D.,  Covington,  was  nominated  for 
the  Distinguished  Service  Medal.  A motion  was 
made,  seconded  and  carried  that  Doctor  Pierce  be 
the  recipient  of  this  award. 

The  name  of  John  C.  Baker,  M.D.,  Berea,  was 
placed  in  nomination  for  the  Outstanding  General 
Practitioner  Award.  The  motion  was  seconded  and 
carried. 

The  House  recessed  at  this  time  for  a coffee  break 
provided  by  the  Kentucky  State  Association  of  Medi- 
cal Assistants. 

After  reconvening  the  House,  Doctor  Sweeney  con- 
tinued with  the  assignment  of  the  reports  to  the 
various  reference  committees  as  follows: 

Report  of  the  Secretary — Reference  Committee  No. 

1 

Report  of  the  Editor — Reference  Committee  No.  1 
Report  of  the  Treasurer — Reference  Committee  No. 

1 

Report  of  the  Delegates  to  AMA — Reference  Com- 
mittee No.  1 

Report  of  Executive  Secretary — Reference  Com- 
mittee No.  1 

Report  of  the  Council  on  Scientific  Assembly — 
Reference  Committee  No.  2 

Report  of  the  Council  on  Medical  Education  and 
Hospitals — Reference  Committee  No.  2 with  the  fol- 
lowing exception:  page  6,  near  the  bottom  of  the 
page,  starting  with  “The  Kentucky  Academy  of  Gen- 
eral Practice,  Congress  of  Delegates”  and  ending  on 
page  7 at  the  conclusion  of  the  first  full  paragraph 
found  at  the  end  of  the  resolution,  referred  to  Ref- 
erence Committee  No.  5 

Report  of  the  Council  on  Legislative  Activities — 
Reference  Committee  No.  3 

Report  of  the  Council  on  Medical  Services — Ref- 
erence Committee  No.  5 with  the  following  excep- 
tions: page  2,  third  paragraph,  referred  to  Reference 
Committee  No.  6;  page  14,  starting  with  the  first 
paragraph  at  the  top  of  the  page  through  the  con- 
clusion of  the  report,  referred  to  Reference  Com- 
mittee No.  4 

Report  of  the  Council  on  Communications  and 
Public  Service — Reference  Committee  No.  4 

Report  of  the  Council  on  Allied  Professions  and 
Related  Groups — Reference  Committee  No.  4 with 
the  following  exceptions:  page  2,  starting  at  the 
beginning  of  the  second  paragraph  top  of  page  2 and 
ending  with  the  paragraph  at  the  top  of  page  3 — 
also,  “Board  Action”  bottom  of  page  43  and  adden- 
dum of  TB  Committee  after  page  44  referred  to 
Reference  Committee  No.  5;  page  14,  numbered 
paragraph  2 referred  to  Reference  Committee  No.  6 
Report  of  the  Advisory  Committee  to  the  Editor 
— Reference  Committee  No.  6 
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Report  of  the  Judicial  Council — Reference  Com- 
mittee No.  6 

Report  of  the  Committee  on  Third  Party  Medicine 
— Reference  Committee  No.  6 

Report  of  the  Committee  to  Study  the  Constitu- 
tion and  Bylaws — Reference  Committee  No.  6 

Report  of  the  Interim  Meeting  Program  Commit- 
tee— Reference  Committee  No.  6 

Report  of  the  Insurance  Review  Board — Reference 
Committee  No.  6 

Report  of  the  Board  of  Directors,  Kentucky  Physi- 
cians Mutual,  Inc. — Reference  Committee  No.  5 
Report  of  the  Board  of  Trustees,  Rural  Kentucky 
Medical  Scholarship  Fund — Reference  Committee 
No.  5 

Report  of  the  McDowell  House  Committee — Ref- 
erence Committee  No.  7 

Report  of  the  Memorials  Commission — Reference 
Committee  No.  7 

Report  of  the  Technical  Advisory  Committee  on 
Indigent  Medical  Care — Reference  Committee  No.  5 
Report  of  the  KMA  Representative  to  Conference 
of  Presidents  and  Other  Officers  of  State  Medical 
Associations — Reference  Committee  No.  7 

Report  of  the  KMA  Representative,  U.  of  K. 
Chapter,  Student  AMA — Reference  Committee  No.  7 
Report  of  the  KMA  Representative,  U.  of  L.  Chap- 
ter, Student  AMA — Reference  Committee  No.  7 
Report  of  the  Advisory  Committee  to  Selective 
Service — -Reference  Committee  No.  5 

Report  of  the  Representative,  Advisory  Committee 
on  Maternal  and  Child  Health,  State  Department  of 
Health — Reference  Committee  No.  7 


New  Business 

The  new  business  was  then  presented  to  the  House 
and  referred  to  the  reference  committees  by  the 
Speaker  as  follows: 

(A)  Resolution  of  KMA  Board  of  Trustees  on  the 
subject  of  Surveying  of  Physicians’  Fees^ — Reference 
Committee  No.  5 

(B)  Resolution  of  Franklin  County  Medical  Socie- 
ty pertaining  to  Fee  for  Service  under  “Medicaid” — 
Reference  Committee  No.  5 

(C)  Resolution  of  Jefferson  County  Medical  So- 
ciety relating  to  Improvement  of  the  State  Medical 
Assistance  Program — Reference  Committee  No.  5 

(D)  Resolution  of  Jefferson  County  Medical  So- 
ciety on  the  subject  of  Study  Committee  for  Coordi- 
nated Community  Health  Care — Reference  Commit- 
tee No.  4 

(E)  Resolution  of  Muhlenberg  County  Delegation 
pertaining  to  Utilization  Committees  in  Accredited 
Hospitals  at  all  Levels  in  Kentucky — Reference  Com- 
mittee No.  2 

(F)  Resolution  of  Muhlenberg  County  Medical 
Society  pertaining  to  Selective  Service — Reference 
Committee  No.  7 

(G)  Resolution  of  Fayette  County  Medical  Socie- 
ty on  the  subject  of  Direct  Billing — Reference  Com- 
mittee No.  5 

(H)  Resolution  of  Fayette  County  Medical  Socie- 
ty pertaining  to  Direct  Billing — Reference  Commit- 
tee No.  3 

(I)  Resolution  of  Rowan  County  Medical  Society 
concerning  Question  of  KMA  Policy — Reference 
Committee  No.  1 

(J)  Resolution  of  Pulaski  County  Delegation  con- 
cerning The  Doctrine  of  Individual  Responsibility — 
Reference  Committee  No.  5 

(K)  Resolution  of  Pulaski  County  Delegation  on 
the  subject  of  Section  1801 — Public  Law  89-97,  Reso- 
lution 69 — Reference  Committee  No.  5 

(L)  Resolution  of  Pulaski  County  Delegation  re- 
lating to  The  Right  to  Bill  Patients — Title  XIX  of 
Public  Law  89-97 — Reference  Committee  No.  5 


( M )  Resolution  of  Barren  County  Medical  Society 
pertaining  to  Accreditation  of  Kentucky  Hospitals 
— Reference  Committee  No.  2 

The  meeting  places  for  the  nominating  Commit- 
tee for  general  officers  and  the  six  trustee  districts 
were  announced  by  the  Executive  Secretary.  He 
pointed  out  that  the  Nominating  Committee  would 
report  immediately  at  the  close  of  the  first  scientific 
session  on  Tuesday  morning  at  the  Convention  Cen- 
ter, and  these  nominations  would  again  be  read  at  the 
second  meeting  of  the  House  on  Wednesday,  when 
according  to  the  Bylaws,  additional  nominations 
could  be  made  from  the  floor  without  discussion  or 
comment. 

The  first  session  of  the  House  was  adjourned  at 
12:00  Noon. 


Second  Session 

The  second  session  of  the  House  of  Dele- 
gates was  called  to  order  on  September  21  by 
the  Speaker,  George  F.  Brockman,  M.D.  Ev- 
erett H.  Baker,  M.D.,  Louisville,  president, 
gave  the  invocation.  The  Chairman  of  the  Cre- 
dentials Committee,  Donn  L.  Smith,  M.D., 
Louisville,  reported  that  a quorum  was  present. 

The  Speaker  recognized  the  Chairman  of  the 
Board  of  Trustees,  Hubert  C.  Jones,  M.D., 
who  presented  the  final  report  of  the  Board  of 
Trustees  as  follows:  (The  Board  of  Trustees 
passed  this  resolution  at  its  September  21 
meeting) 

"WHEREAS,  the  1966  Annual  Meeting  of  the 
Kentucky  Medical  Association  has  been  well  at- 
tended and  generally  accepted  as  being  one  of  the 
outstanding  meetings  that  the  Association  has  held, 
and 

“WHEREAS,  the  Council  on  Scientific  Assembly, 
our  guest  speakers,  sixteen  cooperating  specialty 
groups  and  all  others  worked  together  so  successfully 
in  developing  the  outstanding  scientific  program,  and 

“WHEREAS,  the  University  of  Louisville  with  the 
cooperation  of  the  University  of  Kentucky  has  de- 
veloped and  presented  a most  profitable  color  TV 
program  of  four  and  one  half  hours  in  length,  and 

“WHEREAS,  the  Smith,  Kline  and  Erench  Labora- 
tories, at  considerable  expense,  used  their  color  TV 
broadcasting  facilities  to  greatly  enhance  the  effec- 
tiveness of  our  meeting,  and 

“WHEREAS,  the  staff  of  the  Kentucky  Hotel, 
along  with  many  other  organizations  and  individuals, 
have  cooperated  to  help  make  this  meeting  success- 
ful, 

“NOW  THEREEORE  BE  IT  RESOLVED,  that 
the  House  of  Delegates  of  the  Kentucky  Medical 
Association  go  on  record  as  expressing  its  deep  ap- 
preciation to  all  individuals  and  organizations  that 
had  any  part  in  developing  and  presenting  the  1966 
Annual  Meeting.”  Doctor  Jones  moved  the  adoption 
of  the  resolution.  The  motion  was  seconded  and 
carried. 

Doctor  Asman  presented  the  announcements 
for  the  evening.  He  recognized  the  following 
representatives  of  state  medical  societies:  Henry 
A.  Crawford,  M.D.,  Cleveland,  Ohio,  past 
president  of  the  Ohio  State  Medical  Associa- 
tion; Newton  DuPuy,  Ouincy,  Illinois,  presi- 
dent-elect of  the  Illinois  State  Medical  Society; 
Richard  E.  Flood,  M.D.,  Weirton,  West  Vir- 
ginia, president  of  the  West  Virginia  State 
Medical  Association;  Kenneth  O.  Neumann, 
M.D,,  Lafayette,  Indiana,  president  of  the 
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Indiana  State  Medical  Association;  and  Byron 
Stuart,  Boonville,  Missouri,  president  of  the 
Missouri  Medical  Association. 

Following  the  announcements,  the  reports  of 
the  reference  committees  were  then  presented. 


REFERENCE  COMMITTEE  No.  It 

Thomson  R.  Bryant,  Jr.,  M.D.,  Chairman 

Reports  of  Officers  and  Board  of  Trustees 

Reference  Committee  No.  1 considered  the  fol- 
lowing reports; 

1.  Report  of  the  President 

2.  Report  of  President,  Woman’s  Auxiliary  to 
KMA 

3.  Report  of  President-Elect 

4.  Report  of  Speaker  of  the  House 

5.  Report  of  Chairman  of  Board  of  Trustees 

6.  Report  of  the  Secretary 

7.  Report  of  the  Editor 

8.  Report  of  the  Treasurer 

9.  Report  of  the  AMA  Delegates 

10.  Report  of  Executive  Secretary 

Resolution  1 — Rowan  County  Medical  Society 


Report  of  the  President 

The  year  1965-66  has  been  a busy  and  pleasant 
year  for  your  President.  Through  your  kindness  and 
cooperation  many  enjoyable  hours  have  been  spent 
serving  the  KMA. 

Shortly  after  the  1965  Annual  Meeting,  we  visited 
Danville  and  accepted  a plaque  from  the  Department 
of  the  Interior  in  recognition  of  the  McDowell 
House.  In  October  1965,  we  attended  a special  called 
meeting  of  the  AMA  House  of  Delegates  in  Chicago. 
Also  in  this  month  we  attended  the  annual  meetings 
of  the  Licensed  Practical  Nurses,  Registered  Nurses, 
Rural  Electric  Association,  Mental  Health  Committee 
and  the  ARHI.  Meetings  were  also  attended  with  the 
KMA  Executive  Committee  and  the  Scientific  As- 
sembly. 

November  dates  consisted  of  meetings  with  nurs- 
in  home  administrators,  KEMPAC,  KMA  Judicial 
Council,  KMA  Interim  Meeting  Planning  Committee, 
and  a meeting  with  Governor  Breathitt  regarding 
health  centers.  There  were  special  meetings  in  Decem- 
ber regarding  PL  89-97,  a meeting  of  the  Board  of 
Trustees  and  another  conference  with  Governor 
Breathitt.  In  January  there  was  a meeting  of  the 
committee  dealing  with  governmental  medical  serv- 
ices, a meeting  of  the  Council  on  Allied  Medical 
Services,  a district  meeting  at  Owensboro,  a town 
and  gown  meeting  at  Park  Mammoth  for  three  days 
and  a district  meeting  at  Paducah. 

In  February  and  March,  meetings  were  attended 
as  follows:  Jefferson  County  Medical  Assistants 

Association,  Key  Men  of  KMA,  Allied  Council  meet- 
ing, Utilization  and  Review  meeting,  a district  meet- 


y In  order  to  make  the  Digest  of  Proceedings  of 
the  second  meeting  of  the  House  of  Delegates  more 
understandable  and  because  it  will  occupy  less  space 
in  the  Journal,  the  KMA  Board  of  Trustees  passed 
the  following  motion  “That  if  no  dissenting  action 
on  the  committee’s  recommendations  is  made  either 
by  the  council  under  which  the  committee  serves  or 
the  KMA  Board  of  Trustees,  only  the  reference  com- 
mittee action  on  the  report  be  printed  in  The  Journal”. 


ing  at  Shelbyville,  KMA  Structure  and  Re-organiza- 
tion Committee  meeting.  Metropolitan  Insurance 
representatives.  Budget  Committee,  University  of 
Louisville  Senior  Day,  University  of  Kentucky  Senior 
Day  and  an  address  to  employees  of  the  Office  of 
Economic  Security  in  Louisville. 

The  important  happening  in  April  was  the  Interim 
Meeting  at  Cumberland  Falls  with  interesting  dis- 
cussions, excellent  attendance  and  an  address  by 
Doctor  Appel,  AMA  President.  Then  there  were 
district  meetings  in  Ashland,  Covington,  Louisville, 
and  Lexington  that  were  attended.  The  annual  Wash- 
ington dinner  for  our  Kentucky  legislators  and  their 
wives  was  held  at  the  Mayflower  Hotel.  This  was 
an  extremely  pleasant  occasion  and  it  seems  to  be 
worth  every  bit  of  our  effort  and  expense.  The 
meetings  of  the  National  Education  Association,  of 
Licensed  Practical  Nurses  and  the  Kentucky  Hospital 
Association  were  attended. 

In  May  we  attended  two  sessions  and  the  banquet 
of  the  annual  meeting  of  the  Kentucky  Academy  of 
General  Practice.  There  was  also  a district  meeting 
at  Somerset,  Rural  Kentucky  Medical  Scholarship 
meeting.  Committee  on  Disaster  Medical  care  meet- 
ing, and  the  Kentucky  Association  of  Medical  As- 
sistants. 

June  was  a busy  month.  District  meetings  at  Mid- 
dlesboro,  Madisonville,  Elizabethtown,  and  Bowling 
Green  were  addressed.  There  were  several  committee 
meetings  on  the  KMA  level  and  then  the  Annual 
Meeting  of  the  AMA  in  Chicago  where  our  dele- 
gates did  an  outstanding  job. 

July  found  us  very  active  with  the  Board  of 
Trustees  and  all  of  the  physicians  and  their  organi- 
zations concerning  fee  schedules  in  the  expanded 
medical  care  program  for  indigents.  In  every  area 
the  voting  was  unanimous  that  we  recommend  to 
the  Governor’s  Advisory  Council  on  Medical  Assist- 
ance that  “usual,  customary,  and  reasonable”  fees 
for  all  physicians  be  paid  for  services  rendered.  At 
our  first  meeting  this  was  not  accepted,  but  the  door 
was  not  completely  closed  as  further  study  and  ex- 
ploration was  promised. 

In  August  the  Executive  Committee  and  the  Board 
of  Trustees  met  preparatory  to  the  Annual  Meeting 
in  September. 

In  addition  to  the  activities  listed  there  were  visits 
to  state  medical  meetings  in  adjoining  states,  con- 
ferences by  telephone,  conferences  with  insurance 
carriers  and  studies  with  many  groups  of  Title  18 
and  Title  19  and  the  preparation  for  the  impact  of 
Heart,  Stroke,  and  Cancer  centers,  and  the  effect  this 
will  have  on  medical  practice,  medical  education 
and  patient  care. 

Everett  H.  Baker,  M.D.,  President 
Kentucky  Medical  Association 


Recommendations,  Reference  Committee  No.  1 

The  portion  of  the  Report  of  the  President  to  the 
1966  session  of  the  House  of  Delegates,  which  was 
referred  to  Reference  Committee  No.  1.  was  re- 
viewed. The  Committee  wishes  to  recognize  the  out- 
standing and  efficient  service  of  the  President. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  seconded;  carried.) 

Report  of  President 
Woman’s  Auxiliary  to  KMA 

Physicians’  wives  in  Kentucky  this  past  year  have 
concentrated  on  our  responsibility  to  our  past,  our 
present  and  our  future. 

We  have  remembered  through  our  association  with 
McDowell  House  our  responsibility  to  our  fore- 
fathers. 

On  September  29,  1965,  my  first  official  duty  as 
President  of  the  Woman’s  Auxiliary  to  the  Kentucky 
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Medical  Association  was  to  represent  the  auxiliary 
at  the  ceremony  marking  McDowell  House  as  a 
registered  historical  landmark.  In  November,  small 
sterling-silver  charms,  exact  replicas  of  McDowell 
House  and  Apothecary,  were  made  and  placed  on 
sale  at  the  House.  This  charm  is  the  only  one  in  the 
State  of  Kentucky  that  is  a replica  of  an  historical 
house  and  was  presented  to  the  public  in  a short 
paragraph  by  Joe  Creason  in  his  daily  column  in 
the  Louisville  Courier  Journal.  This  was  excellent 
publicity  for  the  House. 

I have  presented  programs  on  this  beautiful  home 
and  its  fascinating  story  at  nearly  every  auxiliary 
visit.  I was  amazed  to  find  that  many  of  our  mem- 
bers knew  very  little,  if  anything,  about  this  land- 
mark. 

As  of  July  20th,  the  Department  of  Public  In- 
formation of  the  State  of  Kentucky  has  sent  out  a 
story  by  Mrs.  James  Rich,  past  president  of  the 
Auxiliary  to  the  KMA,  regarding  the  House  and  the 
Apothecary  Shop.  We  need  to  get  information  of  this 
type  to  the  general  public.  I hope  that  the  Auxiliary 
has  started  this  ball  rolling. 

About  this  time  last  year  the  papers  printed 
pictures  showing  residents  of  Kentucky  unloading 
books,  clothing  and  other  such  articles  sent  by  other 
states  into  the  highly  publicized  Appalachian  area 
of  our  state.  I asked  our  members  in  my  inaugural 
address  if  we  were  going  to  sit  back  and  let  others 
assume  our  responsibility?  Indeed  not!  At  our  post 
convention  Board  meeting  plans  were  put  into  effect 
to  work  with  the  Frontier  Nursing  Service.  Wendover, 
Kentucky.  We  have  sent  good,  clean,  used  clothing 
by  the  truck  loads  to  Wendover.  Toys  were  sent  to 
be  used  by  little  patients  in  the  waiting  rooms  of 
the  five  clinic  outposts.  Aprons  were  made  to  be 
worn  by  the  nurses  at  the  clinics  and  during  home 
deliveries.  Small  cloth  bags  used  to  carry  supplies 
were  also  made.  Several  counties  have  sent  layettes 
and  one  county  sent  one  dozen  new  sheets  to  be 
used  in  the  hospital  and  several  counties  have  sent 
cash  donations. 

In  March,  Floyd-Johnson-Magoffin  Auxiliary 
made  a trip  to  Wendover  to  see  first  hand  the  work 
of  this  group.  In  May  a group  of  members  from 
central  Kentucky  chartered  a bus  and  toured  the 
Red  Bird  Clinic  outpost,  the  hospital  and  the  ad- 
ministrative quarters  at  Wendover.  At  this  time 
four  cartons  of  drugs  were  taken  up  and  since  then 
two  more  have  been  sent.  We  have  shown  our  con- 
cern for  our  neighbor  through  this  work  and  have 
also  shown  our  responsibility  to  the  present. 

We  recognized  our  responsibility  to  the  future 
through  our  emphasis  on  legislation.  KEMPAC 
membership  was  stressed  this  year  and  in  Feburary 
a trip  to  Frankfort  was  organized.  A group  of  44 
members  met  on  a sunny  morning,  Feburary  9,  1966. 
and  under  the  leadership  of  Mrs.  A.  S.  Holmes, 
legislative  chairman,  and  Mrs.  Harry  Cowherd  of 
Frankfort,  we  toured  the  capitol.  Mrs.  Norman 
Nedde,  Assistant  Attorney  General  and  a member 
of  the  University  of  Kentucky  WA-SAMA,  and  Mrs. 
Nell  McNamara,  representative  from  Mt.  Sterling, 
arrangements  were  made  for  us  to  have  lunch  in  the 
private  dining  room.  Following  lunch.  Dr.  Mitchel 
Denham.  Speaker  Pro  Tern  of  the  House,  spoke  to 
us  as  did  Dr.  H.  D.  Gardner,  of  the  KEMPAC 
Board.  Representative  McNamara  arranged  for  us  to 
meet  the  Governor — he  was  most  surprised  to  find 
that  we  had  no  favors  to  ask  of  him — we  were 
merely  an  interested  group  of  citizens.  We  then  went 
off  to  meet  our  respective  senators  and  representa- 
tives and  later  observed  both  chambers  in  session. 
This  proved  to  be  quite  an  eye-opener  for  all  of  us 
and  I’m  sure  we  will  all  be  more  interested  in  what 
is  done  in  Frankfort  and  Washington  and  the  type  of 
people  we  send  to  represent  us. 

The  interest  aroused  by  this  trip  and  the  effect  of 
medicare  has  caused  us  to  arrange  a legislative  work- 


shop to  be  held  the  afternoon  before  the  formal 
opening  of  the  convention. 

The  Board  voted  to  present  a certificate  of  ap- 
preciation to  Mrs.  Nell  McNamara  for  her  service 
to  the  people  of  Kentucky  through  her  work  on  the 
Public  Health  Committee  during  her  two  sessions 
in  Frankfort. 

Although  membership  has  not  increased  this  year 
1 feel  our  members  are  extremely  interested  in 
auxiliary  and  the  amount  of  community  service  they 
have  done  proves  this.  We  are  proud  to  welcome 
Christian  County  into  the  state  organization  this 
year  and  we  have  six  counties  with  100%  member- 
at-large  membership. 

Although  we  have  concentrated  on  the  afore  men- 
tioned projects  our  women  have  been  active  in 
other  phases  of  auxiliary  work. 

Mrs.  Robert  Long,  AMA-ERF  chairman,  reports 
an  increase  this  year  of  $1,421.02  or  70%  increase 
over  last  year  for  a total  contribution  of  $3,444.14. 
Although  this  is  an  excellent  increase  and  we  are 
proud  of  it  we  only  stood  5th  in  the  Southern 
Region  this  year.  Let’s  try  to  be  first  next  year! 

International  Health  Activities  again  proved  to 
be  a very  popular  project  with  nearly  all  30  auxiliaries 
participating  in  bandage  rolling,  johnny  coats  and 
drug  collection  all  to  the  amount  of  75  cartons  or 
I.I85  pounds  plus  400  pounds  of  drugs  to  Frontier 
Nursing  Service  and  four  cartons  of  tranquilizers  to 
the  Pike  County  Mental  Health  Clinic. 

Individual  families  have  participated  in  Interna- 
tional Hospitality  by  inviting  foreign  students,  in- 
terns and  residents  into  their  homes.  One  county 
has  invited  the  wives  of  foreign  physicians  at  the 
local  state  hospital  to  attend  their  meetings. 

We  have  eight  health  career  clubs  and  two  future 
nurses  clubs  organized  in  our  high  schools  through- 
out the  state.  There  are  nine  loans,  two  scholar- 
ships and  one  student  currently  using  the  state  loan 
fund.  Although  only  two  Career  Days  or  Fairs  were 
held  this  year  these  were  very  successful  and  it  is 
hoped  that  more  can  be  held  in  the  coming  year. 
Our  loan  booklet  is  in  the  process  of  revision  and 
will  again  be  sent  to  all  high  schools  and  colleges. 

Water  safety  was  again  stressed  this  year  by  the 
safety  chairman  with  only  one  county  reporting  a 
program  on  this  timely  subject  although  safety  in  the 
home,  poison  control,  GEM  programs  and  driver 
training  were  stressed. 

We  are  most  proud  of  our  WA-SAMA  groups. 
The  University  of  Louisville  Chapter  has  applied 
for  membership  in  the  National  organization.  The 
University  of  Kentucky,  although  only  five  years 
old,  was  named  the  chapter  of  the  year  at  their 
National  Convention  this  past  spring.  Mrs.  Norman 
Nedde.  a member  of  the  U.  of  K.  Chapter,  was 
named  President-Elect  of  the  National  organization. 
These  girls  will  make  up  WA-KMA  within  the 
next  few  years.  With  such  talent  and  enthusiasm  to 
come  into  our  ranks  we  should  continue  to  grow 
and  become  an  outstanding  auxiliary.  We  are  all 
most  proud  of  these  young  women. 

Community  service  projects  truly  reflected  local 
needs  and  interest.  Health  education,  immunization 
programs,  help  for  the  handicapped,  physical  fitness, 
diabetic  detection,  glaucoma  screening,  visual  and 
audiology  screening,  bloodmobiles,  plus  volunteer 
service  in  hospitals,  clinics  and  health  departments 
have  all  benefited  from  the  services  provided  by 
these  talented  and  interested  women.  Eor  the  11th 
year  a health  citation  award  will  be  given  to  the  lay 
person  or  organization  for  an  outstanding  contribu- 
tion in  the  field  of  health.  This  year  for  the  first 
time  an  award  will  be  given  to  a physician’s  wife 
who  has  made  an  outstanding  contribution  to  her 
community.  This  will  be  an  annual  award. 

Mental  health  has  grown  by  leaps  and  bounds 
this  year.  One  county  raised  over  $1,000  for  its 
mental  health  clinic,  several  made  donations  for  a 
swimming  pool  at  Outwood  Hospital,  Christmas 
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gifts  were  sent  to  both  Outwood  and  the  hospital  at 
Frankfort  by  several  groups.  Plans  were  made  for 
a new  mental  health  clinic  in  another  county  and 
Jefferson  County  hosted  the  Mental  Health  Confer- 
ence held  in  Louisville  last  October,  one  county  con- 
tinues to  serve  as  volunteers  in  their  clinic  plus  con- 
ducting a survey  of  their  county  to  determine  the 
needs  in  the  area  of  slow  learners  and  the  mentally 
retarded.  Six  counties  reported  using  the  records, 
"Mirror  to  the  Mind”.  We  are  all  proud  of  Mrs.  C.  C. 
Lowry  of  Calloway  County  who  is  serving  as  presi- 
dent of  Kentucky  Federation  of  Women’s  Clubs.  She 
plans  to  stress  mental  health  in  her  program  this 
year. 

I have  visited  17  of  the  auxiliaries  this  year,  in- 
stalling officers,  presenting  programs  and  generally 
speaking  up  for  auxiliary. 

I attended  the  historic  ceremony  at  Danville, 
September  29,  1965,  marking  McDowell  House  a 
National  Monument,  the  Fall  Conference  for  Presi- 
dents and  Presidents-Elect  in  Chicago  in  October 
1965  as  well  as  the  workshop  in  Atlanta,  Georgia 
that  same  month.  The  following  month  I attended 
an  Interim  Planning  meeting  in  Harrodsburg, 
KEMPAC  Board  meeting  in  November,  1965,  in- 
stalled officers  for  the  University  of  Kentucky  WA- 
SAMA  Chapter,  Eebruary  1,  1966.  and  attended  the 
7th  District  meeting  in  Shelbyville  and  a day  in 
Erankfort  the  same  month.  I attended  the  Interim 
Meeting,  Cumberland  Falls.  April  13  and  14  and  was 
sent  as  a delegate  to  the  8th  annual  visit  to  Washing- 
ton on  April  25,  1966.  On  May  3,  1966,  I made  a 
trip  to  Frontier  Nursing  Service,  Wendover,  Kentucky 
and  May  25  attended  the  12th  District  meeting  in 
Somerset.  A death  in  the  family  prevented  me  from 
attending  the  13th  District  meeting  in  Ashland  April 
13th.  On  June  1st  1 served  as  a member  of  a panel  for 
the  WA-SAMA  program  at  the  University  of  Ken- 
tucky. 

I attended  the  annual  House  of  Delegates  meeting 
of  the  WA-lndiana  State  Medical  Association  in  Fort 
Wayne,  April,  1966,  and  the  annual  meeting  of  the 
WA-to  the  Wisconsin  Medical  Association  in  May, 
1966.  State  visitation  prevented  me  from  attending 
the  Tennessee,  Missouri  and  Ohio  State  meetings. 
I attended  the  convention  of  the  Woman’s  Auxiliary 
to  the  AMA  and  presented  the  Kentucky  president’s 
report  at  that  time. 

I presided  at  four  Board  meetings  and  the  44th 
Annual  Meeting  of  the  Woman’s  Auxiliary  to  Ken- 
tucky Medical  Association,  September  20  and  21, 
1966. 

Articles  have  been  written  for  four  issues  of  the 
Blue  Grass  News,  the  President’s  page  of  KMA 
Journal  (January  issue)  and  a report  on  Kentucky 
Auxiliary  activities  for  the  National  Archives  and 
the  KMA. 

This  year  KMA  accorded  recognition  to  the  aux- 
iliary by  inviting  your  president  to  speak  to  the 
new  members  of  KMA  at  Cumberland  Falls  and 
again  on  September  19,  1966,  on  "The  Role  of  the 
Wife  in  Organized  Medicine”.  1 was  also  asked  to 
present  our  auxiliary  report  to  the  KMA  House  of 
Delegates  on  September  19,  1966.  I received  several 
requests  from  different  KMA  committees  for  assist- 
ance plus  requests  from  two  of  the  trustees.  I feel 
the  Auxiliary  has  proven  to  our  parent  organization 
that  we  stand  ready  to  be  of  assistance  at  all  times. 
We  have  been  truly  blessed  to  have  a parent  organi- 
zation which  recognizes  us  as  truly  “helping  hands”, 
who  have  shared  our  hopes,  guided  our  efforts  and 
contributed  to  our  financial  support. 

1 sincerely  thank  the  entire  membership  for  their 
help  and  cooperation  and  for  giving  me  this  privilege 
and  opportunity  to  serve  as  your  president  this  past 
year. 

Mrs.  Robert  Salisbury,  President 

Women’s  Auxiliary  to  the 

Kentucky  Medical  Association 


Recommendations,  Reference  Committee  No.  1 
The  Report  of  the  President  of  the  Woman’s 
Auxiliary  to  KMA  to  the  1966  session  of  the  House 
of  Delegates  was  reviewed.  The  Committee  wishes 
to  commend  the  members  of  the  Auxiliary  for  their 
splendid  work,  particularly  in  their  services  to  the 
Frontier  Nursing  Service,  their  emphasis  on  Legisla- 
tive matters,  encouraging  KEMPAC  membership, 
their  fostering  of  nurse  clubs  and  scholarships,  their 
assistance  with  the  McDowell  House,  and  the  70% 
increase  in  contributions  to  the  AMA-ERE. 

Mr.  Speaker,  1 move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 


Report  of  the  President  Elect 

As  your  president-elect,  it  has  been  a busy  and 
eventful  year.  After  three  previous  years  of  service 
on  the  Board  of  Trustees  and  one  as  Chairman 
of  the  Board,  I have  been  greatly  impressed  by  the 
rapid  increase  in  activities  the  Association  engages 
in  on  behalf  of  its  members.  One  has  only  to  look 
at  the  extra  number  of  meetings,  the  hours  spent  by 
various  members  of  committees,  of  the  increased 
number  and  length  of  the  meetings  of  the  Executive 
Committee  and  the  Board  of  Trustees  in  addition  to 
the  activities  of  an  already  overworked  staff  to 
realize  the  tremendous  responsibilities  facing  medi- 
cine today  as  governmental  regulation  encrouches 
more  and  more  into  the  private  practice  of  medicine. 

During  the  year  it  has  been  my  privilege  to  attend 
the  House  of  Delegates  of  the  American  Medical 
Association,  both  during  the  Annual  Session  last 
June  in  Chicago,  and  during  the  Interim  Session  in 
Philadelphia  last  fall.  One  cannot  help  but  have  a 
sense  of  pride  in  the  fine  work  done  by  this  body  as 
a watch-guard  for  the  health  of  the  public  and  the 
advancement  of  medical  science.  It  was  enlightening 
to  see  the  efficiency  combined  with  democratic 
principals  embodied  in  these  meetings  where  the  pri- 
vate physicians  may  have  equal  privileges  of  voicing 
their  opinions  together  with  the  officials  of  the  or- 
ganization about  the  conduct  of  medical  affairs.  It 
was  also  educational  to  see  the  amount  of  work  in- 
volved by  our  delegates  and  staff  who  attended  these 
meetings  of  the  House,  the  Reference  Committees, 
their  own  discussions  of  the  policies  considered  and 
how  they  might  effect  the  economy  and  the  practice 
of  medicine  in  our  own  state.  These  meetings  were 
tiring,  lengthy  and  hard  work,  but  the  attendance  of 
our  delegation  was  perfect;  and  they  were  conscien- 
tious and  sincere  in  carrying  out  their  duties  in  our 
behalf. 

It  was  also  my  privilege  this  year  to  serve  as  the 
only  practicing  physician  on  the  Health  Advisory 
Committee  of  the  Appalachian  Regional  Commis- 
sion. This  required  six  trips  to  Washington  for 
meetings  which  generally  lasted  two  days.  This  was 
a broadening  and  enlightening  exj^rience  to  observe 
how  a law  and  directive  originating  in  Congress  is 
formulated  into  a working  policy  with  the  numerous 
and  varying  interpretations  given  to  these  laws. 

It  has  also  been  encouraging  to  see  an  increase 
in  the  number  of  physicians  in  the  state  who  are 
showing  an  interest  in  the  affairs  of  our  organization. 
There  are  still  all  too  many  who  consider  the  pay- 
ment of  their  dues  as  their  only  obligation  to  their 
Medical  Association,  and  to  medicine  as  they  would 
desire  to  see  it  practiced.  Unless  there  is  an  awaken- 
ing of  a larger  segment  of  our  membership  to  be- 
come actively  interested  in  the  affairs  of  medicine 
and  their  Medical  Association,  there  will  be  con- 
tinued inroads  and  more  governmental  control  over 
the  private  practice  of  medicine.  It  could  not  have 
been  expressed  better  than  Donald  K.  Dudderer. 
M.D.,  KMA  Vice-President,  Eastern  District,  stated 
in  his  editorial  on  the  President’s  Page  of  the 
Journal  recently  when  he  said  that  we  must  “partici- 
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pate  or  capitulate”. 

We  have  indeed  been  fortunate  in  having  such  an 
articulate  spokesman  as  our  President  and  a Secre- 
tary and  Chairman  of  our  Board  of  Trustees  who 
have  been  so  self-sacrificing  in  giving  their  time  to 
the  interest  of  the  members  of  the  Kentucky  Medi- 
cal Association. 

Robert  E.  Pennington,  M.D. 

President-Elect  of  KMA 


Recommendations,  Reference  Committee  No.  1 
The  Report  of  the  President-Elect  to  the  1966 
session  of  the  House  of  Delegates  was  reviewed  and 
the  Committee  wishes  him  much  success  in  his  duties 
in  the  coming  year. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  seconded;  carried.) 


Report  of  the  Speaker  of  the  House 

The  bulging  papers  in  your  House  of  Delegates 
envelopes  make  it  obvious  that  our  colleagues  this 
year  have  spent  many  hours  planning  for  the  better- 
ment of  our  people  and  our  profession.  We  are 
proud  of  those  willing  to  give  their  time  and  mileage 
in  doing  our  work.  Their  reports  deserve  thoughtful 
consideration. 

We  propose  that  the  House  follow  the  customary 
procedure. 

Briefly,  the  Morning  Session  will  include  the  pres- 
entation of  the  reports  of  officers,  Board  of  Trustees, 
councils  and  committees.  Each  report  is  numbered. 
As  they  are  received,  each  will  be  referred  by  number 
to  a Reference  Committee. 

After  all  reports  have  been  received,  resolutions 
introducing  new  business  will  be  in  order.  These  will 
be  alphabetically  identified  and  referred  to  a Ref- 
erence Committee. 

This  afternoon  at  2:00  p.m.,  the  seven  Reference 
Committees  will  meet  in  the  mezzanine  rooms  in 
this  hotel.  Your  Speakers  urge  you  to  attend,  partici- 
pate in  discussions,  speaking  freely  but  to  the  point. 

Some  will  be  interested  in  discussions  at  more  than 
one  Reference  Committee.  On  a blackboard,  each 
Reference  Committee  will  list  the  reports  in  the  order 
in  which  they  will  be  considered.  As  testimony  is 
completed  on  each  item,  a line  will  be  struck  through 
it.  This  allows  you  to  schedule  the  best  use  of  your 
time. 

Each  Reference  Committee  will  hear  testimony 
until  at  least  3:00  p.m.  Later,  in  Executive  Session, 
they  will  prepare  reports.  Every  delegate  will  have  a 
copy  of  all  reports  at  the  second  meeting  of  the 
House  on  Wednesday  night. 

Your  immediate  Past  Speaker,  Garnett  J.  Sweeney, 
M.D.,  instituted  a practice  which  we  will  continue. 
We  are  asking  that  any  resolution  longer  than  20-25 
words  be  reduced  to  writing  with  a copy  forwarded 
to  the  Speaker. 

Please  remember  that  no  document  or  action  this 
morning  expresses  the  policy  of  this  Association.  We 
are  accepting  information  for  study.  Your  action 
on  Wednesday  night  will  be  the  final  decision — the 
policy  of  the  Association. 

The  Speaker  attended  the  Conference  of  Presiding 
Officers  conducted  by  the  AMA  Speaker  and  Vice- 
Speaker  during  the  AMA  Convention.  A number  of 
distinguished  medical  parliamentarians  participated  in 
the  instruction. 

The  Speaker  has  begun  a complete  library  of  the 
currently-available  source  material  on  parliamentary 
procedures.  The  books  are  at  the  speaker’s  table, 
together  with  information  on  price  and  source  for 
any  who  might  wish  to  study  this  interesting  field. 

Your  Speakers  are  grateful  for  the  opportunity  of 
undertaking  to  serve  you.  We,  the  other  officers. 


and  the  staff  are  here  to  help  you  make  your  de- 
cisions wisely  and  well.  Call  on  any  of  us  for  any 
additional  help. 

George  F.  Brockman,  M.D. 
Speaker 

Richard  F.  Greathouse,  M.D. 
Vice-Speaker  i 

Recommendations,  Reference  Committee  No.  1 
The  Report  of  the  Speaker  of  the  House  to  the 
1966  session  of  the  House  of  Delegates  was  reviewed. 
The  Committee  wishes  to  commend  the  Speaker  and 
the  Vice-Speaker  for  their  splendid  manner  in  ex- 
pediting the  business  of  the  House. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 


Report  of  the  Chairman, 

Board  of  Trustees 

You  will  find  the  following  facts  interesting.  When 
I began  to  serve  on  the  Board  six  years  ago,  most 
meetings  started  Thursday  with  a luncheon — oc- 
casionally there  was  a day-long  meeting.  As  the 
Board’s  responsibilities  increased,  the  day-long  Thurs- 
day meetings  became  routine.  With  further  expansion 
of  Associational  activities,  we  started  the  practice 
of  beginning  our  meeting  with  a dinner  and  evening 
session  Wednesday  before  the  full  day  on  Thursday. 
Even  the  Executive  Committee  is  starting  to  meet 
on  Wednesday  evening  before  a day-long  session  on 
Thursday. 

Beginning  with  the  reorganizational  meeting  Sep- 
tember 23.  1965.  the  Trustees  have  held  four  regular 
meetings  and  one  called  meeting.  Members  have 
traveled  approximately  32,225  miles  and  spent  over 
1,125  man  hours,  working  for  you  without  reim- 
bursement in  any  form.  The  Board  was  scheduled 
to  meet  yesterday,  September  18,  making  the  sixth 
for  the  year.  The  Executive  Committee  has  also 
been  busy  having  held  six  meetings  this  year. 

You  will  appreciate  that  it  is  not  feasible  in  this 
report  to  cover  all  of  the  acts  of  the  Board  and 
Executive  Committee  in  the  hundreds  of  pages  of 
minutes  that  have  been  written.  We  can  only  hit 
the  high  points.  However,  all  of  the  minutes  are 
available  for  inspection  at  the  KMA  Headquarters 
Office. 

With  this  meeting,  I complete  my  tour  of  duty  on 
the  Board  of  Trustees.  1 continue  to  be  amazed  at  the 
high  percentage  of  attendance  we  have,  the  dedica- 
tion of  the  individual  members  to  the  task  of  serving 
both  their  patients  and  their  colleagues.  The  past 
two  years,  1 think  have  been  exceptionally  difficult. 
Some  problems  seem  to  defy  solutions,  but  the 
members  of  the  Board  show  no  disposition  to  give  up. 

I wish  now  to  express  my  deep  personal  apprecia- 
tion for  the  opportunity  of  serving  on  this  Board 
and  as  its  Chairman  this  year. 

First  Meeting,  September  23,  1965 

As  Temporary  Chairman,  Henry  B.  Asman,  M.D.. 
secretary,  called  the  meeting  to  order,  he  introduced 
the  new  officers  of  the  Association  as  follows: 
Robert  E.  Pennington,  London,  as  president-elect; 
George  F.  Brockman.  Greenville,  as  speaker  of  the 
House;  and  Charles  Rutledge,  as  the  new  KMA 
delegate  to  the  AMA  starting  January  1. 

Other  new  officers  included  the  three  Vice-Presi- 
dents: George  Pedigo,  Central  District;  Donald  K. 
Dudderar.  Eastern  District;  and  C.  C.  Lowry,  Western 
District;  Richard  F.  Greathouse,  Louisville,  new  vice 
speaker  of  the  House  of  Delegates.  Four  new  Trustees 
elected  for  a three-year  term  were  Joseph  Miller, 
Benton,  First  District;  Henry  Spalding,  Bardstown, 
Fourth  District;  Robert  F.  Long.  Somerset,  Twelfth 
District;  and  James  Archer.  Paintsville.  Fourteenth 
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District.  David  B.  Stevens,  Lexington,  was  introduced 
as  the  new  KMA  alternate  delegate  to  the  AMA. 

Reelected  to  posts  originally  held  were  John 
Quertermous,  delegate  to  the  AMA;  William  W. 
Hall,  KMA  alternate  delegate  to  the  AMA  and  Gabe 
A.  Payne,  Jr.,  trustee  for  the  Third  District. 

Hubert  C.  Jones  was  elected  by  acclamation  to 
serve  as  chairman  of  the  Board  for  the  new  year. 
Rex  E.  Hayes  was  elected  as  vice-chairman. 

The  Executive  Committee  was  formed  when  Walter 
L.  Cawood  and  W.  Donald  Janney  were  elected  to 
serve  with  the  President,  President-Elect,  Chairman, 
Vice-Chairman  and  Secretary  as  provided  by  the 
Bylaws. 

After  full  consideration,  the  Board  elected  the 
personnel  for  councils  and  committees  for  the  1965- 
66  year.  These  recommendations  were  made  by  the 
Executive  Committee  in  a manner  prescribed  by 
the  Bylaws.  Consideration  was  given  to  a problem 
relating  to  group  practice.  The  resignation  of  Wyatt 
Norvell,  as  senior  delegate  from  KMA  to  the  AMA 
was  presented  and  accepted  with  regret. 

Brief  reports  were  heard  from  the  Sub-Committee 
on  Cults  and  the  ARHI  ad  Hoc  Committee.  Plans 
were  made  for  obtaining  nominations  in  the  Fifteenth 
Trustee  District  to  replace  Robert  E.  Pennington, 
who  had  just  become  president-elect,  as  trustee.  The 
Board  made  its  plans  to  hold  this  election  at  the 
December  meeting,  the  appointee  to  serve  until  the 
next  meeting  of  the  House  of  Delegates  as  provided 
by  the  Bylaws. 


Second  Meeting,  December  8 and  9,  1965 

Following  the  opening  of  the  meeting  and  the 
customary  announcements,  the  Board  turned  its  at- 
tention to  a matter  relating  to  one  of  the  larger 
groups  in  the  state  that  had  been  pending  for  a long 
time.  Full  consideration  was  given  to  information 
developed  by  an  investigation  and  after  full  discus- 
sion, the  Board  voted  to  drop  the  matter. 

Ellsworth  C.  Seeley,  M.D.,  London,  was  elected 
to  serve  the  last  year  of  a three-year  term  of  Robert 
E.  Pennington,  M.D.,  also  of  London,  who  had  been 
elevated  to  the  office  of  president-elect. 

The  Board  then  set  the  date  for  the  1971  Annual 
Meeting  and  disposed  of  miscellaneous  matters. 

Eugene  H.  Conner,  M.D.  was  elected  to  the 
chairmanship  of  the  KMA  Memorials  Commission 
replacing  the  late  Carlisle  Morse,  M.D. 

After  hearing  the  request  that  the  KMA  publish 
a directory  of  KMA  members  giving  phone  numbers, 
office  hours,  and  specialties,  the  Board  voted  to  ap- 
point a committee  that  would  give  this  matter  careful 
study  and  report  back  to  the  Board. 

The  KMA  Board  nominated  three  members  for 
consideration  of  the  Governor,  as  provided  by  the 
Statutes,  to  fill  an  appointment  expiring  December 
31  on  the  State  Board  of  Health.  It  then  heard  a 
report  from  Tom  Wallace,  M.D.,  director  of  the 
Louisville-Jefferson  County  Health  Department,  on 
an  AMA-sponsored  meeting  covering  venereal  diseases. 

Multiple  recommendations  from  the  KMA  Council 
on  Legislative  Activities  were  considered  and  dis- 
posed of. 

The  KMA  Delegates  on  October  2 and  3 and  the 
regular  Interim  Meeting,  November  28-December  1. 

It  will  be  remembered  that  at  the  close  of  Ref- 
erence Committee  Report  #3  during  the  last  session 
of  the  House  of  Delegates,  Wednesday,  September 
22,  the  House  voted  to  refer  the  entire  Reference 
Committee  Report  No.  3 to  the  Board  of  Trustees 
after  being  unable  to  agree  on  the  interpretation  of 
the  issue  of  “participation”.  It  was  decided  at  that 
time  that  the  Board  of  Trustees  would  be  able  to 
act  on  this  matter  after  the  special  October  2 and  3 
meeting  of  the  AMA  House  of  Delegates. 

The  Board  of  Trustees  considered  the  actions  of 
Reference  Committee  #3  and  adopted  the  report  as 
a whole  (as  amended  by  the  House)  and  directed 


the  General  Counsel  of  the  Association  to  present 
in  the  January  1966  Communicator  (KMA  News- 
letter) the  circumstances  under  which  any  KMA 
member  might  legally  refuse  to  participate  under 
PL  89-97.  This  was  done  in  the  January  1966  issue 
and  additional  copies  of  this  statement  are  available 
on  request. 

The  Special  Ad  Hoc  Committee  of  the  Board  to 
Study  PL  89-97  recommended  that  the  Kentucky 
Blue  Shield  be  designated  as  the  carrier  under  PL 
89-97,  Title  XVIII,  Part  B.  The  Board  unanimously 
approved  this  request. 

There  was  discussion  relative  to  the  joint  meeting 
on  medical  education  between  the  U.  of  L.  and  U 
of  K.  faculties  and  representatives  of  the  KMA 
January  22  and  23  at  Park  Mammoth  Resort.  It 
was  agreed  that  approximately  15  from  each  one  of 
the  medical  schools  and  30  from  KMA  would  con- 
stitute the  representation  at  the  conference. 

At  this  point  representatives  of  the  State  Board  of 
Health  who  had  previously  been  invited  to  the  meet- 
ing appeared  and  matters  of  mutual  interest  were 
discussed. 

The  full  minutes  of  this  meeting  are  on  file  at 
the  KMA  Headquarters  Office,  and  any  member 
wishing  to  read  them  may  do  so. 


Third  Meeting,  April  12  and  13,  1966 

After  covering  the  necessary  announcements  for 
the  two-day  meeting  and  the  routine  reports,  the 
Board  considered  a recommendation  from  the  Com- 
mittee to  Study  Medical  Practices  in  the  ARHI  in- 
stitutions. 

The  Board  of  Trustees  then  considered  the  nomi- 
nations for  members  of  the  Board  of  Directors  for 
the  Kentucky  Educational  Medical  Political  Action 
Committee  and  made  its  selections. 

Paul  I.  Robinson,  M.D.,  Rye,  New  York,  vice- 
president  and  medical  director  for  the  Metropolitan 
Life  Insurance  Company  of  New  York  was  intro- 
duced by  Chairman  Hubert  C.  Jones,  M.D.,  Berea. 
Doctor  Robinson  explained  how  his  company  hap- 
pened to  be  named  the  carrier  for  Kentucky  under 
PL  89-97,  Title  XVIII,  Part  B.  It  was  indicated  that 
many  of  the  regulations  had  not  been  formed  at 
that  time,  and  he  was  not  able  to  give  the  full  story 
on  how  the  medicare  plan  would  be  implemented  in 
Kentucky.  He  answered  a number  of  questions. 

The  Budget  Committee  made  its  report  for  the 
proposed  1966-67  budget.  It  was  explained  that  the 
Budget  Committee  had  spent  a day  in  preparation  of 
the  budget  and  that  the  Executive  Committee  had 
devoted  a considerable  amount  of  time  to  it.  It  was 
pointed  out  that  there  were  no  radical  changes  pro- 
posed for  the  new  budget.  After  consideration,  it  was 
adopted. 

Recommendations  of  the  KMA  Hospital  Commit- 
tee relating  to  area-wide  planning  were  approved. 
Consideration  of  the  location  of  the  1967  Interim 
Meeting  was  left  up  to  the  Executive  Committee. 
Recommendations  of  the  KMA  Technical  Advisory 
Committee  on  Indigent  Care  (which  related  to  the 
implementation  of  PL  89-97,  Title  XIX  in  Ken- 
tucky) were  debated  at  great  length  and  eventually 
approved.  At  the  same  time,  the  Board  voted  to 
resist  the  so-called  “preventicare”  proposal. 

The  Ad  Hoc  Committee  to  Study  the  Council  and 
Committee  Re-Organization  report  was  made,  care- 
fully considered  and  approved.  In  addition,  a motion 
to  continue  the  committee  and  enlarge  its  personnel 
and  broaden  its  responsibility  passed.  The  Board 
disposed  of  a matter  relating  to  the  orientation 
course  and  heard  a report  on  the  developments  of 
PL  89-239,  the  heart,  cancer  and  stroke  program. 

Kenneth  P.  Crawford,  M.D.,  Louisville,  who  had 
attended  the  AMA  Conference  on  Voluntary  Health 
Associations  at  the  request  of  KMA,  gave  a report 
of  the  meeting  to  the  Board. 

A series  of  recommendations  from  the  Council  on 
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Legislative  Activities  was  presented.  It  w'as  voted  to 
advise  the  membership  that  the  individual  was  not  re- 
quired to  sign  the  statement  of  compliance.  A report 
on  the  1966  Kentucky  General  Assembly  was  heard 
together  with  comments  on  strengthening  the  KMA 
Legislative  Key  Man  system.  The  Board  voted  to 
resist  the  efforts  of  the  Department  of  HEW  in  the 
policy  of  using  “generic  equivalent  drugs”. 

The  report  of  the  Ad  Hoc  Committee  to  study  the 
publishing  of  a KMA  directory  was  made,  considered 
at  great  length,  and  it  was  decided  to  have  the  com- 
mittee to  continue  studying  the  matter  and  come 
back  with  a firm  proposal.  The  special  Ad  Hoc 
Committee  of  KMA  to  Study  PL  89-97,  Title 
XVIII,  Parts  A and  B.  reported  to  the  Board.  The 
recommendation  of  the  committee  that  KMA  co- 
operate with  the  Kentucky  Hospital  Association  and 
the  Kentucky  Blue  Cross  in  seeking  to  use  com- 
puters to  aid  utilization  review'  committee  work  was 
accepted. 

The  Board  also  voted  to  ask  the  KMA  Insurance 
Review  Board  to  be  the  statewide  arbitration  group 
to  cooperate  with  the  Metropolitan  Life  Insurance 
Company,  the  carrier  under  Part  B.  After  full  dis- 
cussion of  the  financial  problems  facing  the  AMA, 
the  Board  voted  to  authorize  the  KMA  Delegates  to 
the  AMA  to  support  the  increase  in  dues. 

The  Board  aoproved  the  request  of  the  University 
of  Kentucky  Department  of  Community  Medicine 
relating  to  use  of  medical  students  in  a summer  re- 
search program,  authorized  the  study  of  coverage  for 
possible  liability  which  might  accrue  to  certain 
agencies,  voted  to  accept  the  letter  from  Carroll  L. 
Witten,  M.D..  Louisville,  withdrawing  from  the  race 
for  vice-speaker  of  the  AMA  House  of  Delegates, 
and  approved  the  request  of  health  commissioner 
Russell  E.  Teague.  M.D.,  to  name  representatives  on 
the  laboratory  advisory  committee  and  took  action 
on  a number  of  special  dues  requests. 

It  was  decided  that  the  date  of  the  next  meeting 
w'ould  be  Wednesday  and  Thursday.  August  3 and  4. 


Fourth  Meeting,  July  6,  1966 

On  Wednesday,  July  6.  the  Board  of  Trustees  of  the 
Kentucky  Medical  Association  held  a special  called 
meeting  for  the  purpose  of  reviewing  the  recommen- 
dations for  expansion  and  revision  of  benefits  of  the 
Kentucky  Medical  Assistance  Program  as  approved 
by  the  Governor’s  Advisory  Council  for  Medical 
Assistance  at  its  June  13.  1966  meeting. 

Discussants  of  the  program  included  representa- 
tives of  the  KMA  Technical  Advisory  Committee  to 
the  Governor’s  Advisory  Council,  representatives  of 
the  Kentucky  Academy  of  General  Practice,  and 
the  Commissioner  of  Health.  Russell  E.  Teague, 
M.D.  and  his  assistant,  William  McBeath,  M.D. 

Eollowing  questioning  of  these  men  by  members 
of  the  Board  and  full  discussion,  three  recommenda- 
tions were  made. 

It  was  pointed  out  in  considerable  detail  that  ex- 
perience has  shown  “fixed”  fee  schedules  have  a 
strong  tendency  to  increase  the  cost  of  medical  care. 
This  has  been  the  experience  of  the  program  to  pro- 
vide medical  care  for  the  dependents  of  active  mem- 
bers of  the  armed  forces,  by  the  Metropolitan  Life 
Insurance  Company  and  by  the  United  Automobile 
Workers  and  other  groups.  Eor  these  reasons,  mem- 
bers of  the  Board  of  Trustees  were  in  agreement  that 
the  usual,  customary  and  reasonable  fee  approach 
would  save  the  Department  of  Health  and  other 
agencies  money  in  the  administration  of  these  pro- 
grams. 

^ The  Board  then  formally  voted  to  endorse  the 

concept  of  compensation  of  all  physicians  on  the 
basis  of  their  usual,  customary  and  reasonable  fee 
and  strongly  recommended  that  this  be  applied  in 
the  implementation  of  all  medical  care  programs 
under  PL  89-97. 

There  was  a full  discussion  on  what  governmental 
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agency  in  Kentucky  would  serve  the  best  interests 
of  the  people  in  administering  medical  care  programs. 
The  Board  of  Trustees  then  voted  to  recommend  to 
the  Governor’s  Advisory  Council  on  Medical  Care 
that  the  proposal  to  expand  the  public  assistance 
program  and  similar  programs  be  administered  fi- 
nancially and  otherwise  through  the  Department  of 
Health. 

Members  of  the  Board  recognized  there  would  be 
a minimal  number  of  disagreements  between  the  De- 
partment and  the  individual  physician  in  the  admini- 
stering of  the  expanded  medical  assistance  program 
as  proposed.  The  Board  then  voted  to  offer  the 
services  of  the  KMA  Insurance  Review  Board  to 
the  Department  of  Health  in  reviewing  these  cases. 

Fifth  Meeting,  August  3 and  4 

The  fifth  meeting  of  the  Board  was  held  in  four 
sessions  beginning  early  Wednesday  afternoon  and 
ending  late  Thursday. 

The  Legal  Counsel  reported  that  to  date  he  had 
been  unable  to  find  a liability  policy  covering  As- 
sociation officers  in  carrying  out  their  duties. 

The  resignation  of  Sam  A.  Overstreet,  M.D.,  Louis- 
ville. who  had  served  as  editor  of  The  Journal  for 
eight  years  was  accepted  with  deep  appreciation  and 
his  Associate,  Walter  S.  Coe,  M.D.,  Louisville,  was 
elected  for  a two-year  term.  At  Doctor  Coe’s  sug- 
gestion, the  Board  elected  Doctor  Overstreet  as  as- 
sociate editor  for  a two-year  term  and  created  the 
new  post  of  Assistant  Editor  and  elected  Walter  I. 
Hume,  Jr.,  M.D.,  Louisville,  to  fill  that  post. 

The  Morehead  matter  was  reviewed  and  resolu- 
tions presented  by  the  Fayette  County  Medical 
Society  in  the  area  of  direct  billing  and  third  party 
connections  were  carefully  considered  and  passed. 

The  revising  of  the  fee  schedule  for  the  ODMC 
contract,  which  had  not  been  changed  for  six  years, 
was  discussed.  It  was  indicated  that  the  renewal  date 
of  July  1 had  been  changed  to  December  1 and  the 
Executive  Committee  was  authorized  to  give  active 
consideration  to  this  problem. 

The  Board  expressed  its  appreciation  to  the  Ken- 
tucky Surgical  Society  for  a $1,000  contribution  to 
the  McDowell  House  and  picked  Ken-Bar  Inn.  ad- 
jacent to  and  just  west  of  Kentucky  Lake  State  Park 
for  the  site  of  the  1967  Interim  Meeting  and  fixed 
the  date  as  April  19  and  20. 

The  Board  heard  a report  of  a special  joint  meeting 
between  the  Executive  Committee  and  the  physician 
members  of  the  Board  of  Health,  which  had  been 
held  in  executive  session.  The  Executive  Committee, 
as  a result  of  this  meeting,  had  recommended  that 
the  Board  give  consideration  to  carrying  out  a study 
which  would  provide  information  on  fees  that  would 
enable  the  medical  care  division  to  predict  costs  in 
the  implementation  of  Title  XIX.  The  Board  re- 
ferred the  matter  back  to  the  Executive  Committee 
and  asked  it  to  explore  the  possibility  of  such  a 
survey  in  depth. 

Approximately  two  of  the  four  sessions  held  during 
this  two-day  meeting  were  devoted  to  hearing  reports 
of  councils  and  standing  committees  as  provided  in 
the  Bylaws.  Since  action  on  each  council  and  com- 
mittee report  will  be  printed  at  the  conclusion  of 
all  of  these  reports  which  are  considered  by  the 
House  of  Delegates,  they  will  not  be  reported  here. 

In  considering  separate  recommendations  to  the 
Board  from  committees  and  councils,  the  Board  ap- 
proved the  request  of  the  School  Health  Committee 
for  the  use  of  a room  in  the  Convention  Center 
during  the  Annual  Meeting.  A recommendation  from 
the  Public  Health  Committee  that  KMA  encourage 
county  medical  societies  to  participate  in  the  intro- 
duction of  VD  instructions  in  the  schools  in  the 
counties,  and  the  request  that  information  on  laws 
relating  to  infectious  diseases  be  included  in  KMA 
Orientation  Programs  was  approved. 

From  the  KMA  Blood  Banks  Committee  came  a 
recommendation  to  the  Board  asking  for  KMA 
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support  of  a bill  in  Congress,  S1353,  concerning 
blood  banks  and  antitrust  laws  and  the  approval  of 
a statement  relating  to  payment  of  money  indemnities 
under  health  insurance  contracts. 

A recommendation  from  the  KMA  Diabetes  Com- 
mittee concerning  the  use  of  blood  sugar  testing 
kits  to  be  prepared  by  the  State  Department  of  Hea.Uh 
and  used  by  the  county  medical  society  diabetes 
chairmen  was  disapproved.  Reasons  given  included 
that  this  would  involve  extra  expense  for  the  al- 
ready tight  budget  of  the  State  Department  of 
Health  and  that  present  procedures  using  Ames  prod- 
ucts were  satisfactory. 

The  dates  of  September  7 and  8 were  set  for  the 
next  meeting  of  the  Executive  Committee,  which 
would  among  other  things,  make  nominations  for 
personnel  of  committees  and  councils  for  the  coming 
year. 

The  Board  then  set  its  own  schedule  for  meetings 
to  be  held  during  the  Annual  Session  on  September 
18.  21  and  22. 

Hubert  C.  Jones,  M.D. 

Chairman  of  Board  of  Trustees 


Recommendations,  Reference  Committee  No.  1 
The  Report  of  the  Chairman  of  the  Board  of 
Trustees  to  the  1966  session  of  the  House  of  Dele- 
gates was  reviewed.  As  indicated  in  the  report,  this 
dealt  with  each  significant  item  in  the  various  meet- 
ings of  the  Board  of  Trustees  reflecting  the  tremen- 
dous scope  of  the  material  covered.  It  would  be  sug- 
gested that  these  reports  be  a little  more  detailed 
plus  information  regarding  the  action  of  the  Board. 
The  Committee  wishes  to  commend  the  Chairman 
on  his  six  years  of  excellent  service  on  this  Board. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(The  motion  was  seconded  and  carried.) 


Report  of  the  Secretary 

This  report  could  well  be  a repetition  of  the  two 
previous  reports  submitted  by  your  Secretary  since 
you  elected  him  to  this  office  three  years  ago.  It 
would  seem  obvious,  from  the  reports  of  the  Presi- 
dent and  the  Chairman  of  the  Board,  which  you 
have  just  heard,  that  this  has  been  a busy  and  trying 
year  for  KMA. 

If  any  evidence  is  needed  to  indicate  just  how 
conscientiously  the  officers.  Board,  Council  and 
committee  members  have  endeavored  to  meet  their 
responsibilities  in  carrying  out  the  dictates  of  this 
House  and  conducting  the  day-to-day  business  of 
the  Association  as  the  chosen  representatives  of  the 
entire  membership,  I would  again  resort  to  a few 
statistics. 

In  the  ten  and  one-half  months  since  the  close 
of  the  last  Annual  Meeting  to  August  15,  of  this 
year,  the  Board  of  Trustees  and/or  Executive  Com- 
mittee of  the  Board  have  met  on  nine  occasions. 
Eour  of  these  were  two-day  meetings.  They  were  in 
session  more  than  60  hours,  representing  almost 
1,300  physician-hours.  In  order  to  attend  these 
meetings,  192  men  travelled  more  than  40,000 
miles. 

KMA  Councils  and  Committees  held  75  meetings 
involving  528  physicians,  were  in  session  a total  of 
254  hours,  and  accounted  for  1,855  physician-hours 
of  effort  in  the  interest  of  the  Association.  These 
men  travelled  almost  71,000  miles  to  participate  in 
these  meetings. 

In  each  instance,  these  figures  represent  an  in- 
crease of  approximately  25%  over  the  corresponding 
.statistics  reported  to  you  one  year  ago.  Even  then 
they  do  not  Include  the  countless  additional  hours, 
or  mileage,  accumulated  by  the  President,  the  Chair- 
man, the  Secretary  and  others  in  the  performance  of 


their  duties  and  as  representatives  of  the  Association. 

The  equally  impressive  figures  covering  the  ac- 
tivities of  the  Administrative  Staff  will  be  reported 
by  the  Executive  Secretary. 

It  would  seem  that  we  still  have  not  licked  the 
problem  of  communication  between  the  Headquarters 
Office  and  the  individual  members  of  the  Association. 
The  complete  proceedings  of  this  House  are  pub- 
lished in  the  December  issue  of  the  Journal,  the 
COMMUNICATOR  is  sent  to  every  member  ap- 
proximately once  a month,  and,  during  the  past 
year,  the  Secretary  has  addressed  special  letters  to 
the  Secretary  of  each  County  Society  from  time  to 
time  in  order  to  bring  pertinent  information  promptly 
to  the  grass  roots.  Trustee  district  meetings  have  been 
held  in  almost  every  one  of  the  fifteen  districts  during 
the  past  year  in  order  to  bring  the  leadership  of  the 
Association  into  direct  contact  with  the  members. 
And  yet — it  repeatedly  becomes  evident  that  many 
of  our  members  have  no  knowledge  of  the  major 
policies  of  the  Association,  that  they  have  no  idea  of 
the  mechanism  by  which  these  policies  are  estab- 
lished, nor  do  they  have  any  conception  of  how 
the  Association  actually  functions. 

Just  as  our  Delegates  to  the  AM  A report  in  con- 
siderable detail  to  the  Board  and  to  this  House,  so 
likewise  do  each  of  you  have  the  obligation  to  report 
back  to  your  county  society  on  the  actions  of 
this  House.  Everyone  in  this  Association  has  a right 
to  disagree  with  its  leadership.  Criticism  based  on 
knowledge  and  understanding  is  constructive  and 
helpful  to  all;  based  on  ignorance  it  does  injustice 
to  those  who  are  criticized  and  brings  discredit  to 
the  critical  member. 

I would  urge  the  Delegates  to  encourage  the 
younger  men  in  your  communities  to  become  more 
active  in  organized  medicine — both  on  the  county 
and  on  the  State  level.  If  any  of  you  would  like  to 
suggest  names  for  committee  appointments,  I am 
sure  that  Bob  Pennington  would  be  happy  to  hear 
from  you  before  the  Board  meets  on  Thursday  after- 
noon to  finalize  the  Council  and  Committee  struc- 
ture for  the  coming  Associational  year. 

Henry  B.  Asman,  M.D. 

KMA  Secretary 

Recommendations,  Reference  Committee  No.  1 

The  Report  of  the  Secretary  to  the  1966  session 
of  the  House  of  Delegates  was  reviewed.  The  Com- 
mittee wishes  to  commend  the  Secretary  on  a job 
well  done  and  especially  commend  him  on  his  at- 
tempts to  increase  communications  between  the  Head- 
quarters Office  and  the  members  of  the  Association 
through  the  Journal  and  the  Communicator  and  his 
other  contacts  through  the  county  societies. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  seconded;  carried.) 


Report  of  the  Editor 

Your  Editors  have  been  striving  to  narrow  the 
margin  between  the  total  cost  of  publishing  and 
mailing  our  Journal  of  KMA  and  the  revenue  we 
receive  from  advertising.  You  are  aware,  of  course, 
that  there  are  three  vital  factors  that  have  operated 
to  the  disadvantage  of  all  state  medical  journals. 
They  are: 

1.  Terrific  competition  with  the  national  publica- 
cations  sponsored  by  medical  organizations  and 
the  “controlled  circulation”  publications  (throw- 
aways). 

2.  Small  journal  four  color  advertising  costs  do  not 
at  all  compare  favorably  with  large  volume 
national  publications.  (Advertisers  are  demand- 
ing more  color). 

3.  Profit  squeeze  on  the  smaller  pharmaceutical 
houses  who  formerly  used  our  advertising 
columns. 
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In  recent  years,  we  have  experienced  two  cost 
increases  from  our  printer  that  have  been  occasioned 
primarily  by  increased  costs  of  labor  and  paper  to 
the  printer.  In  addition,  we  have  informed  the 
State  Medical  Journal  Advertising  Bureau  that  we 
plan  to  increase  our  rates  to  advertisers  averaging 
about  ten  per  cent. 

During  the  fiscal  year  which  closed  July  1,  our 
income  showed  an  increase  over  1965  of  twenty- 
four  per  cent.  This  does  not  include  any  revenue 
that  is  based  on  the  new  rate  increase  mentioned 
above. 

For  the  same  fiscal  year,  our  expenses  have  in- 
creased 8.33  per  cent.  This  only  includes  several 
months  of  the  increase  in  printing  costs. 

Our  State  Medical  Journal  Advertising  Bureau  is 
working  diligently  to  increase  the  revenue  to  all  of 
the  journals  and  is  constantly  seeking  ways  to  cut 
costs. 

Your  editors  would  hope  that  the  membership  will 
not  miss  an  opportunity  to  express  appreciation  to 
the  representative  of  companies  who  purchase  ad- 
vertising space  in  our  Journal  and  who  thus  allow  us 
to  maintain  an  increasingly  attractive  and  helpful 
publication. 

We  trust  that  the  KMA  Journal  has  pleased  you 
during  the  past  year,  and  you  may  be  assured  that 
your  Editorial  Staff  will  constantly  strive  for  im- 
provement. 

Walter  S.  Coe,  M.D.,  Editor 
Sam  A.  Overstreet,  M.D.,  Associate  Editor 
Walter  I.  Hume,  Jr.,  M.D.,  Asst.  Editor 
Joseph  P.  Sanford,  Managing  Editor 

Recommendations,  Reference  Committee  No.  1 

The  Report  of  the  Editor  to  the  1966  session  of 
the  House  of  Delegates  was  reviewed.  The  Committee 
wishes  to  compliment  the  Editors  on  their  successful 
efforts  to  put  the  Journal  on  a more  sound  economic 
footing. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(The  motion  was  seconded  and  carried.) 


Report  of  the  Treasurer*+ 

Recommendations,  Reference  Committee  No.  1 
The  Report  of  the  Treasurer  to  the  1966  session 
of  the  House  of  Delegates  with  its  attached  financial 
statement  prepared  by  certified  public  accountants 
was  reviewed.  The  Committee,  after  studying  the 
report  carefully,  feels  that  the  finances  of  the  As- 
sociation are  being  handled  in  an  efficient  manner 
considering  the  heavy  demands  of  the  varied  As- 
sociation programs. 

Recommendations,  Reference  Committee  No.  1 
Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(The  motion  was  seconded  and  carried.) 

Report  of  the  AMA  Delegates 

The  Kentucky  Delegates  to  the  AMA  in  this  past 
year  have  attended  the  Interim  Meeting  at  Phila- 
delphia and  the  Annual  Meeting  Session  in  June  in 
Chicago.  The  Delegates  attended  all  sessions  of  the 
House,  attended  their  assigned  Reference  Committee 
meetings  and  spoke  to  support  or  oppose  problems 
pertaining  to  practice  of  medicine,  especially  those 


*(Note:  Any  member  wishing  to  see  a copy  of  the 
Treasurer’s  Report  may  do  so  by  writing  the  KMA 
Headquarters  Office,  3532  Janet  Avenue,  Louisville, 
Kentucky  40205.) 

f Please  see  October  Journal  of  KMA  Organization 
Section  page  891  for  graph  showing  distribution  of 
KMA  funds. 


pertaining  to  the  State  of  Kentucky.  Your  Delegates 
held  caucus  meetings  on  Sunday  night,  Tuesday  af- 
ternoon and  evening  and  Wednesday  morning  of  each 
of  the  sessions  of  the  House  during  sessions  of  the 
House.  At  that  time,  our  problems  were  discussed 
according  to  our  directions  from  the  Board  of  Trus- 
tees and  consultation  was  asked  for  and  received 
of  all  interested  parties  in  an  official  capacity  from 
the  State,  including  your  President,  Chairman  of  the 
Board,  and  other  interested  physicians  associated 
with  Kentucky  problems. 

Most  difficult  problems  pertaining  to  the  practice 
of  medicine  which  have  become  law  at  this  time, 
namely  the  institution,  promulgation  and  operation 
of  Public  Law  89-97  and  its  effect  upon  the  practice 
of  medicine  throughout  the  country  has  been  the 
most  discussed  subject  at  all  of  these  meetings.  Rami- 
fications of  the  law  pertaining  to  eligibility,  hospitali- 
zation, billing  and  ultimate  formation  of  committees 
necessary  to  handle  all  these  problems  have  been 
thoroughly  discussed.  Conclusions  were  sought  for 
which  will  be  for  the  best  interest  of  medicine  and 
the  patient  at  all  times.  Your  delegates  have  at- 
tempted to  bring  back  the  frank,  honest  and  im- 
partial view  to  be  presented  to  the  Board  of  Trustees 
following  these  meetings,  and  detail  information  con- 
cerning these  problems  can  be  obtained  from  the 
Kentucky  Medical  Association. 

The  AMA  this  past  year  has  had  financial  em- 
barrassment because  of  extended  lobbying  which  has 
been  going  on  associated  with  the  Medicare  Laws. 
During  the  past  year,  it  was  apparent  to  AMA 
financial  experts  in  order  to  maintain  an  active  part 
in  an  advisory  capacity  pertaining  to  this  new  Medi- 
care Law,  additional  finances  would  be  indicated  in 
order  to  keep  up  our  educational  programs  which 
are  now  in  effect.  Despite  some  opposition  at  the 
recent  meeting  in  Chicago,  annual  dues  increase  on 
the  AMA  level  was  authorized  by  the  House  of 
Delegates  in  order  to  uphold  the  highest  traditions 
of  the  practice  of  medicine  by  public  information 
and  to  carry  on  extended  educational  endeavors  on 
a National  level  to  prevent  a further  encroachment 
by  Government  on  private  practice,  as  has  been 
predicted  by  extension  of  the  Social  Security  Benefit 
laws.  Further  information  pertaining  to  this  can  also 
be  obtained  from  the  Headquarters  Office  and  detail 
information  through  the  Journal  of  the  American 
Medical  Association  and  from  the  AMA  Head- 
quarters. 

Multiple  problems  of  the  new  law  (Medicare) 
were  brought  forth  in  the  annual  session  of  the 
House,  including  methods  of  billing  and  accepting 
of  assignments  for  service  rendered,  utilization  com- 
mittees and  in-hospital  based  specialists.  The  ques- 
tion of  displaced  hospital  specialists  and  other  medi- 
cal problems  pertaining  to  implementation  of  the 
present  law  were  subjected  to  much  debate  at  the 
recent  meeting  in  an  attempt  to  clarify  already  exist- 
ing problems  of  these  specialists.  The  House  decided 
to  make  a stand  to  call  a halt  to  further  hospital 
domination  and  this  has  already  been  brought  to 
light  in  a Government  antitrust  suit. 

There  will  in  all  likelihood  be  further  tests  of 
Medicine’s  attempt  to  call  a halt  to  further  govern- 
ment and  hospital  encroachment  on  the  practice  of 
medicine. 

Additional  specific  information  concerning  the 
activities  of  your  Delegates  on  the  AMA  level  and 
their  reports  back  to  the  Board  of  Trustees  of  the 
KMA  can  be  obtained  through  State  Headquarters. 

J.  Thomas  Giannini,  M.D. 

Senior  Delegate  to  the  AMA 

Recommendations,  Reference  Committee  No.  1 

The  Report  of  the  AMA  Delegates  to  the  1966 
session  of  the  House  of  Delegates  was  reviewed.  This 
reflects  a great  deal  of  activity  for  the  year.  The 
Committee  wishes  to  commend  the  Delegates  for  a 
job  well  done. 
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Mr.  Speaker,  1 move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 


Report  of  the  Executive  Secretary 

The  volume  of  work  performed  by  the  Head- 
quarters staff  and  the  extent  of  activities  in  which 
it  engages,  are  very  much  like  the  proverbial  iceberg 
— onty  a very  small  percentage  of  our  efforts  are 
known  to  or  seen  by  the  membership. 

We  all  enjoy  our  duties  even  as  they  increase 
with  the  advent  of  Medicare  and  other  expanded 
programs.  We  believe  we  are  rendering  a very  valu- 
able service  to  you  and  to  people  you  serve.  We 
truly  wish  time  and  space  here  provided  the  oppor- 
tunity to  explain  in  greater  detail  the  multitude  of 
activities  in  which  we  participate. 

This  report  will  seek  to  highlight  our  work  for 
the  1965-66  associational  year  by  dividing  it  into 
five  broad  major  categories. 

1.  Servicing  of  Committees,  Councils,  Board  of 
Trustees,  House  of  Delegates  and  Officers.  Your 
House  of  Delegates  envelope  will  contain  nearly 
300  pages,  one  report  is  45  pages  long.  A very 
considerable  amount  of  staff  time  is  involved  in 
working  with  this  group  as  well  as  in  the  preparation 
of  the  approximately  60  reports  contained  in  the 
envelope. 

As  your  Secretary  has  reported,  staff  attended  174 
KMA  meetings  (not  including  the  1965  Annual  Meet- 
ing) in  the  last  eleven  months,  for  a total  of  637 
hours.  Add  to  this  the  setting  up  of  the  meetings, 
researching  agendas  which  must  be  approved  by  the 
appropriate  chairmen,  recording  the  minutes  and 
implementing  the  actions  taken  by  these  groups. 

2.  Continuing  Major  Responsibilities.  These  in- 
clude the  Annual  Meeting.  Journal  of  KMA,  Com- 
municator, the  Interim  Meeting,  the  Orientation 
Course,  and  the  Rural  Kentucky  Medical  Scholarship 
Fund. 

Preparations  for  the  KMA  Annual  Meeting,  while 
interesting,  are  very  complex  and  time  consuming. 
Already  plans  are  being  projected  for  the  1967 
meeting,  even  as  we  make  final  arrangements  for 
the  1967  meeting.  Major  efforts  include  the  general 
sessions  scientific  programs,  the  setting  up  of  the 
sixteen  specialty  group  programs,  the  committing  of 
75  technical  exhibitors,  arranging  for  the  scientific 
exhibits  and  some  40  committee  and  related  meetings. 
Numerous  contacts  are  made  with  the  Convention 
Center  management,  the  hotel  management,  decora- 
tors, sound  projection  and  visual  aids.  There  are 
numerous  conferences,  innumerable  telephone  calls 
and  much  correspondence  on  a year-round  basis. 

It  is  the  responsibility  of  the  Headquarters  Office 
to  make  sure  all  material  for  The  Journal  of  KMA 
is  assembled  and  all  deadlines  are  met  and  that  The 
Journal  gets  out  on  time.  Material  for  several  of  the 
twelve  departments  in  each  issue  of  The  Journal  is 
prepared  in  the  Headquarters  Office.  Certainly,  we  are 
grateful  for  the  opportunity  of  meeting  every  other 
Monday  morning  at  7:30  with  our  Editor  and  his 
Associate. 

The  KMA  Communicator  is  prepared,  processed 
and  distributed  under  the  supervision  of  our  Secre- 
tary. 

The  Interim  Meeting,  which  has  experienced  sub- 
stantial growth  in  the  last  several  years,  is  our  second 
most  important.  Once  policies  are  set.  it  is  the  re- 
sponsibility of  staff  to  commit  the  speakers,  make 
arrangements  and  promote  the  meeting.  A new  record 
for  attendance  of  260  was  set  at  the  1966  meeting 
at  Cumberland  Falls  State  Park. 

The  Indoctrination  Course  for  new  members  of 
KMA  is  held  twice  a year.  This  major  responsibility 
requires  careful  program  preparation,  record  keeping 
and  promotion  for  each  session. 


The  Rural  Kentucky  Medical  Scholarship  Fund, 
as  it  broadens  its  services,  offers  more  programs 
and  increases  in  the  number  of  recipients,  has  caused 
a corresponding  increase  in  the  amount  of  responsi- 
bility in  its  operation.  We  now  have  in  the  overall 
program  424  loans  outstanding  to  160  borrowers, 
for  a total  of  approximately  $450,000.  All  loans 
must  be  properly  secured  and  covered  by  life  in- 
surance. Recipients  are  closely  followed  and  kept 
aware  of  their  obligations. 

3.  Special  Projects.  The  1966  meeting  of  the  Ken- 
tucky Legislature  was  a very  active  session  and 
sometimes  tense.  Our  lobbyist  was  on  hand  at  all 
times,  and  a second  staff  man  was  registered  and 
served  frequently  as  needed  in  the  latter  part  of 
the  meeting.  Frequent  special  mailings  are  needed, 
which  sometime  require  the  emergency  attention  of 
practically  all  staff  members.  Phone  calls  run  into 
the  hundreds,  and  of  course,  there  are  many  meetings 
and  individual  conferences.  We  were  indeed  pleased 
with  the  way  staff  performed  during  this  year’s  leg- 
islature. 

One  new  project  has  been  the  preparation  of  our 
mailing  procedure  to  meet  the  Post  Office  Depart- 
ment’s requirements  for  zip  coding  on  mass  mailings. 
The  time-consuming  task  of  obtaining  the  zip  code 
number  of  all  members,  non-members,  and  other 
mailing  lists  routinely  used  by  the  Association,  and 
stamping  these  numbers  on  the  individual  plates  in 
approximately  3,000  instances,  are  well  underway. 
Local  postal  officials  have  been  very  cooperative  in 
helping  us  to  work  out  these  tedious  regulations. 

Another  project  of  special  interest  during  the  past 
year  has  been  staff  involvement  in  the  work  of  the 
Ad-Hoc  Committee  to  Study  and  Improve  the  Or- 
ganization of  KMA.  Considerable  research  is  in- 
volved in  this,  checking  with  other  states  and  re- 
viewing our  own  procedures  in  order  to  become  more 
efficient. 

Two  very  interesting  special  projects  each  year  in- 
clude working  with  the  Senior  Day  Committee  and 
promoting  the  Senior  Day  Pro^am  in  each  of  our 
two  medical  schools.  The  committing  of  the  speakers, 
making  arrangements  with  the  schools  and  informing 
the  students  are  among  the  staff  duties. 

Under  the  general  head  of  health  education,  staff 
spends  many  hours  in  promoting  the  Diabetes  De- 
tection and  Education  Drive  each  year  as  well  as 
the  Immunization  Week  promotion.  In  addition,  a 
number  of  health  education  exhibits  are  KMA  spon- 
sored at  such  meetings  as  KEA.  State  Fair  and  special 
occasions.  Also,  news  releases  are  prepared  and  dis- 
tributed from  time  to  time. 

4.  Administrative.  While  activities  in  this  area  are 
primarily  routine,  they  are  nevertheless  very  im- 
portant as  the  volume  of  the  work  that  we  handle 
continues  to  grow.  Recruiting  people  in  the  present 
highly  competitive  market  was  necessary  to  fill  four 
important  jobs  during  the  past  year  which  resulted 
from  a retirement,  another  whose  husband  moved 
away,  and  two  others  who  found  other  jobs.  As  our 
operation  has  grown,  more  time  is  needed  in  pre- 
paring for  the  annual  audit.  Other  responsibilities 
include  departmental  and  individual  staff  supervision, 
purchasing,  and  maintenance  of  the  building,  grounds 
and  equipment. 

5.  Miscellaneous  Activities.  Obviously  it  will  not 
be  possible  to  give  a complete  report  on  this.  The 
implementation  of  the  Medicare  program  and  the 
confusion  that  has  developed  from  the  implementa- 
tion of  welfare  and  Title  XIX  programs  has  swamped 
the  Headquarters  Office  with  phone  calls.  There  are 
many  personal  requests  for  answers  to  questions  that 
involve  research  and  checking  with  other  states. 
These  services  we  are  pleased  to  render,  and  we 
hope  that  the  membership  understands  that  frequent 
interruptions  tend  to  dilute  staff  efficiency. 

As  the  problems  of  medicine  become  more  com- 
plex. the  volume  of  AMA  mail  to  be  read  and  the 
requests  from  the  AMA  for  cooperation  in  carrying 
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out  its  work  has  increased  by  a corresponding 
amount. 

With  the  Selective  Service  absorbing  more  and 
more  men  which  includes  practically  all  interns  and 
residents  and  some  in  private  practice,  the  number 
of  calls  on  our  placement  service  is  growing  pro- 
portionately. 

Staff  has  represented  the  Association  at  70  meet- 
ings with  related  interest.  This  gives  staff  an  op- 
portunity to  interpret  KMA  policy  and  at  the  same 
time,  bring  back  to  the  appropriate  officers  and 
committees  what  is  taking  place  in  other  groups. 
The  members  of  our  executive  staff  maintain  a close 
working  relationship  with  the  executive  staffs  of 
allied  groups. 

All  of  the  members  of  the  staff  join  me  in  ex- 
pressing full  appreciation  to  the  President,  the  Chair- 
man of  the  Board,  the  Speaker  of  the  House,  the 
Editors,  and  Council  and  Committee  chairmen  for 
their  kind,  considerate  and  efficient  supervision  and 
direction  that  have  been  given  us  during  the  year. 
Your  tolerance  of  our  shortcomings  is  most  ap- 
preciated. 

We  would  suggest  that  few  of  our  members  truly 
understand  and  appreciate  the  amount  of  time  devoted 
by  your  Secretary  and  your  Treasurer  in  serving  the 
Association.  The  amount  of  time  your  Secretary 
spends  in  working  with  staff  during  the  year  will 
exceed  60  hours.  Your  Treasurer,  who  signs  hundreds 
of  checks  each  year,  is  equally  generous  with  his 
time  and  valued  supervision.  Members  of  our  staff 
profit  greatly  by  the  advice  of  these  officers. 

In  conclusion,  the  Executive  Secretary  finds  it  dif- 
ficult to  express  his  full  appreciation  to  and  ad- 
miration for  the  other  members  of  the  staff  in  what 
has  been  accomplished  during  the  year.  Time  and 
again,  the  members  of  the  staff  have  demonstrated 
their  willingness  to  go  “above  and  beyond  the  call 
of  duty”  and  for  this,  our  appreciation  knows  no 
bounds. 

J.  P.  Sanford 
Executive  Secretary 

Recommendations,  Reference  Committee  No.  1 

The  Report  of  the  Executive  Secretary  to  the  1966 
session  of  the  House  of  Delegates  was  reviewed. 
The  Committee  is  impressed  with  the  tremendous 
amount  of  work  done  by  the  Executive  Secretary 
and  his  staff  and  wishes  to  express  its  appreciation. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(The  motion  was  seconded  and  carried.) 

Resolution  I 

Rowan  County  Medical  Society 

WHEREAS,  the  KMA  Judicial  Council  on  May 
23,  1966,  and  the  Board  of  Trustees  of  the  Kentucky 
Medical  Association  on  August  22,  1966,  brought 
charges  against  Doctors  Black,  Bigler  and  Proud- 
foot  for  unethical  practices,  and 

WHEREAS,  at  no  time  has  any  state  officer  of 
the  KMA  questioned,  communicated  with,  or  advised 
the  Rowan  County  Medical  Society  regarding  these 
charges,  and 

WHEREAS,  all  charges  regarding  these  three  mem- 
bers of  the  Rowan  County  Medical  Society  have  been 
fully  investigated  by  the  named  county  medical  socie- 
ty, which  said  society  has  found  nothing  unethical 
or  incompatible  with  good  patient  care  in  the  medical 
organization  or  medical  practice  of  the  community, 
and 

WHEREAS,  the  established  procedure  for  investi- 
gating grievances  by  District  Grievance  Committee, 
as  per  Chapter  VII,  Section  8,  Paragraphs  1 through 
3 of  the  Constitution  and  Bylaws  of  the  Kentucky 


Medical  Association  was  disregarded,  now  therefore 
be  it 

RESOLVED,  that  if  there  are  objectionable  medi- 
cal practices  in  Rowan  County,  the  verified  and 
specific  charges  should  be  brought  to  the  attention 
of  the  Rowan  County  Medical  Society,  and  be  it 
further 

RESOLVED,  that  the  State  Medical  Society  from 
now  henceforth  consult  with  the  County  Medical  So- 
ciety regarding  its  own  community  health  affairs, 
and  be  it  further 

RESOLVED,  that  in  dealing  with  such  complaints 
the  accepted  procedure  provided  in  the  Constitution 
and  Bylaws  of  the  Kentucky  Medical  Association  be 
followed. 

Recommendations,  Reference  Committee  No.  1 
Resolution  I from  Rowan  County  Medical  Society 
was  reviewed.  Various  opinions  were  heard  including 
legal  counsel.  The  Committee  recommends  that  this 
Resolution  not  be  adopted. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report.  (Motion  was  seconded  and  carried.) 

Mr.  Speaker,  I move  the  adoption  of  the  report 
of  Reference  Committee  No.  1 as  a whole.  ( Motion 
seconded;  carried.) 

I wish  to  express  my  appreciation  to  the  members 
of  the  Committee  for  their  patience  and  perseverance. 
REFERENCE  COMMITTEE  NO.  1 
C.  Melvin  Bernhard,  M.D.,  Louisville 
Owen  L.  Davis,  M.D.,  Scottsville 
Thomas  L.  Heavern,  Jr.,  M.D.,  Newport 
Reginald  J.  Phillips,  Jr.,  M.D.,  Owensboro 
Thomson  R.  Bryant,  Jr.,  M.D.,  Lexington, 

Chairman 

REFERENCE  COMMITTEE  No.  2+ 

Paul  J.  Parks,  M.D.,  Chairman 

Reports  on  Scientific  Assembly  and 
Medical  Education 

See  note  (f)  bottom  of  column  one,  page  1122. 

Reference  Committee  No.  2 considered  the  follow- 
ing reports: 

1 1.  Council  on  Scientific  Assembly 

12.  Council  on  Medical  Education  and  Hospitals 
Resolution  E — Utilization  Committees  in  Accredit- 
ed Hospitals  at  all  Levels  in  Ken- 
tucky 

Resolution  M — Accreditation  of  Kentucky  Hospi- 
tals 

Report  of  the  Council  on  Scientific  Assembly 

Preface 

Procedures  for  reports  of  councils  and  standing  com- 
mittees of  KMA  to  the  House  of  Delegates  are 
provided  for  under  Chapter  VIII,  .Section  4 of  the 
Bylaws,  which  reads  in  part: 

. . Each  standing  committee  and  council  shall 
report  annually  at  least  six  weeks  prior  to  the 
Annual  Meeting,  to  the  House  of  Delegates  via 
the  Board  of  Trustees,  respecting  its  activities 
during  the  year  last  past.  These  reports  shall  be 
transmitted  without  alteration  or  amendment  to  the 
House  of  Delegates  by  the  Board  of  Trustees  at 
the  Annual  Meeting,  with  such  comments  or  rec- 
ommendations as  the  Board  cares  to  make  . . 
The  material  in  this  report  of  the  Council  on  Scien- 
tific As.sembly  is  presented  in  the  following  order: 

1.  Actions  and  recommendations  by  the  Council 
which  it  undertook  on  its  own  initiative. 

2.  Reports  of  the  committees  of  this  Council  with 
the  Council  recommendations  following  each 
committee  report. 
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3.  Recommendations  by  the  KM  A Board  of  Trus- 
tees on  the  overall  contents  at  the  conclusion 
of  the  report. 

J}5  j1«  ^ ♦ 

The  Council  on  Scientific  Assembly  met  early  in 
this  Associational  Year  and  one  of  the  first  matters 
to  consider  was  a review  of  the  format  and  opera- 
tion of  the  scientific  sessions  and  other  related  activi- 
ties of  the  1965  Annual  Meeting.  1965  marked  the 
second  year  that  the  KMA  Annual  Session  had  been 
held  in  the  Louisville  Convention  Center,  and  your 
council  was  well  satisfied  with  the  facilities  and  lay- 
out of  the  meeting. 

Noise  drifting  from  the  technical  exhibit  hall  to  the 
scientific  assembly  area  was  a reported  problem  at 
the  1964  meeting  and  efforts  have  been  made  con- 
tinuously to  eliminate  this  undesirable  factor.  We 
have  now  moved  the  technical  exhibit  hall  about 
ten  feet  farther  away  from  the  scientific  sessions,  put 
up  a double  row  of  heavy  curtains  creating  a dead 
space  between  the  two,  and  enclosed  the  registra- 
tion booth  on  three  sides  to  minimize  possible  noise 
from  typewriters  and  registrants.  Your  council  now 
feels  that  any  noise  problem  that  existed  has  been 
virtually  eliminated. 

A new  attendance  record  of  2,186  registered  at 
last  year's  meeting.  Of  this  amount,  1,172  were  KMA 
members,  over  50%  of  the  Association  membership. 
Your  council  enthusiastically  accepted  this  report  and 
is  using  this  means  to  bring  it  to  your  attention. 

We  are  pleased  to  report  that  again  a record 
sixteen  specialty  groups  are  meeting  in  connection 
with  this  year’s  Annual  Session,  and  we  are  most 
appreciative  of  the  cooperation  that  the  specialty 
groups  have  evidenced.  Approval  by  the  specialty 
groups  of  the  facilities  offered  by  the  Convention 
Center  for  their  afternoon  specialty  group  meetings 
was  noted  with  gratitude.  With  these  facilities,  all 
scientific  meetings  can  be  held  under  one  roof. 

Enhancing  the  scientific  program  this  year  will  be 
five  separate  color  TV  presentations.  Our  sincere 
gratitude  is  extended  to  Smith.  Kline  and  French 
Laboratories  for  their  willingness  to  sponsor  this  ex- 
cellent and  popular  teaching  mechanism  and  for 
bringing  their  TV  staff  and  equipment  to  Kentucky 
for  our  meeting. 

Again,  our  appreciation  goes  to  the  Southern  Bell 
Telephone  Company  for  sponsoring  the  message  cen- 
ter at  the  heart  of  the  technical  exhibit  hall.  This 
continues  to  be  a most  valuable  service  to  the  associ- 
ation and  our  members. 

We  would  be  remiss  if  we  did  not  also  express 
our  deep  appreciation  to  the  Scientific  Program  Com- 
mittee, which  has  assembled  a most  interesting  and 
profitable  program,  and  to  the  other  committees  un- 
der this  council  whose  accumulative  efforts  have  made 
this  meeting  possible.  The  members  of  KMA  owe 
the  physicians  serving  on  these  committees  a deep 
debt  of  gratitude  for  the  many  hours  of  work  that 
have  been  contributed  toward  the  success  of  the 
1966  KMA  Annual  Meeting. 

The  following  reports  of  the  committees  serving 
under  the  council  are  herewith  submitted: 


Recommendations,  Reference  Committee  No.  2 

Our  Committee  studied  the  report  presented  by 
the  Council  and  wishes  to  commend  the  Council 
for  its  work  of  many  hours  in  preparing  for  this 
year’s  Associational  meeting.  We  wish  to  emphasize, 
along  with  the  Council,  the  appreciation  of  the  As- 
sociation to  the  Smith,  Kline,  and  French  Laboratories 
for  their  sponsorship  of  the  colored  television  pro- 
gram and  to  the  Southern  Bell  Telephone  Company 
for  their  continued  sponsoring  of  the  Message  Cen- 
ter. 

Mr.  Speaker.  I move  the  adoption  of  this  section 
of  the  report.  (Motion  seconded;  carried.) 


Scientific  Program  Committee 

Roderick  MacDonald,  Jr.,  M.D.,  Louisville,  Chairman 

Your  Scientific  Program  Committee  met  last  No- 
vember to  put  together  our  plans  for  the  1966  An- 
nual Meeting.  In  addition,  we  met  with  representa- 
tives of  the  sixteen  specialty  groups  to  explain  our 
plans  for  the  1966  meeting  and  the  participation 
of  the  cooperating  specialty  groups. 

Your  chairman,  along  with  KMA  staff  members, 
have  held  countless  telephone  conversations,  numer- 
ous persona]  meetings,  and  have  written  an  incalcula- 
ble number  of  letters  in  putting  this  program  to- 
gether. 

Five  and  one  half  hours  of  closed  circuit  color 
TV,  under  the  sponsorship  of  Smith,  Kline  and 
French  Laboratories,  Inc.,  should  prove  to  be  an 
interesting  and  educational  highlight  of  the  1966  ses- 
sion. We  especially  express  our  thanks  to  the  mod- 
erators of  the  TV  clinics  for  their  efforts  and  time 
in  putting  together  their  TV  program.  In  addition  to 
other  sessions  held,  these  moderators  met  twice  with 
representatives  of  our  sponsoring  firm  to  provide  you 
with  the  best  presentation  possible. 

Our  deepest  appreciation  also  goes  to  the  KMA 
Council  on  Medical  Education  and  Hospitals.  As 
custodian  of  the  Postgraduate  Education  Fund,  the 
members  of  this  council  agreed  to  provide  the  neces- 
sary finances  to  enclose  the  general  assembly  area 
in  black  polyethylene.  This  not  only  will  make  the 
color  TV  more  acceptable  but  adds  to  the  elimination 
of  any  noise  drift  from  elsewhere  in  the  convention 
hall. 

One  innovation  for  this  year’s  program  has  been 
the  establishment  of  a theme  for  each  one  half  day 
general  session.  We  hope  this  assists  in  the  con- 
tinuity of  the  program  and  proves  to  be  profitable. 
Otherwise,  the  format  of  the  program  is  virtually 
the  same  as  that  of  last  year. 

Your  committee  continuously  strives  to  present  an 
attractive  and  educational  program,  hopefully  main- 
taining the  best  aspects  of  past  programs  and  bring- 
ing you  carefully  selected  new  features. 

Recommendations,  Reference  Committee  No.  2 

We  have  read  the  report  of  the  Scientific  Program 
Committee  and  realize  that  much  work  has  gone 
into  the  preparation  of  this  year’s  scientific  program. 
We  want  to  compliment  the  Committee  for  its  con- 
tinued improvement  in  the  programs  in  the  past  few 
years  and  for  the  very  interesting  new  features  which 
it  has  introduced. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report.  (The  motion  was  seconded  and  car- 
ried. ) 


Golf  Committee 

James  B.  Douglas,  M.  D.,  Louisville,  Chairman 

The  Golf  Committee  did  not  have  an  official 
meeting  this  year  as  our  tournament  was  scheduled 
and  is  planned  to  be  implemented  under  the  policies 
established  for  the  tournament  two  years  ago. 

The  Golf  Tournament  will  again  be  held  on  one 
day  only,  Monday,  September  19,  affording  the  golf- 
ers a maximum  in  fellowship  and  an  equal  oppor- 
tunity in  the  tournament  itself.  Trophies  and  other 
prizes  will  be  presented  following  completion  of  the 
day’s  activities. 

Our  usual  promotion  of  direct  mailings  and  articles 
in  the  Journal  of  KMA  has  been  conducted.  All 
applications  for  the  tournament  must  be  submitted 
to  the  KMA  Headquarters  Office  by  September  1. 
1966,  along  with  the  members’  golf  dues  for  this 
year  so  that  appropriate  plans  can  be  finalized. 

It  is  the  committee’s  desire  to  present  a tourna- 
ment that  is  enjoyable  to  all  participants  and  we 
solicit  any  comments  on  improvements  that  might 
be  made. 
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Recommendations,  Reference  Committee  No.  2 
We  wish  to  thank  the  Golf  Committee  for  its 
continued  efforts  toward  making  the  meeting  one  of 
recreation  as  well  as  scientific  knowledge  and  for 
continuing  the  golf  tournament  during  non-scientific 
program  hours  even  when  there  is  inclement  weather. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report.  (Motion  seconded;  carried.) 


Technical  Exhibits  Committee 

Willelt  H . Rush,  M.  D.,  Frankfort,  Chairman 

Your  committee  met  at  the  KMA  Headquarters 
Office  on  January  13.  The  committee  is  charged 
with  organizing  and  making  available  a hall  in  which 
technical  exhibitors  may  rent  space.  Revenue  from 
this  undertaking  applies  toward  financing  the  Annual 
Meeting. 

Your  committee  is  not  only  interested  in  present- 
ing a technical  exhibit  hall  which  is  of  maximum 
service  to  our  membership,  but  is  equally  interested 
in  serving  the  technical  exhibitor  and  seeing  that 
he  gets  his  money’s  worth.  With  this  in  mind,  the 
committee  examined  traffic  flow,  registration  proce- 
dures, location  of  registration  desk,  and  the  opera- 
tion of  the  message  center,  very  carefully. 

In  addition  to  considering  these  facts,  it  reviewed 
with  care  the  report  of  the  Medical  Exhibitors  As- 
sociation. which  was  prepared  during  the  meeting 
by  a liaison  committee  and  submitted  to  the  MEA 
immediately  thereafter.  As  a result  of  this  thorough 
review,  the  committee  was  pleased  to  learn  of  the 
substantial  progress  being  made  and  recommends  no 
changes  in  policy  for  the  1966  KMA  Annual  Meet- 
ing and  the  operation  of  the  exhibit  hall. 

The  committee  commends  the  technical  exhibit 
hall  to  the  membership  and  urges  your  full  support 
during  the  annual  session.  The  committee  feels  that 
there  are  few  places  you  can  go  where  there  is  as 
much  authentic  information,  where  it  is  as  easy  to 
obtain,  takes  less  time,  and  secured  with  more  ease, 
than  our  KMA  Technical  Exhibit  Hall. 

The  committee  wishes  to  express  the  Association’s 
appreciation  to  each  of  the  75  exhibitors — a record 
high — for  their  substantial  support  of  continuing 
medical  education. 

Recommendations,  Reference  Committee  No.  2 

Our  Committee  studied  the  report  of  the  Techni- 
cal Exhibitors  Committee  and  wish  to  thank  it  for 
its  excellent  provisions  for  the  technical  exhibitors. 
We  also  want  to  thank  the  exhibitors  and  encourage 
all  of  those  present  at  the  meeting  to  visit  the  booths 
and  individually  express  appreciation  to  those  who 
make  our  meeting  possible. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report.  (The  motion  was  seconded  and  car- 
ried.) 


Awards  Committee 

William  H.  Bizot,  M.  D.,  Louisville,  Chairman 

The  Awards  Committee  has  promoted  the  KMA 
Awards  Program  throughout  this  Associational  Year 
through  the  Journal  of  KMA,  the  Communicator, 
and  through  mailings  to  county  society  secretaries. 

This  committee  routinely  meets  on  two  occasions, 
once  during  the  KMA  Interim  Meeting  to  review 
our  plans  and  accept  nominations  for  awards,  and 
once  just  prior  to  the  opening  of  the  Annual  Meeting 
to  select  the  recipients.  In  addition,  nominations  for 
awards  are  accepted  throughout  the  year  and  dis- 
tributed to  the  committee  members  for  consideration. 

The  awards  for  which  our  committee  is  responsible 
are  the  Distinguished  Service  Award,  the  Outstanding 
General  Practitioner,  and  the  R.  Haynes  Barr  Award 


which  is  for  outstanding  contribution  to  the  health 
field  by  a layman.  Citations  for  these  awards  will  be 
presented  at  the  President’s  Luncheon  Wednesday, 
September  21. 

Our  committee  is  most  grateful  for  the  cooperation 
we  have  received. 


Recommendations,  Reference  Committee  No.  2 

We  want  to  commend  the  excellent  work  done  by 
Doctor  Bizot  and  his  Committee  in  the  choice  of 
recipients  of  the  outstanding  awards  and  to  those  of 
you  who  have  suggested  to  the  Committee  these  recip- 
ients. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report.  (The  motion  was  seconded  and  carried.) 


Scientific  Exhibits  Committee 

Benjamin  B.  Jackson,  M.  D.,  Louisville,  Chairman 

The  report  of  the  Scientific  Exhibits  Committee  is 
being  submitted  in  advance  of  our  July  14  meeting 
so  that  it  can  be  included  in  the  reports  of  the 
Council  on  Scientific  Assembly  for  early  distribution 
to  the  Board  of  Trustees.  At  our  meeting  we  will 
review  all  applications  and  accept  approximately  twen- 
ty exhibits  for  the  1966  Annual  Session. 

Your  committee’s  policy  of  accepting  only  those 
exhibits  of  truly  scientific  nature  is  part  of  our  pro- 
gram to  continue  to  up-grade  the  quality  of  exhibits 
presented.  All  approved  exhibits  will  be  in  place  by 
8:00  a.m.  Tuesday,  September  20  and  are  not  to  be 
removed  until  3:30  p.m.  Thursday,  September  22. 

On  Tuesday  morning,  September  20,  a special  com- 
mittee will  judge  these  exhibits  and  select  those 
which  are  considered  to  be  the  best  presentations. 
All  exhibitors  will  receive  a certificate  of  apprecia- 
tion and  the  first  place  winner  will  be  awarded  a 
$200.00  check  and  two  plaques. 

This  is  the  first  year  a cash  award  is  being  made 
and  it  along  with  one  plaque  is  part  of  the  Aesculapius 
Award  Program  under  the  sponsorship  of  Mead  John- 
son Laboratories.  We  are  hopeful  that  this  program 
will  increase  the  involvement  of  our  membership  in 
this  important  educational  activity  of  KMA. 

Members  of  this  committee  wish  to  express  ap- 
preciation to  all  physicians  who  are  presenting  sci- 
entific exhibits  this  year  and  strongly  urge  everyone 
attending  the  Annual  Meeting  to  visit  these  exhibits 
which  are  located  in  the  Convention  Center  in  the 
area  between  the  technical  exhibit  hall  and  the  scien- 
tific sessions. 

COUNCIL  ON  SCIENTIFIC  ASSEMBLY 
Everett  H.  Baker,  M.  D.,  Louisville, 

Chairman 

Robert  E.  Pennington,  M.  D.  London, 

Vice  Chairman 

Harvey  Chenault,  M.  D.,  Lexington 
Benjamin  B.  Jackson,  M.  D.,  Louisville 
Roderick  Macdonald,  Jr.,  M.  D.,  Louisville 
Edmund  D.  Pellegrino,  M.  D.,  Lexington 
Willett  H.  Rush,  M.  D.,  Frankfort 


Recommendations,  Reference  Committee  No.  2 

We  have  evaluated  the  report  of  the  Scientific  Ex- 
hibit Committee  as  submitted  and  want  to  accept 
their  report  with  the  suggestion  that  in  the  future 
when  monetary  awards  are  available  for  first  place 
winner  that  in  order  to  stimulate  greater  participation 
that  awarding  of  plaques  be  made  to  second  and 
third  place  winners. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report.  (Motion  seconded;  carried.) 
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Report  of  the  Council  on 
Medical  Education  and  Hospitals 

PREFACE 

Procedures  for  reports  of  councils  and  standing  com- 
mittees of  KMA  to  the  House  of  Delegates  are 
provided  for  under  Chapter  VIII,  Section  4 of  the 
bylaws,  which  reads  in  part: 

. . Each  standing  committee  and  council  shall 
report  annually,  at  least  six  weeks  prior  to  the 
Annual  Meeting,  to  the  House  of  Delegates  via 
the  Board  of  Trustees  respecting  its  activities  dur- 
ing the  year  last  past.  These  reports  shall  be  trans- 
mitted without  alteration  or  amendment  to  the 
House  of  Delegates  by  the  Board  of  Trustees  at 
the  Annual  Meeting,  with  such  comments  or  rec- 
ommendations as  the  Board  cares  to  make  . . 
The  material  in  this  report  of  the  Council  on  Medi- 
cal Education  and  Hospitals  is  presented  in  the  fol- 
lowing order: 

1.  Actions  and  recommendations  by  the  council 
which  it  undertook  on  its  own  initiative. 

2.  Reports  of  the  committees  of  this  council  with 
the  council  recommendations  following  each 
committee  report. 

3.  Recommendations  by  the  KMA  Board  of  Trus- 
tees on  the  overall  contents  at  the  conclusion 
of  the  report. 

Hi  ^ ^ 

The  Council  on  Medical  Education  and  Hospitals 
has  met  three  times  during  the  associational  year — 
May  26,  1966,  March  23,  1966,  and  December  2, 
1965. 

At  its  first  meeting,  the  members  of  the  council 
discussed  the  activities  of  the  committees  serving  un- 
der the  council  and  their  future  plans.  Committees 
serving  under  the  council  are:  Advisory  Committee 
to  the  University  of  Kentucky,  Advisory  Committee 
to  the  University  of  Louisville,  AMA-ERF  Commit- 
tee, General  Practice  Committee,  and  Hospital  Com- 
mittee. 

Additionally,  the  council  reviewed  matters  that  had 
been  approved  by  the  KMA  House  of  Delegates  at 
its  Annual  Meeting  and  other  matters  of  interest 
approved  by  the  AMA  House  of  Delegates  at  the 
June  1965  Annual  Meeting  and  November  1965  Clin- 
ical Meeting.  We  also  discussed  on  request  a program 
established  by  the  Daniel  Boone  Clinic  whereby  a 
certain  amount  of  funds  would  be  provided  to  a stu- 
dent during  his  junior  and  senior  years  in  medical 
school  and  during  internship  providing  the  student 
signed  a contract  saying  he  will  be  an  employee  of 
the  Daniel  Boone  Clinic  for  an  equivalent  period 
of  time.  This  matter  was  referred  to  the  Board  of 
Trustees  and  Judicial  Council. 

The  main  items  discussed  at  the  second  meeting 
of  the  council  were:  State-wide  Hospital  Planning; 
a Critique  of  the  Park  Mammoth  Medical  Educa- 
tion Conference  and  a recommendation  approved  by 
the  Board  of  Trustees  that  such  a conference  be  held 
every  other  year;  and  a detailed  discussion  on  PL 
89-239  (Heart,  Cancer,  Stroke  Amendments — 1959) 
which  was  referred  to  the  council  by  the  Executive 
Committee.  Donn  L.  Smith,  M.  D.,  Dean,  University 
of  Louisville  School  of  Medicine,  gave  a detailed 
report  on  this  program,  which  follows. 


Excerpts  from  KMA  Council  on  Medical 
Education  and  Hospitals 
Report — PL  89-239 

It  was  explained  that  PL  89-239  has  been  in- 
vestigated by  deans  of  eight  medical  schools:  Western 
Reserve,  Indiana,  Ohio  State,  Pittsburgh,  West  Vir- 
ginia, Cincinnati,  Kentucky,  and  Louisville. 

It  was  pointed  out  a representative  from  the  Great- 
er Cincinnati  Hospital  Planning  Council  furnished 


data  in  the  deliberation  of  what  would  make  a region 
and  didn’t  make  a region,  and  was  further  pointed 
out  that  the  deans  who  were  meeting  together  de- 
cided they  had  several  regions  represented  in  their 
meetings.  The  deans  discussed  the  pros  and  cons  of 
various  parts  of  the  program  and  after  consideration 
of  some  of  the  data,  it  became  apparent  that  as  a 
single  regional  operation,  it  was  entirely  too  large, 
and  several  regions  could  be  formed.  It  was  felt 
that  the  University  of  Louisville  School  of  Medicine, 
the  University  of  Kentucky  Medical  Center,  and  the 
University  of  Cincinnati  Medical  School  would  make 
a very  natural  unit. 

It  was  noted  that  all  of  this  preliminary  work  was 
simply  to  prepare  the  deans  to  have  a meeting  with 
Robert  Q.  Marston,  M.  D.,  Chief,  Division  of  Re- 
gional Medical  Programs,  National  Institute  of 
Health,  who  took  over  his  new  assignment  shortly 
after  the  first  of  February.  A very  productive  dis- 
cussion was  held  with  Doctor  Marston  regarding  ad- 
visory committees,  clarification  on  size  of  regions  and 
possible  conflicts  arising  from  too  small  a region 
versus  too  large  a region,  and  plans  from  other  parts 
of  the  country. 

One  of  the  basic  points  brought  out  in  the  Wash- 
ington meeting  is  that  the  best  way  to  handle  this 
law  is  to  have  a planning  group  per  region.  The 
deans  had  considered  having  an  umbrella  planning 
group  for  these  regions  to  be  broken  down  on  an 
operational  basis,  but  finally  decided  that  this  should 
be  set  up  on  a regional  basis  for  planning  purposes. 

It  was  pointed  out  that  none  of  the  deans  in  the 
three  schools  involved  (U  of  L,  U of  K,  and  UC) 
have  any  authority  from  their  schools  to  proceed 
with  implementation  but  they  are  acting  on  an  ex- 
ploratory basis.  It  was  also  noted  that  Russell  Tea- 
gue, M.  D.,  had  expressed  an  interest  in  the  partici- 
pation of  the  program  for  the  Department  of  Health. 
If  it  turns  out  to  be  a three-school  region,  there 
will  have  to  be  cooperation  between  the  Kentucky 
and  Ohio  Departments  of  Health,  both  of  which  must 
have  someone  on  the  Advisory  Committee;  otherwise, 
it  will  not  be  able  to  function  properly. 

It  is  apparent  that  if  UL,  UK,  and  UC  go  together 
as  a region  there  will  have  to  be  representatives 
from  both  the  Kentucky  and  Ohio  Health  Depart- 
ments, Jefferson  County,  Fayette  County,  and  the 
Cincinnati  Medical  Society,  Kentucky  and  Ohio  Heart 
Associations,  Cancer  Association,  nursing  profession, 
hopsital  administrators,  probably  the  dental  people 
and  then  a fairly  substantial  group  of  lay  people. 
If  there  is  too  large  an  Advisory  Committee,  an 
Executive  Committee  within  the  Advisory  Committee 
will  have  to  be  appointed.  It  was  felt  that  the  for- 
mation of  the  Advisory  Committee  will  be  the  hardest 
part  of  this  organization. 

It  was  explained  that  the  three  deans  involved 
in  the  proposed  region  are  favoring  a slow  approach 
and  think  that  initial  activity  will  be  built  around 
continuing  education.  One  of  the  big  advantages  in 
having  UC  in  the  region  is  getting  data  for  medical 
resources. 

It  was  noted  that  ideally  there  should  be  a region 
composed  of  Indianapolis,  Cincinnati,  Louisville,  and 
Lexington;  but  indications  are  that  Indiana  wants  to 
go  in  as  a single  state.  It  was  stated  that  the 
planning  will  be  fairly  comprehensive  and  fairly  ex- 
pensive, since  there  will  be  a three-school  hook-up 
involving  3.4  plus  million  people.  It  was  noted  that 
there  have  been  no  definite  moves  made,  everyone 
is  treating  this  with  caution,  and  that  it  will  become 
urgent  that  a basic  organization  be  set  up  in  the 
very  near  future. 

School  deans  stated  it  is  fairly  apparent  that  gov- 
ernment will  look  at  this  on  a population  basis  and 
that  the  government  will  not  consider  a population 
basis  of  less  than  2.5  million  people  which  makes  it 
more  apparent  that  the  region  will  consist  of  UK, 
UL.  and  UC. 
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It  was  pointed  out  also:  (1)  that  this  program 
will  make  possible  a vast  opportunity  in  the  research 
areas  in  medical  care;  (2)  that  the  medical  pro- 
fession is  going  to  have  to  face  some  changes  along 
this  line;  and  (3)  this  v/ill  give  an  opportunity  to 
explore  these  areas  in  a way  that  is  acceptable  to 
medicine  instead  of  waiting  to  be  told  how  to  do  it; 
(4)  this  is  an  opportunity  that  the  medical  profes- 
sion should  grasp — particularly  the  areas  of  continu- 
ing education. 

* * * * 

At  its  last  meeting,  the  council  was  brought  up- 
to-date  on  the  use  of  postgraduate  education  funds; 
discussed  services  available  to  the  University  of 
Louisville  School  of  Medicine  Library;  selected  the 
1966  Faculty  Scientific  Achievement  Award  re- 
cipients; and  took  final  action  on  Resolution  K en- 
titled, “Private  Use  of  Medical  Students  as  Physi- 
cians for  Hospital  Profit,”  which  was  referred  to  the 
council  by  the  1965  House  of  Delegates. 

In  considering  the  above  it  was  recommended  that 
the  council  authorize  the  Board  of  Trustees  to  use 
postgraduate  funds  in  certain  instances  in  connection 
with  future  KMA  Annual  Meetings  and  specifically 
during  the  1966  Annual  Meeting  to  purchase  poly- 
ethylene curtains  for  the  purpose  of  enclosing  the 
general  assembly  area  so  that  color  TV  could  be 
presented.  The  council  makes  note  that  while  it  re- 
ports to  the  Board  of  Trustees,  this  authorization  is 
deemed  appropriate  since  the  council  is  the  sole 
agent  of  the  Postgraduate  Educational  Funds.  We 
recommend  to  the  KMA  Journal  editorial  staff  that 
the  University  of  Louisville  School  of  Medicine 
Library  services  available  to  the  physicians  in  the 
state  be  made  known  to  them  through  articles  in 
the  Journal  and  the  Communicator  and  further  that 
various  hospitals  in  the  state,  through  their  library 
or  hospital  administrators,  be  made  aware  of  the 
services  so  that  this  service  can  be  disseminated  to 
the  staff  at  this  level;  we  also  recommend  that  the 
KMA  House  of  Delegates  not  adopt  Resolution  K. 
This  council  investigated  the  background  of  this  res- 
olution and  is  providing  the  reference  committee  with 
copies  of  Resolution  K referred  to  us  by  the  1965 
House  of  Delegates  along  with  information  collected 
to  support  our  recommendation. 

The  report  of  the  committees  covering  their  ac- 
tivities and  recommendations  follow. 

Recommendations,  Reference  Committee  No.  2 
We  have  reviewed  the  report  of  this  Council  re- 
garding its  meetings  and  the  various  items  considered 
and  wish  to  accept  the  Report  except  as  noted  be- 
low. (General  Practice  Report) 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(The  motion  was  seconded  and  carried.) 


Advisory  Committee  to  the 
University  of  Louisville 

George  A.  Sehlinger,  M.D.,  Louisville,  Chairman 

and  Advisory  Committee  to  the 
University  of  Kentucky 

Andrew  M.  Moore,  M.D.,  Lexington,  Chairman 

(Joint  Report) 

The  Advisory  Committee  to  the  Louisville  School 
of  Medicine  and  the  University  of  Kentucky  College 
of  Medicine  met  jointly  during  the  associational 
year  on  January  6,  1966. 

Members  of  the  committee  reviewed  their  report 
to  the  1965  House  of  Delegates  which  dealt  in  most 
part  with  the  medical  questionnaire  developed  by 
the  KMA  Council  on  Medical  Education  and  Hospi- 
tals to  study  and  improve  the  “Town  and  Gown” 
relationship.  In  conjunction  with  this,  we  discussed 


the  Conference  on  Medical  Education  which  was  held 
at  Park  Mammoth  after  our  committee  meeting.  It 
was  the  opinion  of  the  committee  members  that  such 
meetings  are  generally  beneficial  in  that  they  lean 
toward  better  understanding  of  the  two  medical 
schools  and  KMA. 

The  committee  was  brought  up-to-date  on  the 
1965  AM  A Clinical  Meeting  held  in  Philadelphia. 
Members  discussed  and  received  for  information 
three  AM  A Reports:  Report  A — Revision  of  Essen- 
tials for  an  Agreed  Curriculum  in  Occupational 
Therapy;  Report  B — Revision  of  Essentials  for  an 
Acceptable  School  of  Medical  Record  Technicians, 
both  of  which  intended  to  update  the  minimal  educa- 
tion standards  for  the  two  groups,  and  Report  C — 
Critique  of  the  Coggeshell  Report,  “Planning  for 
Medical  Progress  Through  Education.”  Report  C. 
received  considerable  discussion  from  the  standpoint 
of  the  role  universities  will  eventually  play  in  medi- 
cine and  this  effect  on  medicine  of  the  future.  It  was 
the  concensus  that  all  KMA  Members  should  read  the 
document  and  become  aware  of  the  many  points  made 
therein. 

We  reviewed  Resolution  K — Private  Use  of  Medi- 
cal Students  as  Physicians  for  Hospital  Profit,  which 
was  introduced  at  the  1965  KMA  House  of  Dele- 
gates. Considerable  discussion  was  held  on  this 
resolution  and  members  of  the  committee  had 
planned  to  receive  a report  on  this  matter  at  their 
second  meeting.  Due  to  our  inability  to  obtain  a 
quorum  for  a second  meeting,  your  chairman  referred 
the  report  to  the  Council  on  Medical  Education  and 
Hospitals  for  information  and  possible  recommenda- 
tions. 

We  find  it  very  rewarding  and  beneficial  for  the 
two  advisory  committees  to  meet  jointly  and  recom- 
mend they  continue  to  do  so  in  the  future. 

Recommendations,  Reference  Committee  No.  2 

We  have  read  the  report  of  this  Committee  which 
met  jointly  this  year  and  at  our  Committee  meeting 
heard  reports  of  gratitude  from  the  Medical  School 
at  the  University  of  Kentucky  for  the  work  of  this 
Committee.  Since  it  seems  to  the  mutual  benefit  of 
all  that  the  two  Committees  meet  jointly,  we  concur 
in  the  recommendation  that  they  continue  to  do  so 
in  the  future. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  seconded;  carried.) 


AMA-ERF  Committee 

Walter  I.  Hume  Jr.,  M.D.,  Louisville,  Chairman 

The  AMA-ERF  Committee  of  the  KMA  met  on 
April  27,  1966,  and  discussed  the  four  year’s  progress 
of  this  concept  at  a national  and  at  a state  level. 
It  was  pointed  out  that  the  program  functions  very 
well  at  a national  level  and  that  this  has  in  the  past 
somewhat  blunted  our  efforts  to  do  a great  deal  at 
the  state  level  for  this  purpose.  The  members  pres- 
ent, however,  recognizing  that  this  is  a very  valuable 
program  from  the  point  of  view  of  direct  results 
attained,  and  also  from  the  point  of  view  of  public 
relations,  suggested  that  we  be  somewhat  more  ac- 
tive in  the  state,  and  this  activity  take  the  form  of 
an  increased  level  of  publicity  for  the  program.  We 
propose  to  suggest  the  following: 

1.  An  editorial  on  the  subject  in  the  KMA  Journal, 

2.  Monthly  short  notices  in  the  KMA  Journal 
throughout  the  year, 

3.  An  information  letter  to  county  medical  societies 
suggesting  promotion  at  county  medical  society 
meetings, 

4.  Brief  notices  about  the  progress  of  the  program 
in  the  KMA  Communicator  twice  a year,  and 

5.  Work  with  the  KMA  Woman’s  Auxiliary  AMA- 
ERF  Committee,  possibly  with  the  aim  of  staff- 
ing a booth  at  the  KMA  Annual  Meeting. 
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These  suggestions  are  in  progress  of  being  worked 
out. 

During  the  Interim  Meeting  in  April,  checks  were 
presented  from  this  fund  to  the  Dean  of  the  Uni- 
versity of  Kentucky  College  of  Medicine  for 
$4,178.18  and  to  the  Dean  of  the  University  of 
Louisville  for  $8,981.02.  In  addition,  during  1965, 
206  loans  were  made  to  medical  students,  interns, 
and  residents  in  this  state  in  an  amount  totaling 
$241,000 — an  increase  of  over  $22,000  since  1964. 

This  program  has  been  most  successful  in  its  na- 
tional aim  of  making  loans  available  to  medical 
students,  interns,  and  residents,  making  some  unre- 
stricted funds  available  to  the  various  medical 
schools,  and  it  is,  with  the  introduction  of  the  new 
Institute  for  Biomedical  Research,  now  introducing 
its  influence  into  the  research  field  even  more 
strongly. 

We  on  the  committee  appreciate  the  support  of  the 
physicians  and  the  Woman’s  Auxiliary  in  Kentucky 
for  this  program,  and  encourage  your  continued 
and  increased  contributions  in  the  future. 

Recommendations,  Reference  Committee  No.  2 

We  have  studied  the  report  of  this  Committee 
and  its  plan  for  future  promotion.  We  want  to  com- 
pliment the  Committee  and  encourage  greater  par- 
ticipation by  all  physicians  in  Kentucky  in  this 
worthy  project  as  well  as  the  encouragement  given 
it  by  the  Kentucky  Medical  Women’s  Auxiliary. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report.  (Motion  seconded;  carried.) 


General  Practice  Committee 

Robert  M.  Sirkle 

The  General  Practice  Committee  met  at  the  Ken- 
tucky Hotel  in  Louisville  on  Wednesday,  May  11, 
1966.  The  committee  reviewed  its  assigned  duties, 
its  1965  report  to  the  House  of  Delegates  and  its 
relationship  to  the  Council  on  Medical  Education 
and  Hospitals. 

Resolution  49,  introduced  by  the  Michigan  Dele- 
gation to  the  AM  A House  of  Delegates  at  the  1965 
Clinical  Meeting,  was  brought  to  our  attention  and 
this  committee  endorsed  the  action  of  the  AMA 
House  of  Delegates  on  this  resolution.  This  action 
was  to  “reaffirm  and  again  communicate  to  all 
members  of  the  American  Medical  Association  and 
through  the  AMA  representatives  to  the  JCAH  that 
all  doctors  of  medicine,  regardless  of  their  field  of 
practice,  should  be  accorded  hospital  privileges 
commensurate  with  their  training,  experience,  and 
demonstrated  competence  on  approval  by  the  medi- 
cal staff.’’ 

The  Kentucky  Chapter,  American  Academy  of 
General  Practice,  Congress  of  Delegates,  in  session 
on  May  10,  1966,  approved  a resolution  which  in 
part  states  as  follows: 

“RESOLVED,  That  the  Kentucky  Chapter  of 
the  American  Academy  of  General  Practice  in- 
sist that  by  July  1,  1966,  the  needy,  as  defined 
in  Title  19  of  Public  Law  89-97,  receive  at 
least  the  same  care  coverage  as  the  recipients  of 
Title  18  of  the  same  law  for  the  five  basic  serv- 
ices as  well  as  dental  care,  drugs,  home  nursing 
care,  prosthetics,  rehabilitative  services,  physical 
therapy,  and  eye  glasses.  Be  it  further 

RESOLVED,  That  fees  for  Physicians  be 
based  solely  on  usual,  reasonable,  and  custom- 
ary fees  for  services  rendered.  Be  it  further 

RESOLVED,  That  this  be  presented  and  sup- 
ported vigorously  to  the  KMA  House  of  Dele- 
gates for  its  implementation.” 

This  committee  recommends  to  the  KMA  House 
of  Delegates  approval  of  the  above  statement  by 
substituting  the  words  “Kentucky  Medical  Associa- 
tion” for  “Kentucky  Chapter  of  the  American 
Academy  of  General  Practice”  in  the  first  resolve. 
(The  above  resolution  and  the  paragraphs  im- 


mediately preceding  and  following  it.  were  referred 
to  Reference  Committee  No.  5.) 

Your  committee  discussed  at  length  a physician 
education  program  in  psychiatry  to  be  sponsored  by 
the  American  Academy  of  General  Practice  and  the 
American  Psychiatric  Association  for  general  prac- 
titioners. No  definite  recommendations  are  being 
made  concerning  participation  in  this  program  in 
Kentucky.  However,  this  committee  plans  to  main- 
tain liaison  with  the  KMA  Mental  Health  Committee 
concerning  these  proposed  workshops  in  psychiatry 
and  expresses  favor  in  the  planned  program. 

Following  a discussion  of  the  recommendation  this 
committee  made  last  year  relative  to  the  establish- 
ment of  Departments  of  Family  Practice  in  Ken- 
tucky’s two  medical  schools,  this  committee  recom- 
mends that  the  KMA  Council  on  Medical  Educa- 
tion and  Hospitals  study  the  possibility  of  using 
qualified  general  practitioners  on  the  faculties  of  the 
medical  schools  and  regional  complexes. 

We  discussed  the  proposed  project  of  the  Universi- 
ty of  Kentucky  College  of  Medicine  whereby  medi- 
cal students  may  be  invited  to  spend  one  week  in 
a physician’s  office  during  the  summer  months  to 
study  the  content  of  a family  physician’s  practice. 
This  committee  recommends  that  Kentucky  physi- 
cians in  general  practice  consider  participating  in 
this  program. 

The  committee  members  again  expressed  interest 
in  seeing  a listing  or  directory  of  Kentucky  physi- 
cians designating  each  physician’s  type  of  practice. 
We  understand  that  such  a directory  is  being  issued 
in  the  near  future  by  the  State  Department  of  Health 
and  is  also  under  study  by  KMA. 

Health  Insurance  Claim  forms  to  be  used  in  con- 
nection with  Medicare  were  distributed  and  reviewed 
by  the  committee  members. 

COUNCIL  ACTION:  Tt  is  recommended  by  the 
Council  on  Medical  Education  and  Hospitals  that 
the  report  of  the  General  Practice  Committee  be 
accepted  as  presented  with  the  following  notations: 
In  reference  to  the  resolution  adopted  by  the  Ken- 
tucky Chapter  of  the  Academy  of  General  Prac- 
titioners Congress  of  Delegates  in  session  on  May 
10,  1966.  and  as  recommended  by  the  General  Prac- 
tice Committee,  the  members  of  this  council  found 
themselves  in  sympathy  with  the  objectives  of  the 
resolution,  but  felt  that  it  did  not  fall  within  the 
charge  of  this  council;  therefore,  it  is  being  referred 
to  the  Board  of  Trustees  for  appropriate  disposition. 
In  reference  to  the  recommendation  made  by  the 
committee  in  regard  to  the  possibility  of  using  quali- 
fied general  practitioners  on  the  faculties  of  the 
medical  schools  and  regional  complexes,  the  council 
noted  that  this  matter  has  been  studied  in  the  past 
and  has  been  discussed  during  the  past  year  and  it 
is  under  continuing  review. 

Recommendations,  Reference  Committee  No.  2 

Except  for  Paragraph  3,  bottom  of  Page  6,  Report 
No.  12  through  Paragraph  3,  Page  7,  Report  No.  12, 
which  was  referred  to  another  Committee,  we  have 
noted  the  various  comments  of  the  General  Practice 
Committee  regarding  desirable  programs  of  con- 
tinued education  and  outlines  of  general  practice 
cooperation  with  the  medical  schools  and  recommend 
the  acceptance  of  the  report  as  presented. 

Mr.  Speaker,  1 move  the  adoption  of  this  section 
of  the  report. 

(Motion  seconded;  carried.) 


Hospital  Committee 

James  B.  Holloway,  M.D.,  Lexington,  Chairman 

The  Hospital  Committee  met  three  times,  on 
November  18,  1965,  March  31,  1966,  and  May  18, 
1966,  and  all  meetings  were  well  attended.  In  ad- 
dition, the  Hospital  Sub-Committee  to  Study  Resolu- 
tion A,  referred  from  the  Executive  Committee,  has 
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met  a number  of  times  with  members  of  the  KHA. 
Resolution  A entitled  “Administrative  Relationship 
Between  Hospitals  and  Private  Practitioners  of  Medi- 
cine Practicing  Within  Hospitals”  was  approved  by 
the  House  of  Delegates  in  1965.  Indeed,  the  problem 
r of  Resolution  A has  been  the  Hospital  Committee’s 

major  problem  this  year.  As  matters  stand,  the  report 
on  Resolution  A is  as  follows; 

1.  The  radiologists  can  make  an  ethical  contract, 
with  the  wording  to  be  worked  out  by  the  individual 
radiologists.  This  committee  suggests  that  the  radiol- 
ogists follow  the  advice  of  Mr.  Gaines  Davis.  KMA 
Legal  Counsel. 

2.  At  the  present  time,  there  seems  to  be  no 
feasible  way  for  the  pathologists  to  make  an  ethical 
contract  with  the  KHA  as  a whole.  There  is  notable 
exception  in  Ashland.  It  was  apparent  to  the  members 
of  this  committee  that  the  KHA  was  attempting  to 
split  the  clinical  laboratory  from  the  anatomical 
laboratory. 

Should  any  changes  come  about  prior  to  the 
September  KMA  meeting,  an  addendum  will  be 
posted. 

A discussion  of  area-wide  planning  has  occupied 
a great  deal  of  the  committee’s  time  and  the  chair- 
man of  the  committee  has  met  on  a number  of 
occasions  with  the  Executive  Committee,  the  KHA, 
and  The  Council  on  Medical  Education  and  Hospitals. 
Various  plans  to  work  on  area-wide  planning  have 
met  with  opposition,  indifference,  or  unenthusiasm. 
Unfortunately,  we  have  not  been  able  to  really 
generate  interest  in  enough  influential  people,  either 
lay  or  medical,  to  develop  a concensus  on  just 
where  the  Kentucky  Medical  Association’s  part  is  in 
area-wide  planning.  Specifically,  the  objections  to  a 
' state  group  are  many  because  of  the  size  and  the 

complexity  of  our  state’s  geography.  Interest  in  any 
educational  seminars  is  somewhat  curtailed  by  a lack 
of  funds.  Attempts  to  divide  the  state  into  area-wide 
planning  groups  either  larger  or  smaller  or  different 
to  that  envisioned  by  the  State  Department  of  Health 
meets  with  varying  degrees  of  opposition  depending 
on  one’s  geographical  location  and  ideas  of  empire. 
At  its  last  meeting,  the  committee  agreed  to  table 
work  on  regional  area-wide  planning  until  more  in- 
terest is  shown. 

Other  important  items  considered  by  the  com- 
mittee members  and  action  taken  are  as  follows: 

1.  A continued  study  of  the  ARHl  Hospitals 
was  made  and  there  were  no  specific  develop- 
ments except  that  there  is  a good  possibility  that 
Middlesboro  offices  will  be  built  outside  the  hospi- 
tal within  a year. 

2.  Discussion  of  a central  clearing  house  for 
medical  records  so  that  small  hospitals  might  re- 
view records  other  than  their  own  has  been 
tabled  because  of  lack  of  interest  on  the  part  of 
the  small  hospitals. 

3.  Dry-Run  Teams  have  continued  to  receive 
requests  and  to  make  inspection  visits  to  a number 
of  hospitals. 

4.  The  Emergency  Room  Pamphlet  has  been 
approved  and  should  be  under  distribution  soon. 

COUNCIL  ON  MEDICAL  EDUCATION 
AND  HOSPITALS 

George  A.  Sehlinger,  M.D..  Louisville, 
Chairman 

James  B.  Holloway,  M.D..  Lexington 
Walter  I.  Hume,  Jr.,  M.D..  Louisville 
Andrew  M.  Moore.  M.D..  Lexington 
Donn  L.  Smith,  M.D..  Louisville 
William  R.  Willard,  M.D..  Lexington 
William  P.  VonderHarr.  M.D..  Louisville 

Recommendations,  Reference  Committee  No.  2 
We  studied  the  somewhat  lengthy  report  of  the 
Hospital  Committee,  including  the  addendum  with 
reference  to  the  discussion  of  progress  made  thus 
far  in  the  realm  of  area  medical  centers.  Our  Com- 
mittee approved  the  report  and  suggests  a continued 


effort  on  the  part  of  the  Kentucky  Medical  Asso- 
ciation in  the  area  of  regional  hospital  planning. 

Mr.  Speaker,  1 move  the  adoption  of  this  section 
of  the  report. 

(The  motion  was  seconded  and  carried.) 


Resolution  E 

Muhlenberg  County  Delegation 

Whereas,  The  accumulation  of  knowledge  gathered 
by  the  utilization  review  committees  is  of  such  great 
value  in  the  improvement  of  the  overall  medical  care 
of  the  population  at  large,  and 

Whereas,  The  Joint  Commission  revised  the  Stand- 
ards for  Hospital  Accreditation  in  Bulletin  #40 
(December  1965)  to  make  the  performance  of  utili- 
zation review  function  one  of  the  requirements  for 
Accreditation,  and 

Whereas,  A fair  and  impartial  comparison  between 
the  standards  of  care,  length  of  stay  and  cost  of  treat- 
ments of  various  disease  entities  as  determined  by 
utilization  review  committees  in  state  or  federally 
controlled  hospitals  as  opposed  to  voluntary  non- 
profit community  and  proprietary  hospitals  might  be 
of  great  value  to  government  officials  (both  appointed 
and  elected)  in  their  future  deliberations  relative  to 
government  involvement  in  Medical  Care,  and 

Whereas,  The  Metropolitan  Insurance  Company 
and  Blue  Cross  has  been  designated  by  the  Social 
Security  Administration  (federal  government)  and  the 
governor’s  Advisory  Council  has  been  designated  by 
the  State  Government  to  formulate  and  suggest  plans 
to  implement  Public  Law  89-97  in  Kentucky;  now 
therefore  be  it 

Resolved,  That  accredited  governmental,  voluntary 
community  non-profit  and  proprietary  hospitals  at  all 
levels  in  Kentucky  (including  Veterans  Administra- 
tion Hospitals  but  excepting  Military  Hospitals  han- 
dling service  personnel  on  active  duty)  be  required  to 
establish  active  utilization  review  committees  with 
participation  of  staff  members  and  representatives  of 
local  county  medical  societies,  and  be  it  further 

Resolved.  That  the  results  and  reports  of  these 
utilization  review  committees  be  made  available  to 
the  aforementioned  agencies  concerned  with  utiliza- 
tion efforts  under  Public  Law  89-97  in  Kentucky  for 
purposes  of  review  and  comparison,  and  be  it  further 
Resolved,  That  the  results  of  this  comparison  be 
made  public  in  an  annual  report  by  these  agencies. 


* Refer  to  Resolution  #24  adopted  at  June  1966 
A.M.A,  Meeting  in  Chicago. 

Recommendations,  Reference  Committee  No.  2 

We  have  studied  the  Resolution  as  presented  by 
the  Muhlenberg  County  Delegation  and  recommend 
it  as  presented.  We  believe  that  the  ingredients  of 
this  Resolution  are  embodied  in  the  report  of  the 
Hospital  Committee  which  you  have  already  adopted. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(The  motion  was  seconded  and  carried.) 


Resolution  M 

Barren  County  Medical  Society 

WHEREAS  the  present  trend  of  accreditation  of 
hospitals  is  to  bring  all  accreditation  of  medical  serv- 
ices under  one  agency;  and 

WHEREAS  the  mechanics  of  and  the  facilities  for 
giving  quality  medical  care  differ  radically  in  teach- 
ing hospitals,  state  hospitals,  large  and  small  hospitals 
and  nursing  homes;  and 

WHEREAS  there  is  an  impending  danger  of  cen- 
tralizing all  medical  services  in  hospitals;  and 
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WHEREAS  there  is  great  peril  of  the  physicians 
losing  their  professional  identity  and  losing  their  pro- 
fessional freedom;  and 

WHEREAS  there  is  a great  possibility  of  all  hos- 
pital medical  staff  members  being  reduced  to  the 
status  of  hospital  employees;  and 

WHEREAS  there  is  an  inherent  danger  that  stereo- 
typed and  unnecessary  rules  of  standardization  of 
physicians'  and  ancillary  medical  services  in  the  hos- 
pital will  tend  to  cause  some  hospitals  to  lose  the  fi- 
nancial support  of  governmental  and  some  private 
agencies;  and 

WHEREAS  local  hospitals  are  being  asked  to  sur- 
render their  independence  of  the  control  of  medical 
services  to  outside  agencies  not  under  the  control  of 
physicians;  and 

WHEREAS  the  control  by  such  outside  agencies 
and  groups  is  against  the  best  interests  of  the  hos- 
pital and  the  physicians  in  rendering  quality  medical 
care  to  their  patients  and  to  their  communities;  there- 
fore. 

RESOLVED  that  the  KMA  appoint  an  Ad  Hoc 
Committee  of  thirteen  members  to  study  the  feasibil- 
ity of  and  to  set  up  the  mechanics  for  accreditation 
of  physicians’  and  ancillary  medical  services  in  the 
hospitals  of  Kentucky  by  the  KMA. 

RESOLVED  that  this  committee  be  composed  of 
thirteen  members — a chairman,  two  members  from 
teaching  hospitals,  two  members  from  state  hospitals, 
two  members  from  staffs  of  hospitals  of  towns  with  a 
population  of  10,000  or  less,  two  members  from  staffs 
of  hospitals  of  towns  with  a population  of  10,001  to 
30.000,  two  members  from  hospital  staffs  of  towns 
with  a population  of  30,001  to  70,000  and  two  mem- 
bers from  hospital  staffs  of  cities  with  a population 
of  70,000  or  more. 

September  6,  1966 


Recommendations,  Reference  Committee  No.  2 

Our  Committee  heard  considerable  discussion  on 
this  Resolution  presented  by  the  Barren  County  Medi- 
cal Society  regarding  the  desire  for  physicians’  control 
of  accreditation  of  Kentucky  Hospitals.  We  believe 
that  a feasibility  study  such  as  this  is  desirable. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report.  (Motion  Seconded;  carried.) 

Mr.  Speaker,  I move  the  adoption  of  Reference 
Committee  No.  2 as  a whole.  (The  motion  was 
seconded  and  carried.) 

1 wish  to  thank  Eugene  Conner,  M.D.;  James  A. 
Harris,  M.D.;  Robert  J.  Salisbury,  M.D.;  and  J.  San- 
key  Williams,  M.D.,  members  of  this  Committee  and 
Miss  Liza  Hancock  for  her  assistance  in  preparation 
of  this  report. 

REFERENCE  COMMITTEE  NO.  2 
Eugene  Conner,  M.D.,  Louisville 
James  A.  Harris,  M.D.,  Paducah 
Robert  J.  Salisbury,  M.D.,  Mt.  Sterling 
J.  Sankey  Williams,  M.D.,  Nicholasville 
Paul  J.  Porks,  M.D.,  Bowling  Green, 
Chairman 


REFERENCE  COMMITTEE  No.  3+ 

Carl  Cooper,  M.D.,  Chairman 

Reports  on  Legislative  Activities 

See  note  (f)  bottom  of  column  one,  page  1122. 
Reference  Committee  No.  3 considered  the  follow- 
ing; 

13.  Council  on  Legislative  Activities 
(National  and  State  Affairs) 

Resolution  H — Direct  Billing,  Title  XIX 


Report  of  the  Council  on 
Legislative  Activities 

PREFACE 

Procedures  for  reports  of  councils  and  standing  com- 
mittees of  KMA  to  the  House  of  Delegates  are  pro- 
vided for  under  Chapter  VIII,  Section  4 of  the  By- 
laws, which  reads  in  part: 

“.  . . Each  standing  committee  and  council  shall 
report  annually,  at  least  six  weeks  prior  to  the 
Annual  Meeting  to  the  House  of  Delegates  via 
the  Board  of  Trustees,  respecting  its  activities 
during  the  year  last  past.  These  reports  shall  be 
transmitted  without  alteration  or  amendment  to 
the  House  of  Delegates  by  the  Board  of  Trustees 
at  the  Annual  Meeting,  with  such  comments  or 
recommendations  as  the  Board  cares  to  make  . . ," 
The  material  in  this  report  of  the  Council  on  Legisla- 
tive Activities  is  presented  in  the  following  order; 

1.  Actions  and  recommendations  by  the  Council 
which  it  undertook  on  its  own  initiative. 

2.  Reports  of  the  committee  of  this  Council  with 
the  Council  recommendation  following  the 
committee  report. 

3.  Recommendations  by  the  KMA  Board  of 
Trustees  on  the  overall  contents  at  the  con- 
clusion of  the  report. 


National  Affairs 

John  C.  Quertermous,  M.D.,  Chairman 

The  Legislative  Council  during  this  associational 
year  met  six  times.  The  Chairman  and  the  mem- 
bers of  the  Council  and  Committee  have  attended 
other  important  meetings  in  other  cities  on  matters 
pertaining  to  national  legislation. 

It  is  not  believed  that  it  will  be  necessary  for  the 
Council  to  expend  as  much  effort  in  the  coming  year 
as  has  been  n'icessary  in  the  past,  since  the  Congress 
and  most  of  the  people  of  the  United  States  are  show- 
ing signs  of  bjing  appalled  by  the  magnitude  of  the 
havoc  wrought  by  the  passage  of  P.L.  89-97  and  P.L. 
89-239.  This,  plus  other  ill-conceived  programs  of  the 
“Great  Society”  coupled  with  the  war  in  Viet  Nam, 
will  certainly  create  in  congress  the  tendency  to  look 
more  closely  at  other  socialistic  programs  before 
they  give  their  approval. 

The  Washington  Dinner  was  again  felt  to  be  worth 
the  money  and  effort  expended  by  the  Association. 
The  Council  believes  our  rapport  with  our  legislators 
to  be  excellent  in  almost  all  cases,  and  it  is  apparent 
that  the  trip  to  Washington  over  the  past  number  of 
years  has  enabled  the  representatives  of  the  Associ- 
ation to  have  an  easy  and  effective  relationship  with 
our  representatives  in  Washington.  The  Council  rec- 
ommends that  it  be  continued. 

The  Council  has  contacted  our  legislators  personal- 
ly, by  letter  and  by  wire  on  several  occasions  per- 
taining to  bills  on  antivivisection,  physician  retire- 
ment, use  of  generic  terms  in  prescribing,  as  well  as 
to  try  to  determine  from  them  their  ideas  pertaining 
to  the  most  effective  method  to  combat  further  in- 
roads by  government  into  the  private  practice  of 
medicine. 

The  Legislative  Council  recommends  that  KMA  en- 
dorse the  action  of  the  AM  A House  of  Delegates  of 
1966  in  Chicago  in  recommending  an  option  of  choice 
of  billing  by  the  physician  under  Title  XIX,  which 
parallels  the  optional  choice  of  billing  under  Title 
XVIII.  We  further  recommend  that  all  members  of 
the  Kentucky  congressional  delegation  be  informed 
of  our  action  and  that  they  be  asked  immediately 
to  introduce  the  necessary  amendment  or  amend- 
ments to  implement  this  endorsement,  and  that  they 
work  diligently  for  the  passage  of  such  legislation. 

The  Legislative  Council  further  recommends  that 
the  House  of  Delegates  of  KMA  reiterate  KMA’s 
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support  of  the  individual  voluntary  physician-patient 
relationship  and  the  fee  for  services  concept. 

Over  90  physicians  participating  in  the  KMA  Leg- 
islative Key  Man  System  attended  an  orientation 
meeting  in  Louisville  on  January  12,  1966.  At  this 
meeting,  all  key  men  were  provided  with  a newly 
designed  and  completed  Key  Man  Booklet.  The  state- 
wide physician  team  had  outlined  to  them  the  respon- 
sibility of  those  in  the  system  at  both  national  and 
state  levels. 

The  Legislative  Bulletin  was  published  regularly 
during  the  1966  Session  of  the  Kentucky  General 
Assembly  and  frequent  use  of  it  is  made  during  the 
year  to  inform  our  members  of  important  pending 
national  legislation.  This  is  a valuable  publication 
mailed  to  KMA  officers,  key  men  and  county  medi- 
cal society  secretaries,  and  it  is  recommended  that  the 
information  be  used  for  a basis  of  discussion  at 
county  society  meetings. 

The  Council  reaffirms  its  belief  in  the  objectives  of 
KEMPAC  and  AMPAC  and  recommends  100% 
participation  by  doctors  and  their  wives.  We  also 
recommend  to  the  House  of  Delegates  that  there  be 
county  society  billing  in  order  to  encourage  this 
participation,  and  we  finally  recommend  a vote  of  en- 
dorsement and  encouragement  by  this  House  of 
Delegates  of  the  KEMPAC  organization  to  continue 
its  worthwhile  political  efforts  in  the  behalf  of  our 
free  enterprise  system  and  the  freedom  of  the  art  and 
science  of  medicine. 

Special  thanks  to  Mr.  Joe  Sanford  and  the  KMA 
staff  for  th“ir  contributions  to  this  Council  during  the 
past  associational  year.  Their  assistance  in  both  state 
and  national  legislative  affairs  has  been  most  note- 
worthy and  very  much  appreciated.  Our  Director  of 
Field  Services.  Mr.  Gilbert  L.  Armstrong,  spent  much 
of  his  time  during  the  first  few  months  of  1966  in 
Frankfort  as  our  lobbyist,  and  we  would  be  remiss 
without  reporting  to  you  the  very  fine  service  he 
rendered  in  this  capacity. 

We  would  like  to  express  our  appreciation  to  the 
members  of  this  Council  for  their  unselfish  contribu- 
tion to  the  Association.  We  especially  want  to  pay 
tribute  to  two  of  our  hard  working  members.  David 
B.  Stevens,  M.D.,  Lexington,  and  Gabe  A.  Payne. 
Jr..  M.D..  Hopkinsville,  who  have  found  it  necessary 
to  resign  their  membership  from  the  Council  because 
of  other  pressing  matters.  Their  efforts  during  the 
past  year  and  previous  years  have  been  appreciated 
by  other  members  of  the  Council  and  most  beneficial 
to  our  Association. 

We  sincerely  congratulate  Doctor  Payne  on  his 
recent  annointment  to  the  Kentucky  State  Board  of 
Health.  He  joined  B.  B.  Baughman,  M.D.,  Frankfort, 
in  being  the  second  member  of  the  Council  serving 
in  this  important  capacity.  We  sincerely  regret  Doctor 
Pavne's  subsequent  resignation  from  the  Council. 

Two  new  Congressional  Key  Men  were  appointed 
during  the  year:  Faxon  W.  Pavne.  M.D..  Hopkins- 
ville, to  serve  the  First  District  and  Andrew  M. 
Moore,  M.D.,  Lexington,  for  the  Sixth  District. 


Recommendations,  Reference  Committee  No.  3 

This  committee  wishes  to  commend  Doctor  Quer- 
termous  for  his  work  as  Chairman  of  the  Legislative 
Council,  especially  for  his  presentation  in  the  report 
of  the  many  activities  which  have  been  carried  out  in 
national  affairs. 

We  also  concur  that  the  Washington  Dinner  should 
be  continued.  It  is  recommended  that  the  House  of 
Delegates  reiterate  KMA’s  support  of  the  individual 
voluntary  physician-patient  relationship  and  the  fee 
for  service  concept. 

We  commend  the  KMA  Legislative  Key  Man  Sys- 
tem and  wish  to  take  this  opportunity  in  thanking  all 
legislative  key  men  throughout  the  state.  We  wish 
also  to  commend  KEMPAC  and  its  objectives 
and  recommend  100%  participation  by  all  doctors  and 
their  wives. 


Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report.  (Motion  seconded;  carried) 


State  Affairs 

J.  Campbell  Cantrill.  M.D.,  Chairman 

Since  our  last  report  to  the  1965  Session  of  the 
House  of  Delegates,  the  Legislative  Council  has  ex- 
perienced one  of  the  busiest  and  most  frustrating 
years  in  the  history  of  the  Kentucky  Medical  Asso- 
ciation. 

With  all  due  respect  to  the  other  loyal  and  dedi- 
cated councils  of  the  KMA,  we  honestly  believe  that 
the  Legislative  Council  has  been  the  most  operative, 
not  by  choice,  but  by  compulsion,  due  to  the  1966 
Kentucky  General  Assembly  in  Frankfort.  At  the  very 
outset.  I wish  to  relate  to  the  members  of  the  House 
of  Delegates  that  I am  exceedingly  proud  of  each 
and  every  member  of  our  Council  for  the  dedicated 
and  tireless  efforts  that  they  have  contributed  to  the 
Kentucky  Medical  Association  during  the  past  year. 

The  Headquarters  Staff  was  literally  deluged  with 
extra  work,  telephone  communications,  additional  sec- 
retarial and  lobbying  assistance.  We  would  like  to  re- 
port to  this  House  that  the  effectiveness  of  Mr.  Gil- 
bert L.  Armstrong,  our  field  representative  and  legis- 
lative specialist  in  Frankfort,  was  unsurpassed  by 
any  single  group  of  legislative  specialists  representing 
any  other  organization. 

The  KMA  Legislative  Key  Man  System,  which  has 
arisen  from  its  embryological  stage,  has  now  begun 
to  reach  maturity  and  has  born  forth  fruit.  Each  key 
man  in  this  system  has  worked  effectively  and  loyally, 
and  we  feel  that  with  further  training  as  a team  that 
we  will  develop  a more  effective  legislative  organiza- 
tion in  the  future. 

The  Legislative  Council  has  met  on  numerous  oc- 
casions during  the  past  year:  in  the  Headquarters 
Office  of  the  KMA;  in  Frankfort  during  the  actual 
.session  of  the  General  Assembly;  in  Washington. 
D.  C..  at  the  Washington  Congressional  Dinner;  and 
a quorum  was  present  at  the  recent  convention  of 
the  American  Medical  Association  in  Chicago  in 
July. 

Your  Chairman  for  State  Affairs  attended  the 
AMPAC  Seminar  in  Washington  in  May  of  this  year, 
and  several  members  of  the  Council  did  attend  the 
AMA  Council  on  Quackery  in  Chicago.  Doctor  Quer- 
termous  has  already  alluded  to  the  very  successful 
meeting  of  the  Legislative  Key  Men  Orientation 
Seminar  in  Louisville  in  January  of  1966.  All  of  these 
activities  have  involved  lengthy  study  sessions  on  the 
part  of  the  physician  members  of  the  Legislative 
Council  in  order  to  be  prepared  for  each  of  these 
legislative  meetings  involving  pending  legislation  in 
Washington  and  Frankfort.  These  physician  members 
of  this  Council  and  the  Key  Men,  Mr.  Speaker,  have 
worked  diligently  and  sacrifically  for  this  Association, 
and  I would  like  to  acknowledge  publicly  to  this 
House  of  Delegates  that  I am  proud  to  be  a member 
of  such  an  organization.  Never  have  we  had  such  sup- 
port from  the  Board  of  Trustees,  and  especially  the 
Executive  Committee  of  the  Board  of  Trustees,  and 
also  from  the  strong  and  forceful  leadership  of  Presi- 
dent Everett  Baker.  M.D. 

It  has  been  pointed  out  in  the  Legislative  Bulletins 
that  during  the  recent  General  Assembly  that  10% 
of  all  the  legislation  considered  involved  health  legis- 
lative matters.  Let  us  hasten  to  add.  that  whereas  cer- 
tain pieces  of  legislation  which  were  acted  upon  and 
listed  on  this  tally  sheet,  there  were  many  other  pieces 
of  legislation  which  were  proposed,  and  were  kept 
from  coming  to  the  surface  by  our  legislative  efforts. 
For  example,  certain  aspects  of  Title  XIX  did  not 
arise  in  Frankfort  as  they  did  in  the  state  of  New 
York  under  the  observant  eyes  of  Governor  Rocke- 
feller. In  retrospect,  maybe  this  item  should  have 
arisen  at  that  time.  We  were  extremely  lucky  that 
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many  other  pieces  of  medical  legislation  did  not  arise 
from  the  mire  during  the  recent  session. 

Therefore  we  feel  that  it  is  mandatory  that  the 
Legislative  Council,  including  the  Key  Men  at  all 
levels  renew  their  efforts  in  the  future  to  be  alert  to 
the  possible  dangers  which  will  arise  by  the  incredible 
mass  of  health  legislation  that  is  now  engulfing  us. 
One  of  the  ways  which  we  think  that  our  effectiveness 
can  be  improved,  and  this  is  not  a new  petition,  is  for 
every  physician  in  the  state  to  become  acquainted 
with  his  legislator  before  the  General  Assembly  meets. 
Our  candidate  support  should  begin  before  the  Pri- 
mary. That  support  can  be  either  financial,  social  or 
political.  The  legislators  have  been  very  candid  in 
their  criticism  of  the  physicians  for  their  lack  of  Pre- 
Primary  support.  You  do  not  obtain  support  from  the 
legislator  when  you  are  requesting  his  assistance  ap- 
proximately thirty  minutes  before  an  issue  is  to  be 
voted  upon  in  the  halls  of  the  General  Assembly. 
This  could  be  avoided  if  each  county  medical  society 
had  a legislative  or  physician  committee  of  its  own, 
where  the  candidate  could  be  invited  to  speak  and 
discuss  his  legislative  philosophy.  Thereby,  the  phy- 
sicians could  learn  his  stand  on  possible  previous 
commitments  and  familiarize  themselves  with  his  po- 
litical philosophy  and  his  previous  voting  record.  This 
information  could  be  disseminated  to  the  Key  Men 
and  then  to  the  Legislative  Council  for  further  action 
and  study.  How  effective  this  Association  could  be 
if  at  the  time  the  Legislature  convenes,  the  physician 
could  already  be  “friends”  with  his  legislator  and  come 
to  the  legislator  “not  as  a stranger”. 

The  Council  noted  the  independent  action  of  cer- 
tain specialty  groups  and  individual  physicians  of  the 
Association  who  were  working  for  their  own  specific 
interests.  Some  of  these  pieces  of  proposed  legislation 
were  confused,  and  the  Legislative  Branch  of  the 
KMA  was  unaware  of  their  existence.  As  a result, 
chaos  reigned — the  legislators  were  confused — ill  will 
was  created — and  certain  major  proposals  that  this 
House  of  Delegates  had  recommended  went  down  to 
defeat.  All  proposed  legislation  should  be  communi- 
cated through  the  Legislative  Council  and  to  the  Board 
of  Trustees  in  a clear,  concise,  legal  manner  in  order 
that  medicine  will  create  a unified  and  coordinated 
effort  on  all  pieces  of  medical  legislation. 

One  of  the  most  important  lessons  learned  in  the 
recent  General  Assembly  was  that  the  individual  legis- 
lators respected  a forceful  and  aggressive  approach  in 
a unified  manner  to  any  proposed  piece  of  legislation. 
Positions  of  compromise  and  appeasement  will  pro- 
duce no  image  other  than  that  of  extreme  weakness. 

Diplomacy,  yes — but  not  appeasement!  Four  thou- 
sand years  of  history  have  taught  us  this  basic  truth. 
We  feel  that  it  is  time  that  the  physicians  develop  a 
clear  concept  of  legislative  proposals  and  go  forth 
with  a positive,  aggressive  and  countering  legislative 
program  which  has  the  unified  support  of  the  KMA 
and  the  AMA.  Those  are  our  duties  as  outlined  in  the 
constitution  of  the  KMA.  It  is  indeed  gratifying  to 
see  the  physicians  of  this  state  and  of  this  country 
now  acting  and  reacting  against  abhorrent  medical 
legislation  which  has  been  passed  by  the  federal  and 
state  governments.  In  spite  of  the  results  of  the  action 
of  the  Kentucky  Governor’s  Advisory  Council  on 
Medical  Assistance  at  its  open  hearing  in  Frankfort 
in  luly,  it  was  most  reassuring  to  see  all  the  phy- 
sicians of  the  state,  both  specialists  and  non-special- 
ists, pleading  their  cause  in  unison.  Let  the  physicians 
be  reminded  that  the  motion  of  our  chairman,  John 
C.  Quertermous,  M.D.,  who  represented  the  KMA 
at  this  meeting,  died  for  lack  of  a second.  Your  Coun- 
cil feels  that  this  is  further  evidence  that  organized 
medicine  will  have  to  fight  its  battles  alone. 

1.  The  Legislative  Council  wishes  to  express  to 
this  convention  that  there  is  a dire  need  for  additional 
staff  legislative  specialists  in  Frankfort  during  the 
General  Assembly.  It  is  utterly  impossible  for  one 
staff  legislative  specialist  to  cover  both  houses  of 


the  legislature  at  all  times  during  the  day  and  night. 
With  the  magnitude  of  the  job  before  us,  it  is  unfair 
to  expect  one  staff  legislative  assistant  to  execute  all 
our  legislative  wishes.  The  Council  further  feels  that 
it  is  incumbent  on  more  physicians  to  enter  the  po- 
litical arena  for  our  salvation.  The  trail  in  this  direc- 
tion has  been  blazed  by  Mitchel  B.  Denham,  M.D., 
Tim  Lee  Carter,  M.D.,  Durwood  Hall,  M.D.,  et  al. 

2.  A permanent  Sub-Committee  on  Cults  has  been 
appointed  by  the  Board  of  Trustees,  which  will  con- 
tinue its  work  throughout  the  year  under  the  able 
leadership  of  David  B.  Stevens,  M.D.,  Michael  R. 
Cronen,  M.D.,  and  Je.sse  Tapp,  M.D. 

3.  With  the  defeat  of  the  so-called  “Coroner  Bill” 
in  the  last  legislature,  it  is  our  intent  to  restudy  this 
proposal  and  develop  more  concrete  and  clear-cut 
legislation  to  present  to  the  next  legislature.  It  is  most 
important  that  some  type  of  legislation  in  this  field 
be  passed. 

4.  We  intend  to  continue  the  fight  against  all  forms 
of  quackery  in  this  state,  and  to  see  that  our  new 
anti-advertising  law  is  rigidly  enforced. 

5.  Our  basic  philosophy  continues  to  be  reinforced 
in  that  we  will  continue  to  struggle  for  the  mainte- 
nance of  the  voluntary  doctor-patient  relationship  and 
for  the  freedom  of  medicine  in  this  country  from 
complete  governmental  control.  This  includes  any 
form  of  interference  by  third  parties.  Our  fees  should 
be  usual,  customary  and  reasonable.  In  this  way  only 
can  we  preserve  our  medical  liberty  for  us  and  for  our 
patients. 

We  would  also  like  to  express  our  profound  appre- 
ciation for  the  two  supporting  editorials  in  the  Journal 
of  the  KMA,  written  by  Sam  A.  Overstreet,  M.D.. 
and  Walter  S.  Coe,  M.D.  These  editorials  alone  have 
prevented  an  acute  reactive  depression  of  the  mem- 
bers of  the  Legislative  Council,  and  we  sincerely  ap- 
preciate this  public  acknowledgment  and  support  of 
the  Council’s  efforts. 

Recommendations,  Reference  Committee  No.  3 

This  committee  wishes  to  commend  Doctor  Cantrill 
for  his  untiring  efforts  and  dedication  to  the  causes  of 
legislation  for  the  Kentucky  Medical  Association  at 
the  state  level. 

As  pointed  out  in  Doctor  Cantrill’s  report,  there  is 
a dire  need  for  additional  legislative  specialists  in 
Frankfort  during  the  Kentucky  General  Assembly.  We 
strongly  recommend  that  the  services  of  such  an  addi- 
tional legislative  specialist  be  procured  for  this  pur- 
pose. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report.  (Motion  seconded;  carried) 


Report  of  the  Sub-Committee  on  Cults 

David  B.  Stevens,  M.D.,  Lexington,  Chairman 

The  first  meeting  of  the  Sub-Committee  on  Cults 
was  held  in  conjunction  with  the  KMA  Interim  Meet- 
ing at  Cumberland  Falls  on  April  14,  1966.  Present 
were:  David  B.  Stevens,  M.D.;  Michael  R.  Cronen, 
M.D.;  and  Jesse  Tapp,  M.D. 

Discussion  was  held  concerning  possible  programs 
for  the  Committee.  Areas  of  interest  included  legis- 
lative, legal,  professional  and  public  education  and 
coordination  of  state  activities  with  the  AMA  Com- 
mittee on  Quackery. 

It  was  agreed  that  this  Committee  would  have  an 
AMA  Committee  on  Quackery  exhibit  at  the  KMA 
Annual  Meeting,  staffed  by  Robert  Youngerman. 
Future  plans  are  to  pursue  the  other  objectives  and 
activities  previously  initiated. 

Recommendations,  Reference  Committee  No.  3 

This  committee  wishes  to  commend  the  Sub-Com- 
mittee on  Cults  for  its  activities  and  urges  continuing 
work  in  this  area. 
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Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report.  (Motion  seconded;  carried) 

KMA  COUNCIL  ON  LEGISLATIVE 
ACTIVITIES 

Branham  B.  Baughman,  M.D.,  Frankfort 
Hoyt  D.  Gardner,  M.D.,  Louisville 
Daryl  P.  Harvey,  M.D.,  Glasgow 
John  C.  Quertermous,  M.D..  Murray, 
Chairman,  National  Affairs 
J.  Campbell  Cantrill,  M.C.,  Georgetown, 
Chairman.  State  Affairs 


Resolution  H 

Fayette  County  Medical  Society 

WHEREAS,  the  direct  billing  technique  for  Title 
XIX  recipients  was  endorsed  as  American  Medical 
Association  policy  at  the  1966  Annual  Meeting  and 
by  the  Board  of  Trustees  of  the  Kentucky  Medical 
Association,  and 

WHEREAS,  this  has  not  been  implemented  in  the 
State  of  Kentucky,  therefore  be  it 

RESOLVED  that  the  Legislative  Council  of  the 
Kentucky  Medical  Association  make  personal  contact 
as  soon  as  possible  with  the  American  Medical  As- 
sociation Washington  Office  and  the  Kentucky  Con- 
gressional Delegation  to  obtain  enabling  federal  legis- 
lation, and  be  it  further 

RESOLVED  that  appropriate  Kentucky  Medical 
Association  committees,  as  directed  by  the  Board  of 
Trustees,  begin  negotiations  with  the  State  Agencies, 
(Department  of  Health  and  Department  of  Economic 
Security)  to  obtain  this  optional  mechanism  of  phy- 
sician payment  in  Kentucky  at  the  earliest  possible 
time. 

Recommendations,  Reference  Committee  No.  3 

This  resolution  was  referred  to  Reference  Com- 
mittee #3  and  was  duly  considered: 

Mr.  Speaker,  I move  the  adoption  and  implementa- 
tion of  the  report.  (Motion  seconded  and  carried.) 

Mr.  Speaker,  I move  the  adoption  of  the  report  of 
Reference  Committee  No.  3 as  a whole. 

As  chairman  of  Reference  Committee  No.  3 on 
Legislative  Activities,  I wish  to  thank  the  members 
of  my  committee  for  their  assistance,  and  the  peo- 
ple who  appeared  before  the  committee. 

REFERENCE  COMMITTEE  NO.  3 
David  A.  Hull,  M.D.,  Lexington 
W.  Faxon  Payne,  M.D.,  Hopkinsville 
James  C.  Salato,  M.D.,  Columbia 
Carl  Cooper,  M.D.,  Bedford,  Chairman 


(Charles  E.  Peck,  M.D.,  Russell  Springs,  a member 
of  this  Reference  Committee,  sent  word  that  he 
would  he  late.  He  was  unavoidably  detained  and  did 
not  arrive  in  time  for  the  meeting.  For  this  reason, 
a replacement  wa.y  not  obtained. ) 

REFERENCE  COMMITTEE  No.  4+ 

Fred  C.  Rainey,  M.D.,  Chairman 

Reports  on  Public  Service  and 
Allied  Professions 

See  Note  (f)  bottom  of  column  one,  page  1122. 

Reports  considered  by  this  committee  were: 

15.  Council  on  Communications  and  Public  Serv- 
ice 

14.  Council  on  Medical  Services,  page  14.  first  full 
paragraph  thru  page  15,  and  supporting  material 

16.  Council  on  Allied  Profe.ssions  and  Related 
Groups  with  the  Exception  of  page  2,  starting 
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at  the  beginning  of  the  second  paragraph  top  of 
page  2 and  ending  with  the  paragraph  at  the 
top  of  page  3 — also,  “Board  Action”  bottom  of 
page  43  and  addendum  of  TB  Committee  after 
page  44,  which  was  referred  to  Reference  Com- 
mittee No.  5;  and  page  14,  paragraph  2,  which 
was  referred  to  Reference  Committee  No.  6. 

Resolution  D 

Report  of  the  Council  on 
Communications  and  Public  Service 

PREFACE 

Procedures  for  reports  of  councils  and  standing 
committees  of  KMA  to  the  Hou.se  of  Delegates  are 
provided  for  under  Chapter  VHI,  Section  4 of  the 
Bylaws,  which  reads  in  part: 

“ ...  . Each  standing  committee  and  council 
shall  report  annually,  at  least  .six  weeks  prior  to 
the  Annual  Meeting,  to  the  Hou.se  of  Delegates 
via  the  Board  of  Trustees  respecting  its  activities 
during  the  year  last  past.  These  reports  shall  be 
transmitted  without  alteration  or  amendment  to 
the  House  of  Delegates  by  the  Board  of  Trustees 
at  the  Annual  Meeting,  with  such  comments  or 
recommendations  as  the  Board  cares  to  make  . . .” 
The  material  in  this  report  of  the  Council  on 
Communications  and  Public  Service  is  presented  in 
the  following  order: 

1.  Actions  and  recommendations  by  the  Council 
which  it  undertook  on  its  own  initiative. 

2.  Reports  of  the  committees  of  this  Council  with 
the  Council  recommendations  following  each 
committee  report. 

3.  Recommendations  by  the  KMA  Board  of 
Trustees  on  the  overall  contents  at  the  con- 
clu.sion  of  the  report. 

The  Council  on  Communications  and  Public  Serv- 
ice has  called  two  meetings  during  this  associational 
year,  on  December  16,  1965,  and  July  7,  1966. 

We  have  continued  throughout  the  year  to  promote 
KMA’s  public  service  programs,  health  education, 
careers  in  the  health  fields,  and  generally  strived 
to  fulfill  our  duties  as  outlined  in  the  Bylaws  of 
the  Association. 

Our  first  meeting  was  primarily  designed  to  discuss 
the  activities  of  the  committees  serving  under  this 
council  and  to  assist  in  planning  their  programs  for 
the  1965-66  associational  year  as  well  as  the  plans 
of  the  council  itself.  In  addition,  we  reviewed  our 
activities  of  the  previous  year  along  with  the  action 
taken  by  the  House  of  Delegates  on  our  recom- 
mendations and  similarly  reviewed  programs  and 
policies  of  the  AMA  which  were  within  our  realm 
of  interest. 

One  of  the  prime  purposes  of  our  second  meeting 
was  to  take  appropriate  action  on  the  final  reports 
being  submitted  by  the  committees  reporting  to  this 
council.  In  addition,  we  held  a thorough  discussion 
on  the  health  education  exhibits  we  have  presented 
each  year  at  the  Kentucky  State  Fair  and  the  Annual 
Meeting  of  the  Kentucky  Education  Association.  Ap- 
proval of  exhibits  for  these  two  occasions  for  the 
year  1967  will  be  a part  of  our  agenda  at  the  fall 
meeting.  At  the  State  Fair  in  August  of  this  year, 
we  will  present  a 16-foot  exhibit  entitled,  “Life  Be- 
gins”, which  has  proved  extremely  popular  to  fair 
patrons  in  the  past.  Since  this  is  a self-explanatory 
exhibit  which  indicates  there  is  no  need  for  any 
continuous  staffing,  the  council  has  authorized  the 
times  for  manning  this  exhibit  be  left  to  the  discretion 
of  the  KMA  Headquarters  Staff. 

We  have  reviewed  and  hoped  to  make  u.se  of  a 
new  booklet  on  health  careers  entitled.  “Horizons 
Unlimited”.  Our  interest  in  the  health  careers  field 
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is  a continuing  effort  of  this  council  and  we  are 
observing  a growing  number  of  organizations,  com- 
mittees, commissions,  etc.,  who  appear  to  have  an 
interest  in  this  same  area. 

This  past  year  your  council  has  discussed  the 
merits  of  the  possible  introduction  of  an  organized 
speakers  bureau  as  an  activity  of  KMA.  This  council 
has  served  in  this  capacity  in  the  past  and  numerous 
speakers  have  been  made  available  to  other  organi- 
zations. A speaker’s  bureau  kit  is  being  secured  and 
a more  in-depth  study  of  a speaker’s  bureau  will  be 
made  and  the  results  considered  at  a forthcoming 
meeting  of  the  council. 

The  ten  committees  serving  under  this  council 
are:  Rural  Health  Committee,  Diabetes  Commit- 

tee, Committee  on  Disaster  Medical  Care,  School 
Health  Committee,  Highway  Safety  Committee,  Pub- 
lic Health  Committee,  Advisory  Committee  to 
Woman’s  Auxiliary,  Senior  Day  Committee.  Com- 
mittee on  Medicine  and  Religion,  and  Orientation 
Committee.  The  following  final  reports  of  the  com- 
mittees are  herewith  submitted: 


Diabetes  Committee 

Irving  F.  Kanner,  M.D.,  Lexington,  Chairman 

Your  Diabetes  Committee  met  one  time  during 
the  associational  year,  March  2,  1966,  and  concen- 
trated its  attention  on  planning  and  promotion  of 
the  sixteenth  annual  Diabetes  Detection  and  Edu- 
cation Drive  which  will  be  held  during  the  week  of 
November  13-19.  Representatives  of  the  State  Health 
Department  attended  our  meeting  and  were  very 
cooperative  in  planning  the  1966  drive. 

Members  of  the  committee  reviewed  the  results 
of  the  1965  Diabetes  Drive  and  found  that  66,501 
free  tests  were  reported,  252  new  diabetics  were  re- 
ported, and  985  positives.  It  was  pointed  out  that 
this  decline  in  the  number  of  people  reportedly 
tested  during  the  1965  Diabetes  Detection  and  Edu- 
cation Drive  was  due  to  the  method  of  reporting 
results  of  the  1965  campaign.  In  all  probability,  as 
many  or  more  than  the  100,000  reported  in  1964 
were  tested  this  year. 

We  would  like  to  take  this  opportunity  to  express 
appreciation  to  all  local  county  medical  society 
Diabetes  Chairmen,  all  KMA  members,  allied  groups 
and  cooperating  organizations,  that  enabled  us  to 
continue  this  outstanding  public  service  program. 
Since  the  first  program  in  1951.  more  than  2,500 
previously  unknown  diabetics  in  Kentucky  have 
been  found. 

The  guests  from  the  State  Health  Department  ex- 
plained to  committee  members  that  plans  have  been 
formulated  for  a year-round  blood-sugar  testing  dia- 
betes program  through  the  county  health  departments. 
It  was  suggested  that  this  program  could  be  used  as 
follow-up  for  the  urine  testing  program  in  cases 
where  physicians  thought  it  necessary.  It  was  pointed 
out  that  although  this  program  is  originating  in  the 
State  Health  Department,  it  will  have  to  be  pushed 
and  encouraged  by  medical  societies  in  that  the  health 
department  cannot  give  these  follow-up  tests  without 
the  approval  of  the  individual’s  physician. 

Your  committee  is  looking  forward  to  a most  suc- 
cessful drive  in  1966  and  again  encourages  the  par- 
ticipation of  all  Kentucky  physicians  in  this  program. 


Recommendations,  Reference  Committee  No.  4 

The  Reference  Committee  reviewed  the  report  of 
the  Diabetes  Committee.  “Mr.  Speaker,  I move  the 
adoption  of  this  section  of  the  report.”  (Motion  sec- 
onded; carried.) 


Highway  Safety  Committee 

John  J.  Robbins,  M.D.,  Louisville,  Chairman 

At  our  meeting  on  May  24,  we  had  as  our  guests, 
Richard  Braisted  and  John  Fitzgerald  of  the  Cornell 
Automotive  Crash  Injury  Research  Program,  Buffalo, 
New  York;  Lieutenant  Judson  Edwards  and  Mr. 
Donald  Sullivan  of  the  Kentucky  Department  of  Pub- 
lic Safety,  and  Major  E.  J.  Hyde  of  the  Louisville 
Police  Department. 

Mr.  Braisted  and  Mr.  Fitzgerald  presented  a very 
conclusive  report  on  the  three-year  Automobile  Crash 
Injury  Research  Program  in  Kentucky  which  began 
in  October,  1962  and  was  completed  this  past  July. 
Sample  areas  for  the  investigation  of  vehicular  acci- 
dents creating  injuries  were  rotated  every  six  months 
and  your  committee  hopes  to  express  its  appreciation 
to  all  KMA  members  who  cooperated  in  this  pro- 
gram. KMA  was  a co-sponsor  of  this  project  with 
the  Kentucky  Hospital  Association,  Department  of 
Public  Safety,  and  the  State  Health  Department.  The 
1965  House  of  Delegates  gave  approval  for  ACIR 
to  continue  its  program  for  another  year  in  Kentucky 
and  it  is  anticipated  the  new  project  may  begin  this 
fall. 

Two  years  ago  this  committee,  working  with  the 
Department  of  Public  Safety  and  the  State  Health  De- 
partment was  instrumental  in  developing  a Driver 
Limitation  Program  in  Kentucky.  Again,  we  want  to 
express  appreciation  to  every  physician  who  has  co- 
operated in  this  program  and  completed  the  necessary 
medical  examination  forms  on  request. 

Mr.  Don  Sullivan  reported  to  us  on  the  first  two 
years  of  the  Driver  Limitation  Program  and  stated 
that  1,153  cases  have  come  before  the  Medical  Re- 
view Board  as  of  May,  1966.  He  also  reported  that 
Kentucky  is  the  only  sate  that  has  a Driver  Limita- 
tion Program. 

Your  committee  also  held  a discussion  on  S.B.  1251 
concerning  federal  legislation  for  automobile  safety 
standards  with  the  consensus  that  this  would  soon  be 
law.  The  AMA  is  on  record  as  supporting  this  legis- 
lation. 

Continuing  efforts  are  now  being  made  to  establish 
a joint  Highway  Safety  Committee  between  KMA  and 
the  Kentucky  Bar  Association. 

The  committee  received  for  information  a report 
on  the  KMA  Disaster  Medical  Care  Committee’s 
efforts  to  have  signs  showing  location  of  hospitals 
with  emergency  facilities  placed  on  limited  access  and 
interstate  highway  systems. 

Your  committee  has  continued  its  efforts  in  the 
encouragement  of  seat  belts  in  cars  and  the  awarding 
of  automobile  safety  awards  to  any  group  which  has 
seat  belts  in  100  percent  of  their  member  cars.  This 
certificate  is  being  brought  up-to-date  and  it  is  antici- 
pated that  they  will  be  awarded  to  the  Louisville  Police 
Department  and  the  Department  of  Public  Safety  in 
the  near  future.  Since  the  automobile  safety  award’s 
presentation  was  initiated  some  two  years  ago,  eight 
companies  or  organizations  have  received  such  certifi- 
cates for  100  percent  seat  belt  installations  in  their 
automobiles. 


Recommendations,  Reference  Committee  No.  4 

The  Reference  Committee  reviewed  the  committee 
report  on  Highway  Safety.  “Mr.  Speaker,  I move 
the  adoption  of  this  section  of  the  report.”  (Motion 
was  seconded  and  carried.) 
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Medicine  and  Religion  Committee 

Joseph  H.  Saunders,  M.D.,  Lexington,  Chairman 

The  Committee  on  Medicine  and  Religion  met  on 
May  4,  1966,  with  four  of  the  nine  members  present, 
to  discuss  ways  to  stimulate  interest  and  to  develop 
a more  effective  state-wide  program  on  this  subject. 
This  meeting  was  attended  by  Mr.  Arne  Larson,  as- 
sistant director  of  the  Department  of  Medicine  and 
Religion  of  the  American  Medical  Association. 

Appointments  of  fifteen  trustee  district  chairmen 
for  medicine  and  religion  have  been  made  during  the 
past  year.  These  chairmen  are  being  provided  w-ith 
the  necessary  resource  materials  and  information 
from  the  AMA  in  order  to  be  prepared  to  carry  out 
their  responsibilities  in  the  future. 

Mr.  Larson  explained  that  the  purpose  of  the  state 
committee  is  to  promote  the  activities  of  medicine 
and  religion  in  the  state  association  and  the  county 
medical  societies.  The  members  of  the  state  commit- 
tee and  the  trustee  district  chairmen  should  assist 
the  physicians  in  the  county  medical  societies  to  de- 
velop a program  on  this  subject.  They  should  encour- 
age them  to  consult  with  ministers  in  their  areas, 
exchange  ideas,  and  perpetuate  a working  relation- 
ship with  the  clergy  in  the  care  and  treatment  of  a 
patient.  The  county  medical  societies  should  be  stim- 
ulated individually  or  as  groups  to  originate  presen- 
tations and  develop  programs  in  their  communities 
on  medicine  and  religion.  By  having  the  physicians 
originating  these  activities,  you  may  succeed  in  hav- 
ing many  religions  involved. 

An  orientation  meeting  for  these  newly  appointed 
trustee  district  chairmen  will  be  held  in  conjunction 
with  the  committee  breakfast  meeting  scheduled  for 
Wednesday,  September  21,  at  7:00  a.m.,  in  Parlor 
A at  the  Kentucky  Hotel,  during  the  KMA  Annual 
Meeting.  Members  of  the  staff  of  the  AMA  Depart- 
ment of  Medicine  and  Religion  will  also  be  in  at- 
tendance at  this  important  organizational  conference. 

The  Committee  on  Medicine  and  Religion  would 
like  to  recommend  to  the  Board  of  Trustees  through 
the  Council  on  Communications  and  Public  Service 
that  since  these  trustee  district  chairmen  for  medi- 
cine and  religion  have  only  just  been  appointed,  that 
they  be  allowed  to  continue  to  serve  in  this  capacity 
for  the  year  1966-67. 

Since  the  chairman  has  served  this  committee  for 
two  years,  it  is  requested  that  a successor  be  appointed 
to  chair  this  committee  for  the  coming  year. 

The  committee  will  have  an  AMA  exhibit  at  the 
KMA  Annual  Meeting.  Members  will  be  on  hand  at 
all  times  to  acquaint  KMA  members  with  the  purpose 
and  intent  of  its  program.  Pamphlets  and  materials 
will  be  available  for  distribution  on  this  subject. 

Efforts  in  the  coming  year  will  be  devoted  toward 
the  development  of  future  programs  on  medicine  and 
religion  and  the  further  stimulation  of  interest  in  this 
field  of  endeavor  on  the  county  medical  society  level. 

Recommendations,  Reference  Committee  No.  4 

The  Reference  Committee  reviewed  the  report  of 
Medicine  and  Religion  Committee.  “Mr.  Speaker,  I 
move  the  adoption  of  this  section  of  the  report.” 
(Motion  seconded;  carried.) 


Orientation  Committee 

N.  Lewis  Bosworth,  M.D.,  Lexington,  Chairman 

Your  Orientation  Committee  has  had  an  active  year 
in  conducting  the  second  KMA  Orientation  Course 
on  April  13  during  the  KMA  Interim  Meeting,  plan- 
ning the  third  course  which  will  be  held  on  Monday, 
September  19,  just  prior  to  the  opening  of  the  1966 
KMA  Annual  Meeting,  and  analyzing  the  results  of 
the  first  course  to  make  appropriate  adjustments. 

The  House  of  Delegates,  in  session  in  September, 
1964,  reaffirmed  the  policy  adopted  in  1963  that  all 


new  KMA  members  would  have  two  years  after  join- 
ing the  Association  to  take  an  Orientation  Course 
that  would  be  offered  at  least  four  times  during  the 
first  two  years  of  membership.  It  is  your  committee’s 
opinion  that  this  program  has  been  most  successful 
and  has  aided  our  Association  in  another  step  for- 
ward. The  compliments  that  have  been  extended  to 
this  committee  should  rightfully  be  passed  on  to 
the  members  of  the  House  of  Delegates,  our  officers, 
the  county  societies,  speakers  on  the  program  and  the 
new  members  themselves. 

At  our  first  program  in  September,  1965,  we  had 
56  new  members  in  attendance,  which  constituted  50 
percent  of  those  eligible.  An  additional  27  attended 
the  program  at  Cumberland  Falls  in  April.  Our  largest 
attendance  to  date  is  anticipated  at  the  September  19, 
1966,  Orientation  Course,  as  approximately  120  will 
be  extended  invitations  to  be  in  attendance. 

Your  committee  would  like  to  remind  the  KMA 
members  who  joined  the  Association  on  or  after  Jan- 
uary 1965,  or  prior  to  our  first  program  the  following 
September,  that  if  they  have  not  taken  one  of  the 
three  courses  offered  to  date,  the  fourth  opportunity 
will  be  during  the  1967  Interim  Meeting.  The  Bylaws 
state  the  program  must  be  attended  in  one  of  these 
four  opportunities  unless  excused  for  reason  by  the 
Board  of  Trustees. 

Your  committee  has  met  twice  during  this  past 
associational  year  to  plan  forthcoming  Orientation 
Programs  on  each  occasion  and  make  such  changes 
as  might  be  indicated  following  a review  of  the  last 
course  presented.  To  date,  we  have  used  the  same 
speakers  on  the  two  programs  completed  and  a special 
expression  of  appreciation  goes  to  these  individuals 
for  the  time  they  have  expended  in  preparing  for 
and  appearing  on  these  programs.  Their  contributions 
have  added  much  to  the  success  of  this  new  KMA 
sponsored  activity. 

Recommendations,  Reference  Committee  No.  4 

“Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report,”  with  a special  commendation  to  the 
Orientation  Committee  for  the  outstanding  job  which 
they  are  doing.  (Motion  was  seconded  and  carried.) 


Public  Health  Committee 

Ralph  D.  Lynn,  M.D.,  Elkton,  Chairman 

The  KMA  Public  Health  Committee  met  on  Feb- 
ruary 24,  1966,  and  concentrated  the  greater  portion 
of  its  attention  on  planning  of  the  Immunization  Week 
Program. 

Members  of  the  committee  approved  the  promotion- 
al material  for  the  program,  which  was  held  from 
May  1-7  by  proclamation  of  Governor  Edward  T. 
Breathitt.  It  was  the  consensus  that  Immunization 
Week  continues  to  be  a very  effective  stimulus  in 
getting  children  immunized  before  one  year  of  age. 

Thomas  S.  Wallace,  Jr.,  M.D.,  Director  of  the 
Louisville  and  Jefferson  County  Health  Department, 
also  a member  of  the  committee,  gave  a comprehen- 
sive report  of  the  conference  he  attended  on  Veneral 
Disease  in  Chicago,  sponsored  by  the  American  Medi- 
cal Association. 

He  reported  that  VD  has  been  on  the  rise  since 
1956  and  that  four  organizations — U.S.  Public 
Health  Service,  American  Social  Health  Association, 
American  Veneral  Disease  Association,  and  American 
Medical  Association — have  endorsed  a program  as 
to  what  should  be  done  in  the  way  of  VD  control. 
Members  of  the  committee  recommended  that  the 
Board  of  Trustees  encourage  local  county  medical 
societies  to  actively  participate  in  the  introduction  of 
VD  instruction  in  the  curriculum  at  junior  and  senior 
high  schools  in  local  counties.  (The  Board  of  Trustees 
acted  on  this  recommendation  at  its  August  3 meet- 
ing.) The  committee  also  suggested  the  use  of  the 
Communicator  and  the  secretary’s  newsletter  to  en- 
courage local  societies  to  stimulate  community 
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action  in  VD  programs. 

Several  items  discussed  by  the  committee  were  re- 
ceived for  informational  purposes.  These  included: 

1.  AM  A Committee  on  Environmental  and  Public 
Health  Report. 

2.  Resolution  #3  introduced  by  the  Illinois  Medi- 
cal Association  delegation  at  the  AMA  Clinical 
Meeting  pertaining  to  the  effect  upon  population 
restlessness  of  overcrowded  and  unsanitary  liv- 
ing conditions. 

3.  Results  of  the  1965  Diabetes  Detection  and 
Education  Drive. 

4.  Report  on  the  Metropolitan  Life  Insurance  Com- 
pany’s project  which  is  a nation-wide  public 
education  campaign  focusing  attention  on  pre- 
vention and  care  of  medical  emergencies  in  local 
communities. 

The  committee  discussed  in  great  detail  benefits  de- 
rived from  Community  Health  Week,  which  is  de- 
signed to  direct  public  attention  at  the  local  level 
to  the  health  progress  and  medical  advances  which 
have  been  made  to  protect  and  improve  health.  Mem- 
bers of  the  committee  felt  Community  Health  Week 
to  be  very  worthwhile  and  agreed  to  maintain  an 
active  interest  in  the  program  with  the  thought  of 
possibly  enlarging  it  in  the  future  along  the  lines  of 
Immunization  Week. 

Dillard  Turner,  M.D.,  Director,  Office  of  Local 
Health  Services,  State  Department  of  Health,  was  a 
guest  at  our  meeting  and  reported  on  many  health 
programs  currently  being  carried  out  by  the  Health 
Department.  Among  those  mentioned  included:  diag- 
nostic screening,  maternal  and  pediatric  clinics,  re- 
tardation clinics,  military  rejectees  program,  hearing 
and  speech  disorders,  health  for  migrant  workers, 
health  facilities,  infant  immunization,  and  school 
health  programs  of  various  types. 

Your  chairman  wishes  to  thank  all  the  members  of 
the  committee  for  their  interest  and  participation  in 
the  many  facets  of  concern  which  fall  under  the 
responsibility  of  your  committee. 

Recommendations,  Reference  Committee  No.  4 

The  Reference  Committee  reviewed  the  report  of 
the  Public  Health  Committee.  “Mr.  Speaker,  I move 
the  adoption  of  this  section  of  the  report.”  (Motion 
seconded;  carried.) 


Rural  Health  Committee 

Donald  L.  Graves,  M.D.,  Frenchburg,  Chairman 

The  Rural  Health  Committee  met  on  December  2, 
1965,  with  five  of  the  nine  members  present. 

The  Annual  Rural  Health  Conference  held  in  Hop- 
kinsville on  October  21,  1965,  was  discussed.  The  sub- 
ject of  the  Conference  was  “A  Profile  of  Health  Serv- 
ices. Resources,  and  Unmet  Needs  in  Western  Ken- 
tucky”. The  committee  reviewed  the  Annual  Confer- 
ence and  the  meeting  of  the  Kentucky  Rural  Health 
Council,  noting  the  small  attendance  of  physicians. 
The  question  was  raised  as  to  whether  the  Annual 
Conference  was  accomplishing  the  original  goals, 
since  most  of  the  original  objectives  are  already  be- 
ing done  by  other  groups. 

The  suggestion  was  made  that  it  might  be  better 
to  focus  support  in  local  areas  in  an  effort  to  pro- 
vide physicians  in  the  needed  rural  areas.  In  this 
connection,  the  Rural  Kentucky  Medical  Scholarship 
Fund,  which  provides  $2,000  to  physicians  who  will 
establish  a practice  in  the  most  critical  counties,  and 
the  University  of  Kentucky  Family  Practice  Train- 
ing Program  were  mentioned. 

Consideration  was  also  given  to  contacting  the  two 
medical  schools  and  requesting  that  time  be  permitted 
to  counsel  with  the  students  each  year  of  their  training 
in  an  effort  to  make  them  more  aware  of  the  op- 
portunities available  in  general  practice  in  the  rural 
areas. 


It  was  pointed  out  that  the  Annual  Rural  Health 
Conference  requires  approximately  a month  of  staff 
time  in  the  completion  of  all  arrangements.  This 
committee  would  like  the  record  to  show  that  should 
the  Annual  Rural  Health  Conference  continue,  it  is 
suggested  that  less  time  be  required  of  the  KMA  staff 
in  promoting  and  working  it. 

Joseph  Hamburg,  M.D.,  Lexington,  a member  of 
the  Rural  Health  Committee,  and  a member  of  the 
staff  at  the  University  of  Kentucky  College  of 
Medicine,  attended  the  AMA  Council  on  Rural 
Health  at  Colorado  Springs  on  March  18-19,  1966. 

Recommendations,  Reference  Committee  No.  4 

The  Reference  Committee  reviewed  the  report  of 
the  Public  Health  Committee.  “Mr.  Speaker,  I move 
the  adoption  of  this  section  of  the  report.”  (The  mo- 
tion was  seconded  and  carried.) 


School  Health  Committee 

O.  B.  Murphy,  M.D.,  Lexington,  Chairman 

The  activities  of  the  School  Health  Committee  dur- 
ing its  two  meetings  on  February  23  and  May  11, 
centered  around  obtaining  a better  physical  education 
program  in  the  state’s  school  system. 

The  present  physical  education  program  in  the 
school  system  is  at  a bare  minimum  and  not  adequate. 
On  several  occasions  your  chairman  and  other  mem- 
bers of  the  committee  met  with  officials  of  the  De- 
partment of  Education  to  seek  improvements  in  the 
physical  education  program,  but  were  told  there  is  no 
budget  at  the  present  for  salaries  and  additional  per- 
sonnel to  do  this  job. 

The  committee  intends  to  continue  its  work  by 
meeting  with  the  following  groups:  KEA,  PTA,  Ken- 
tucky Association  of  Physical  Education  and  Recre- 
ation, and  Department  of  Education  to  let  them  know 
of  the  medical  profession’s  interest  in  this  area. 

The  committee  discussed  holding  one  or  two  Ath- 
letic Injury  Prevention  Conferences  a year  to  keep 
physicians  informed.  It  was  pointed  out  that  the  com- 
mittee had  sponsored  these  meetings  in  the  past, 
but  attendance  was  not  satisfactory. 

Your  committee  continued  its  liaison  with  county 
medical  society  School  Health  Chairmen  and  planned 
another  meeting  of  the  chairmen  during  the  KMA 
Annual  Meeting.  Members  of  the  committee  discussed 
the  role  of  the  physician  in  regard  to  the  teachiiig  of 
health  in  the  schools.  It  was  agreed  that  the  physician 
should  act  only  in  an  advisory  capacity,  but  also 
felt  that  school  superintendents  should  know  there 
is  a county  School  Health  Chairman  who  could  be 
called  on  for  assistance. 

Your  committee  continues  its  interest  of  making 
available  health  education  material  to  students  on 
request  and  to  health  educators  in  our  school  system. 
Members  of  this  committee  helped  staff  an  exhibit 
at  the  1966  Annual  Meeting  of  the  Kentucky  Edu- 
cation Association  in  which  we  discussed  health  edu- 
cation materials  that  were  available  to  the  teachers 
and  sent  supplies  of  these  materials  to  those  who 
requested  them. 

The  committee  failed  to  have  a quorum  at  either 
of  its  two  meetings  during  the  year  and  members  felt 
that  in  the  future,  only  physicians  vitally  interested  in 
school  health  should  be  appointed  to  serve  on  the 
committee. 

Recommendations,  Reference  Committee  No.  4 

The  report  of  the  School  Health  Committee  was 
reviewed.  “Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report.”  (Motion  was  seconded  and 
carried.) 
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Senior  Day  Committee 

Fred  Rainey,  M.D.,  Elizabethtown,  Chairman 

Your  KM  A Senior  Day  Committee  met  on  Novem- 
ber 12  and  planned  Senior  Day  programs  for  the 
University  of  Louisville  and  the  University  of  Ken- 
tucky graduating  medical  students.  We  wish  to  ex- 
press deep  appreciation  to  those  physicians  who  took 
a day  from  their  busy  practices  to  present  these  two 
highly  successful  programs.  The  University  of  Louis- 
ville Senior  Day  Program  was  presented  on  March  21, 
1966.  with  the  opening  session  taking  place  in  the 
Rankin  Amphitheatre,  Louisville  General  Hospital. 
The  afternoon  session  was  held  at  the  Executive  Inn. 

The  students  received  the  program  with  enthusiasm 
and  afterwards  gave  very  favorable  reports  to  mem- 
bers of  the  Senior  Day  Committee.  Guest  speaker  for 
the  evening  was  Mr.  C.  V.  Edwardson,  Louisville,  a 
first  vice-president  of  the  Lincoln  Income  Life  Insur- 
ance Company. 

A similar  program  was  presented  to  the  seniors  at 
the  University  of  Kentucky  on  April  12,  1966.  The 
response  was  equally  as  favorable  and  several  sug- 
gestions were  offered  by  students  of  both  medical 
schools  for  the  committee  members  to  consider  in 
planning  next  year’s  sessions.  Donovan  F.  Ward, 
M.D.,  past  President  of  AMA,  was  featured  speaker 
at  the  University  of  Kentucky  evening  program. 
Copies  of  Doctor  Ward’s  talk  are  available  at  the 
KMA  Headquarters  Office. 

Everett  H.  Baker,  M.D.,  Louisville,  President  of 
KMA,  delivered  an  outstanding  talk  at  the  opening 
session  of  both  programs.  His  speech,  “The  Challenge 
of  the  1966  Medical  Graduate’’,  received  many  favor- 
able comments  from  the  students. 

The  chairman  wishes  to  express  his  appreciation 
to  members  of  the  committee  for  their  interest  and 
cooperation  in  planning  these  very  worthwhile  senior 
day  programs.  The  success  of  these  programs  is  large- 
ly due  to  the  participation  of  those  KMA  members 
who  spoke  to  the  senior  students,  and  we  are  in- 
deed grateful  for  their  participation. 

Recommendations,  Reference  Committee  No.  4 

The  report  of  the  Senior  Day  Committee  was  re- 
viewed, “Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report.”  (Motion  seconded;  carried.) 


Advisory  Committee  to  the  Woman’s  Auxiliary 

Coleman  C.  Johnston,  M.D.,  Lexington,  Chairnian 


As  chairman  of  Kentucky  Medical  Association’s 
Advisory  Committee  to  the  Woman’s  Auxiliary,  I 
would  like  to  observe  that  we  have  had  a pleasant 
year  with  no  complications  or  problems  requiring  a 
meeting  of  the  committee. 

Upon  several  occasions,  I had  the  distinct  pleasure 
of  conferring  with  our  President,  Mrs.  Robert  J. 
Salisbury,  and  discussing  some  of  the  ideas  which  she 
had  in  mind.  We  discussed  the  possibility  of  a visit 
of  our  ladies  auxiliary  group  to  Frankfort  while  the 
legislature  was  in  session.  Plans  were  made  to  meet 
H.  D.  Gardner,  M.D.,  and  many  of  the  representa- 
tives and  senators  from  the  various  districts.  It  was 
felt  this  would  be  a valuable  meeting,  and  I am  sure 
that  it  was  quite  successful.  Upon  other  occasions, 
committees  of  the  McDowell  House  Shrine  were  re- 
viewed and  apparently  our  ladies  are  contributing 
considerably  to  this  worthwhile  cause. 

Again  the  development  of  the  Frontier  Nursing 
program  was  discussed  and  the  auxiliary  members 
have  given  this  matter  enthusiastic  support. 

Please  accept  this  report  of  the  Chairman  of  the 
Advisory  Committee  of  the  Ladies  Auxiliary  and 
many  thanks  for  the  privilege  of  serving. 
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Recommendations,  Reference  Committee  No.  4 
The  Reference  Committee  reviewed  the  report  of 
the  Advisory  Committee  to  Woman’s  Auxiliary.  “Mr. 
Speaker,  I move  the  adoption  of  this  section  of  the 
report.”  (The  motion  was  seconded  and  carried.) 


Disaster  Medical  Care  Committee 

William  T.  Rumage,  Jr.,  M.D.,  Louisville,  Chairman 

The  Disaster  Medical  Care  Committee  of  the  Ken- 
tucky Medical  Association  met  on  three  occasions 
during  the  past  year.  The  chairman  is  grateful  to 
those  members  of  the  committee  who  were  faithful  in 
their  attendance  at  the  meetings  and  who  accepted 
and  fulfilled  their  assignments.  Others  on  the  com- 
mittee made  no  contribution  whatsoever.  This  chair- 
man would  suggest  that  when  the  letter  of  announce- 
ment is  sent  to  new  committee  members  that  they 
be  asked  if  they  really  wish  to  participate  in  the 
committee  and  if  they  don’t,  then  they  should  be 
allowed  to  resign  at  once  and  an  effort  made  to 
appoint  others  in  their  place. 

In  addition  to  the  appointed  members  of  the  com- 
mittee, our  meetings  were  attended  by  a large  num- 
ber of  people,  both  laymen  and  professionals,  who 
represented  other  private  and  governmental  agencies 
in  Kentucky  concerned  with  Disaster  Medical  Care. 
This  list  of  guests  included  representatives  of  the 
Health  Department,  the  armed  services,  the  Uni- 
versity of  Louisville,  the  University  of  Kentucky, 
the  American  Red  Cross,  the  Kentucky  Pharmaceuti- 
cal Association,  the  Kentucky  Funeral  Directors’  As- 
sociation, the  Kentucky  Hospital  Association,  the 
Kentucky  Dental  Association,  and  the  Kentucky 
Nurses’  Association. 

The  following  items  were  considered  during  the 
past  year.  They  are  not  listed  in  any  particular  order. 

1.  Your  committee  and  the  Kentucky  Hospital  As- 
sociation have  continued  their  combined  efforts 
to  establish  a program  of  identification  of  hos- 
pitals with  emergency  facilities  along  the  inter- 
state road  system.  Your  committee  representa- 
tives attended  public  hearings  held  in  Frankfort 
sponsored  by  the  United  States  Bureau  of  Public 
Roads.  There  is  some  nationwide  support  for 
this  project  and  your  committee  hopes  that  it 
will  prove  to  be  worthwhile. 

2.  Your  committee  additionally  has  worked  with 
the  Kentucky  Hospital  Association  on  a survey 
of  transportation  of  the  sick  and  injured  in  Ken- 
tucky. The  survey  was  designed  to  determine 
how  the  sick  and  injured  are  transported  in 
Kentucky  and  the  training  qualifications  of  those 
people  in  attendance.  It  would  appear  that  those 
who  are  transporting  the  sick  and  injured  are 
well-meaning  but  lack  training  in  advanced  first 
aid. 

3.  Your  committee  has  invited  representation  from 
the  Kentucky  Funeral  Directors’  Association  be- 
cause traditionally,  in  the  rural  areas  in  particu- 
lar, the  funeral  directors  transport  the  sick  and 
injured.  Additionally,  your  committee  was  repre- 
sented at  a Kentucky  Funeral  Directors’  Associ- 
ation meeting.  It  is  the  hope  of  your  committee 
that  a program  can  be  developed  to  improve 
the  first  aid  training  of  those  members  of  the 
Kentucky  Funeral  Directors’  Association  who 
are  actively  engaged  in  transportation  of  the 
sick  and  the  injured. 

4.  Your  committee  is  working  with  the  Kentucky 
Hospital  Association  in  the  development  and 
presentation  of  a questionnaire  to  hospitals 
across  Kentucky  about  some  of  their  emergency 
facilities,  particularly  their  emergency  power 
stations,  their  communications  with  each  other 
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and  governmental  agencies,  and  also  the  avail- 
ability of  whole  blood  for  transfusions.  The 
results  of  this  survey  will  be  reported  at  a future 
date. 

5.  Your  committee  has  been  working  with  Ken- 
tucky governmental  agencies  on  the  problem  of 
hospital  communications  in  an  effort  to  deter- 
mine how  many  hospitals  do  have  emergency 
communication  facilities  and  whether  these  can 
be  related  to  each  other. 

6.  Your  committee  was  represented  at  a Profession- 
al Training  Seminar  held  in  Frankfort  in  July 
of  1966.  This  seminar  was  designed  to  deter- 
mine the  part  that  should  be  played  by  ancillary 
services  at  times  of  emergency.  There  is  con- 
siderable discussion  about  the  relationship  of 
these  ancillary  services  to  the  medical  profes- 
sion. It  would  seem  logical  that  the  medical  pro- 
fession rather  than  the  governmental  agencies 
should  be  responsible  for  the  development  of 
such  programs. 

7.  Your  committee  has  been  working  with  the  Ken- 
tucky Dental  Association  in  the  assignment  of 
dentists  at  the  time  of  disaster.  It  is  hoped  that 
these  dentists  will  be  accepted  into  the  disaster 
medical  care  activities  of  their  counties  or  areas. 

8.  Your  committee  has  been  very  much  interested 
in  the  establishment  of  a roster  of  professional 
people  and  services  available  at  the  time  of 
disaster  not  only  in  medicine,  but  in  the  ancillary 
services  and  subsequently  recommends  an  an- 
nual registration  of  physicians  in  Kentucky.  The 
details  of  such  registration  should  be  investi- 
gated with  the  Kentucky  Health  Department.  It 
is  conceivable  that  this  registration  can  be  com- 
pleted with  little  or  no  expense  to  the  individual 
doctors  in  Kentucky. 

9.  Your  committee  has  been  examining  the  Mutual 
Aid  Pacts  which  exist  between  Kentucky  and 
the  adjoining  states.  These  are  agreements  by 
which  Kentucky  will  come  to  the  aid  of  any  or 
all  of  the  adjoining  states  at  the  time  of  a dis- 
aster occurring  in  those  areas  and,  of  course, 
the  converse  is  true.  It  is  conceivable  that  some 
form  of  Good  Samaritan  Legislation  will  have 
to  be  passed  to  supplement  the  effectiveness  of 
these  mutual  aid  pacts.  This  is  a matter  that 
will  probably  be  investigated  by  the  American 
Medical  Association  and  its  legal  advisors  and 
no  further  action  at  this  time  seems  indicated. 

10.  Representatives  of  your  committee  have  worked 
with  the  Kentucky  Health  Department  in  the 
development  of  the  Governor’s  Emergency 
Health  Resources  Plan.  As  yet  the  plan  has  not 
been  published,  but  we  have  been  assured  that 
it  will  be  available  in  the  near  future. 

11.  At  the  present  time,  there  are  45  packaged  dis- 
aster hospitals  in  the  Commonwealth  of  Ken- 
tucky. Kentucky  is  scheduled  to  receive  five 
more  such  hospitals  in  the  future.  20  of  these 
hospitals  have  supplies  and  equipment  to  keep 
the  hospital  in  operation  for  30  days  on  an  emer- 
gency basis.  Your  committee  has  been  concerned 
about  the  staff  assignments  in  these  hospitals 
and  we  are  not  certain  at  this  time  that  they 
are  adequately  staffed.  However,  the  State  De- 
partment of  Health  has  assumed  the  responsi- 
bility for  staff  assignments  in  these  hospitals  and 
as  they  are  made,  these  will  be  reported. 

12.  Ovp  43,000  individuals  in  Kentucky  have  been 
trained  in  medical  self-help. 

13.  Your  committee  continues  to  be  interested  with 
the  American  Red  Cross  in  improving  first  aid 
facilities  in  industry  and  schools. 

14.  Your  committee  continues  to  maintain  an  in- 
terest and  receive  reports  from  the  Medical 
Education  for  National  Defense  Departments  of 
both  the  University  of  Louisville  and  the  Uni- 


versity of  Kentucky.  Members  of  the  committee 
have  participated  in  these  programs. 

15.  Your  committee  continues  to  be  interested  in 
widespread  immunization  as  part  of  disaster 
medicine  with  particular  concern  about  immuni- 
zation against  tetanus.  Your  committee  specu- 
lates about  the  number  of  doctors  who  have 
allowed  their  tetanus  immunization  to  expire. 

16.  Your  committee  continues  to  gather  informa- 
tion about  the  feasibility  of  a fallout  shelter  in 
the  Headquarters  Building  of  the  Kentucky 
Medical  Association. 

17.  Representatives  of  your  committee  participated 
in  “Operation  Mercy”  in  Memphis,  Tennessee. 
This  was  a community  disaster  exercise  and 
such  exercises  should  be  encouraged  and  spon- 
sored by  state  and  local  medical  organizations. 

18.  Your  committee  was  represented  at  the  Ken- 
tucky Rural  Health  Conference.  A presentation 
was  made  on  Community  Disaster  Programs. 

The  chairman  and  committee  wish  to  take  this 
opportunity  to  express  their  gratitude  to  the  staff  of 
the  Association  for  their  hard  work  during  the  past 
year  in  the  assignments  of  this  committee. 

COUNCIL  ACTION'.  It  is  recommended  that 
the  report  of  the  Disaster  Medical  Care  Com- 
mittee be  accepted  as  presented  with  the  excep- 
tion that  no  action  was  taken  on  Item  No.  8 be- 
cause of  lack  of  background  information  and  it 
is  hoped  that  more  detailed  facts  can  be  present- 
ed to  the  Board  of  Trustees  and  House  of  Dele- 
gates. 

COUNCIL  ON  COMMUNICATIONS  AND 
PUBLIC  SERVICE 

N.  Lewis  Bosworth,  M.D.,  Lexington,  Chairman 
Donald  L.  Graves,  M.D.,  Erenchburg 

Irving  E.  Kanner,  M.D.,  Lexington 
Ralph  D.  Lynn,  M.D.,  Elkton 

O.  B.  Murphy,  M.D.,  Lexington 
Fred  C.  Rainey,  M.D.,  Elizabethtown 
John  J.  Robbins,  M.D.,  Louisville 

This  report  was  reviewed  by  the  Board  of  Trustees 
August  4,  1966. 

BOARD  ACTION'.  Approved,  with  the  observa- 
tion in  approving  the  report  of  the  Disaster  Medi- 
cal Care  Committee,  the  Board  has  already  endorsed 
the  concept  of  annual  registration. 

Recommendations,  Reference  Committee  No.  4 
The  Reference  Committee  reviewed  the  report  of 
the  Disaster  Medical  Care  Committee.  “Mr.  Speaker, 
I move  the  adoption  of  this  section  of  the  report.” 
(The  motion  was  seconded  and  carried.) 


Report  of  the  Council  on  Medical  Services 

Page  14,  first  full  paragraph  thru  page  15 

Physicians  Placement  and 
Membership  Committee 

In  addition  to  the  requests  coming  into  our  office, 
we  are  constantly  working  to  fulfill  the  needs  in  the 
more  critical  counties  of  Kentucky. 

In  the  last  three  years,  this  committee  has  recom- 
mended twice  that  the  KMA  approve  the  concept  of 
annual  registration.  An  excerpt  from  our  previous  re- 
ports to  you  states:  “After  reviewing  the  method  by 
which  the  staff  gets  its  membership  information,  we 
find  the  source  to  be  inadequate.  Once  a physician 
gets  a license  through  the  Division  of  Medical  Licen- 
sure of  the  State  Department  of  Health  in  Frankfort 
to  practice  in  Kentucky,  he  has  no  legal  obligation 
to  inform  the  Division,  or  the  Medical  Association 
where  he  will  practice.  He  can  move  from  county  to 
county,  leave  the  state  and  return  as  many  times 
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as  he  wishes  and  do  this  without  either  reporting 
to  the  Division  of  Medical  Licensure  or  to  the  Head- 
quarters Office.  With  this  method  of  keeping  up  with 
our  doctors,  we  cannot  expect  our  membership  depart- 
ment to  have  accurate  records  on  all  practicing  phy- 
sicians in  our  state. 

Our  committee  decided  that  the  best  solution  for 
this  problem  would  be  to  have  annual  registration 
of  physicians  and  that  this  be  done  by  the  Licensure 
Division  of  the  State  Board  of  Health.  After  checking 
with  Russell  E.  Teague,  M.D.,  Commissioner  of 
Health,  we  find  that  his  department  can  require  an- 
nual registration  by  regulation  instead  of  by  legisla- 
tion, which  will  have  the  effect  of  law,  and  this  can 
be  done  without  an  annual  registration  fee. 

Thirty-five  states  require  physicians  to  register  an- 
nually, and  another  ten  require  registration  biennial- 
ly.” 

It  is  our  understanding  that  this  matter  is  being 
recommended  this  year  by  the  KMA  Committee  on 
Disaster  Medical  Care,  following  careful  consideration 
and  detailed  discussions.  This  committee  would  like 
to  take  this  opportunity  to  strongly  urge  the  KMA 
House  of  Delegates  to  concur  in  the  recommenda- 
tion on  annual  registration  being  made  by  the  Com- 
mittee on  Disaster  Medical  Care. 

COUNCIL  ACTION:  It  was  recommended 
that  the  report  of  the  Physicians’  Placement  and 
Membership  Information  Committee  be  accepted 
as  presented,  and  the  council  strongly  urges  that 
the  House  of  Delegates  approve  the  recommenda- 
tion of  this  committee  on  annual  registration. 

Recommendations,  Reference  Committee  No.  4 
The  Reference  Committee  considered  at  length  the 
merits  of  annual  registration  and  recommends  the 
adoption  of  annual  registration  to  be  administered  by 
the  State  Department  of  Health  with  no  registration 
fee  being  charged.  “Mr.  Speaker,  I move  the  adoption 
of  this  section  of  the  report.”  1 Motion  seconded; 
carried.) 


I Report  of  the  Council  on 

Allied  Professions  and  Related  Groups 

PREFACE 

Procedures  for  reports  of  councils  and  standing  com- 
mittees of  KMA  to  the  House  of  Delegates  are  pro- 
vided for  under  Chapter  VIII,  Section  4 of  the  by- 
laws, which  reads  in  part: 

. . Each  standing  committee  and  council  shall 
report  annually  at  least  six  weeks  prior  to  the  An- 
nual Meeting,  to  the  House  of  Delegates  via  the 
Board  of  Trustees  respecting  its  activities  dur- 
ing the  year  last  past.  These  reports  shall  he 
transmitted  without  alteration  or  amendment  to 
the  House  of  Delegates  by  the  Board  of  Trustees 
at  the  Annual  Meeting,  with  such  comments  or 
recommendations  as  the  Board  cares  to  make  . . .” 
The  material  in  this  report  of  the  Council  on  Allied 
Professions  and  Related  Groups  is  presented  in  the 
following  order: 

1.  Actions  and  recommendations  by  the  council 
which  it  undertook  on  its  own  initiative. 

2.  Resorts  of  the  committees  of  this  council  with 
the  council  recommendations  following  each 
committee  report. 

3.  Recommendations  by  the  KMA  Board  of 
Trustees  on  the  over-all  contents  at  the  con- 
clusion of  the  report. 

The  Council  on  Allied  Professions  and  Related 
Groups  met  once  this  associational  year  on  June  23. 
Members  of  the  council  discussed  the  various  com- 
mittees of  this  council  and  their  activities  and  re- 
viewed the  duties  of  the  council  itself. 
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We  received  an  informational  report  that  the  KMA- 
KNA  Joint  Advisory  Committee  last  year  made  spe- 
cific recommendations  to  the  governing  body  of  each 
organization.  These  recommendations  have  not  been 
finalized  to  date  and  the  Joint  Advisory  Committee 
plans  an  early  fall  meeting  to  make  revisions  as  neces- 
sary. 

In  addition  to  taking  appropriate  action  on  the 
final  reports  of  the  committees  serving  under  this 
council,  specific  action  was  also  taken  on  a few  sepa- 
rate recommendations  that  were  made  by  the  com- 
mittees which  will  receive  final  action  by  the  Board 
of  Trustees  during  the  August  meeting. 

In  addition  to  the  final  report  submitted  by  the 
Tuberculosis  Committee  to  the  council,  Richard  Mar- 
dis,  M.D.,  appeared  in  person  to  submit  an  addendum, 
acting  for  the  committee  chairman,  Joseph  Humpert, 
M.D.,  who  was  out  of  the  state.  He  submitted  refer- 
ence material  to  support  the  request  of  the  commit- 
tee that  this  council  recommend  through  channels 
that  the  detection  and  treatment  of  tuberculosis  in 
the  commonwealth  be  unified  under  one  authority, 
namely  the  Kentucky  Tuberculosis  Hospital  Commis- 
sion. After  due  consideration  of  the  following: 

1.  Since  universal  school  testing,  subject  to  the 
approval  of  the  local  county  medical  society,  was  ad- 
vised by  the  Kentucky  Medical  Association  in  1964 
in  grades  one  through  twelve  has  not  been  instituted; 

2.  Since  85  percent  of  the  cases  detected  are  graded 
as  moderate  or  far  advanced; 

3.  Since  the  number  of  new  cases  reported  annually 
has  remained  static  since  1959  suggesting  no  improve- 
ment in  treatment  during  this  period; 

4.  Since  the  TB  Committee  of  the  KMA  agrees 
unanimously  that  emphasis  should  be  placed  on  tuber- 
culin testing  of  the  school  population,  grades  one 
through  twelve,  followed  by  chest  survey  of  all  posi- 
tive reactors  and  their  immediate  contacts;  and 

5.  Since  according  to  the  statement  of  Stuart 
Lauder,  M.D.,  Director  of  TB  Control  of  the  Health 
Department,  a current  register  of  TB  cases  was  non- 
existent in  49  counties  (41  percent),  the  council  has 
voted  to  endorse  the  recommendation  of  the  TB  Com- 
mittee and  recommends  endorsement  through  chan- 
nels that  the  detection  and  treatment  of  tuberculosis 
in  the  commonwealth  be  unified  under  one  authority, 
namely  the  Kentucky  Tuberculosis  Hospital  Com- 
mission. 

(The  five  preceding  numbered  items  and  the  para- 
graph immediately  preceding  them  were  referred  to 
Reference  Committee  No.  5.) 

The  committees  serving  under  the  council  are: 
Dental-Nurse-Pharmacy  Committee,  Physical  Medi- 
cine and  Rehabilitation  Committee,  Maternal  Mor- 
tality Study  Committee,  Perinatal  Mortality  and  Mor- 
bidity Study  Committee,  Tuberculosis  Committee, 
Blood  Banks  Committee,  Industrial  Medicine  Com- 
mittee, and  Cancer  Coordinating  Committee. 

The  following  are  the  final  reports  of  these  com- 
mittees. 


Blood  Banks  Committee 

Ellis  A.  Fuller.  M.D.,  Louisville,  Chairman 

The  Blood  Bank  Committee  met  once  during  the 
year,  reviewed  its  1965  report  to  the  House  of  Dele- 
gates and  its  relation  to  the  Council  on  Allied  Pro- 
fessional and  Related  Groups. 

Activities  during  the  year  centered  mainly  on  two 
items: 

1.  Review  of  New  Jersey,  Michigan,  and  Cali- 
fornia laws  pertaining  to  many  aspects  of  blood 
banking,  and 

2.  Plans  for  a special  edition  of  the  KMA  Journal 
on  blood  banking. 

Members  of  the  committee  discussed  the  pros  and 
cons  of  each  law  in  an  attempt  to  ascertain  whether 
an  effort  should  be  made  to  draw  up  legislation  in 
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this  field  for  Kentucky.  It  was  felt  that  blood  banking 
is  a practice  of  medicine  and  physicians  have  the 
responsibility  of  maintaining  its  high  standards;  and  if 
individual  physicians  do  not,  then  it  is  up  to  the 
local  county  medical  society  to  step  in  and  stress  the 
importance  of  this  responsibility. 

It  was  agreed  that  the  committee  not  pursue  medi- 
cal legislation  pertaining  to  rigid  controls  of  blood 
banking,  but  members  felt  that  KMA  should  encour- 
age local  medical  societies  in  the  maintenance  of 
proper  standards  in  the  blood  bank  area.  It  was  felt 
the  committee  should  function  as  a general  source 
of  information  for  the  county  societies  and  provide 
assistance  wherever  and  whenever  needed. 

Considerable  time  and  discussion  during  the  year 
occupied  members  of  the  committee  in  regard  to  the 
special  edition  of  the  Journal  which  will  be  pub- 
lished in  October  1966.  Members  of  the  committee 
outlined  the  following  possible  topics  for  inclusion 
in  the  Journal: 

1.  Use  of  Whole  Blood  and  Packed  Cells 

2.  Medical  Hazards  of  Transfusions 

3.  Medical-Legal  Aspects  of  Transfusions 

4.  Proper  Laboratory  Control  in  Blood  Banking 

5.  Plasma  Fraction — Component  Therapy 

Also  to  be  included  is  an  editorial  on  physicians  en- 
couraging patients  to  replace  blood  they  use. 

Resolution  26,  entitled  “Payment  for  Blood  and 
Blood  Plasma  from  the  Society-Sponsored  Insurance 
Programs,”  introduced  by  the  Illinois  delegation  at 
the  AMA  House  of  Delegates  at  the  1965  AMA  An- 
nual Meeting,  was  brought  to  our  attention  and  this 
committee  endorsed  the  action  of  the  House  of  Dele- 
gates on  this  resolution.  The  committee  also  dis- 
cussed the  AMA  Blood  Bank  Committee  report  pre- 
sented at  the  1965  Clinical  Meeting. 

During  the  year  this  committee  was  asked  by  the 
Kentucky  Department  of  Insurance  for  its  position 
regarding  “health  insurance  policy  providing  money 
indemnities  for  the  cost  of  whole  blood  or  plasma 
administered  to  covered  patients.”  Your  chairman 
stated  this  committee’s  position  as  follows:  “That  the 
payment  of  money  indemnities  under  health  insurance 
contracts  without  a concomitent  requirement  for  the 
beneficiary  of  the  policy  to  obtain  replacement  blood 
runs  counter  to  the  desire  of  the  medical  profession 
and  volunteer  blood  banks  to  obtain  replacement  or 
blood  supplies  along  the  lines  which  have  been  estab- 
lished since  World  War  II.” 

Your  chairman  wishes  to  express  his  appreciation 
to  the  members  of  this  committee  for  their  support 
and  diligent  efforts  throughout  the  year. 

Recommendations,  Reference  Committee  No.  4 

The  committee  reviewed  the  report  of  the  Blood 
Bank  Committee.  “Mr.  Speaker,  I move  the  adoption 
of  this  section  of  the  report.”  (The  motion  was  sec- 
onded and  carried.) 


Cancer  Coordinating  Committee 

Condict  Moore,  M.D.,  Louisville,  Chairman 

The  Cancer  Coordinating  Committee  met  three 
times  during  the  last  year,  each  time  mainly  con- 
cerned with  helping  the  Kentucky  State  Department 
of  Health  plan  a working  protocol  for  a state-wide 
cervical  cancer  screening  program.  The  best  summary 
we  can  give  of  the  year’s  work  is  to  enclose  a copy 
of  the  working  plans  for  this  cancer  screening  pro- 
gram as  they  have  been  developed,  with  advice  and 
thought  from  all  members  of  the  committee.  C.  E. 
Hernandez,  M.D.,  M.P.H.,  Director  of  the  Division 
of  Epidemiology,  will  be  in  charge  of  the  over-all  pro- 
gram and  has  done  a good  job  of  incorporating  the 
committee’s  suggestions  into  this  protocol.  A copy 
of  the  protocol  is  enclosed. 

The  committee  also  wishes  to  submit  the  working 
plans  to  the  House  of  Delegates  of  the  Kentucky 


Medical  Association  for  consideration  of  approval  by 
that  body. 

The  committee  also  voted  to  recommend  to  the 
House  of  Delegates  that  two  additional  members  be 
appointed  to  the  committee,  one  a pathologist  and 
one  a radiotherapist,  so  that  these  vitally  involved 
specialists  might  have  ready  and  adequate  represen- 
tation when  clinical  cancer  problems  arise. 

Working  Plans  for  Cervical  Cancer  Screening  Pro- 
gram 

With  the  advice  of  the  Cancer  Coordinating  Com- 
mittee of  the  Kentucky  Medical  Association,  the 
Kentucky  State  Department  of  Health  is  establishing 
a statewide  cervical  cancer  cytology  screening  pro- 
gram. 

The  reasons  for  and  the  background  of  this  pro- 
gram are  as  follows: 

1.  The  Papanicolaou  smear  test  has  been  demon- 
strated as  effective  in  finding  pre-cancer  and 
occult  early  cancer. 

2.  Local  community  screening  programs  over  the 
country  have  been  successful  in  reducing  the 
incidence  of  invasive  cervical  cancer.  Jefferson 
County,  Kentucky,  is  one  such  community. 

3.  Money  earmarked  for  this  program,  at  the  re- 
quest of  Russell  E.  Teague,  M.D.,  State  Health 
Commissioner,  was  appropriated  by  the  Ken- 
tucky State  Legislature  in  1966. 

Preliminary  Preparatory  Contacts 

Letters  from  the  Cancer  Program,  Kentucky  State 
Department  of  Health,  will  be  sent  simultaneously  to 
each  county  health  department  and  to  each  county 
medical  society  in  the  state  to  announce  that  the  de- 
partment is  prepared  to  assist  communities  in  estab- 
lishing cervical  cancer  screening  programs.  The  let- 
ter will  state  that  the  general  outline  of  the  program 
has  been  endorsed  by  the  Cancer  Coordinating  Com- 
mittee of  the  Kentucky  Medical  Association,  and  the 
endorsement  of  the  Kentucky  Medical  Association 
will  be  sought  at  its  Annual  Meeting  in  September. 
The  county  health  departments  and  the  county  medi- 
cal societies  will  be  advised  to  direct  questions  con- 
cerning policy  and  procedure  for  the  program  to  the 
Cancer  Program,  Office  of  Chronic  Disease,  Division 
of  Epidemiology,  Kentucky  State  Department  of 
Health,  and  questions  concerning  Kentucky  Medical 
Association  policy  to  the  Cancer  Coordinating  Com- 
mittee, Kentucky  Medical  Association. 

The  letters  will  suggest  that  this  service  be  dis- 
cussed by  the  medical  society,  the  local  health  of- 
ficer, and  a representative  of  the  Cancer  Program 
at  an  early  meeting  of  the  society.  The  letter  to  the 
health  officer  will  request  that  he  obtain  approval 
for  the  program  from  his  board  of  health  prior  to  the 
meeting  with  the  medical  society.  No  activity  will 
be  authorized  by  the  Cancer  Program  until  the  ap- 
proval of  both  the  county  board  of  health  and  the 
county  medical  society  has  been  received. 

At  the  medical  society’s  meeting,  health  department 
representatives  will  briefly  outline  the  components  of 
the  program  and  answer  questions  which  the  physician 
may  ask  about  it.  If  the  medical  society  requests 
that  the  county  health  department  initiate  a program, 
the  medical  society  should  appoint  several  of  its 
members  to  form  the  nucleus  of  a planning  commit- 
tee. Others  who  should  be  included  in  the  planning 
committee  are  the  local  health  officer,  representatives 
of  appropriate  volunteer  women’s  organizations,  the 
chairman  of  the  local  chapter  of  the  American 
Cancer  Society,  and  hospital  administrators  (if  the 
clinics  are  to  be  held  in  a hospital).  Personnel  from 
the  Cancer  Program  of  the  Kentucky  State  Depart- 
ment of  Health  will  be  available  as  consultants. 
Below  are  guidelines  and  suggestions  for  the  detailed 
operation  of  the  program.  These  have  worked  in 
similar  programs  in  other  communities,  but  local 
groups  must  feel  free  to  design  their  own  programs. 
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Objectives 

The  objectives  are  (1)  to  demonstrate  (a)  the 
value  of  the  test  for  individual  health  and  for  pro- 
longed life,  (b)  the  simplicity  of  the  test,  (c)  the 
obvious  advantages  of  including  it  as  a routine  part  of 
every  complete  examination  of  a female  patient,  and 
(d)  the  need  for  careful  and  complete  follow-up, 
and  (2)  to  discover  unsuspected  cancers  and  car- 
cinomas-in-situ. 

Eligibility 

The  Kentucky  State  Department  of  Health  will 
consider  any  female  resident  of  Kentucky  over  the 
age  of  twenty  eligible  for  this  service.  Those  less 
than  twenty  years  of  age  will  be  accepted  only  on 
referral  from  a physician.  This  does  not  preclude  the 
establishment  of  further  eligibility  criteria  by  local 
planning  groups. 

Clinic  Locution 

When  feasible  the  clinics  should  be  conducted  in 
the  county  health  department.  If  this  is  not  possible, 
a hospital,  physician’s  office,  or  other  suitable  place 
may  be  used. 

Duration  and  Frequency 

A continuous  clinic  with  an  established  periodic 
schedule  is  preferable  to  a mass  screening  effort 
over  a limited  amount  of  time.  A periodic  schedule 
with  pre-registration  affords  an  opportunity  to  enrich 
the  educational  aspects  of  the  program  by  allowing 
the  nurse  or  physicians  time  to  discuss  the  test  with 
the  women  individually. 

At  the  time  of  registration,  each  screenee  will  be 
given  a pamphlet  which  will  provide  such  information 
as  the  purpose  of  the  test,  the  simplicity  of  the 
technique,  and  the  importance  of  periodic  retesting. 

Supplies 

All  necessary  supplies  will  be  furnished  by  the 
Kentucky  State  Department  of  Health.  Usually  these 
will  consist  of  specula,  gloves,  scrapers,  swabs,  slides, 
mailing  containers,  fixing  material,  and  all  necessary 
forms.  Requests  for  additional  items  will  be  con- 
sidered if  their  use  adds  to  the  medical  value  of  the 
examination. 

Staff 

It  is  strongly  recommended  that  adequately  trained 
public  health  nurses,  under  direct  medical  supervision 
whenever  possible,  be  given  primary  responsibility 
for  obtaining  smears.  They  have  been  highly  suc- 
cessful in  this  work  in  several  communities  through- 
out the  state.  It  should  be  emphasized  that  this  is 
only  a simple  screening  procedure.  If  local  physicians 
wish  to  volunteer,  they  may  staff  screening  clinics 
held  in  the  county  health  department,  the  local  hos- 
pital, their  own  private  offices,  or  another  suitable 
place.  Health  officers  may  staff  clinics  where  this  is 
possible. 

The  organization  and  use  of  volunteer  workers  is 
essential  in  every  clinic.  American  Cancer  Society 
volunteers,  junior  women’s  clubs,  homemakers,  wom- 
en’s auxiliaries,  etc.,  should  be  contacted  early  in 
planning  and  asked  to  assist  in  registering,  help  place 
participants  on  the  examining  tables,  fix  slides,  etc. 

Training 

The  Kentucky  State  Department  of  Health  will 
send  public  health  nurses  to  appropriate  physicians 
for  practical  training  in  the  smear-taking  technique. 
To  a limited  extent  this  is  now  under  way.  An  effort 
will  be  made  to  develop  a suggested  standard  pro- 
cedure throughout  the  state  for  training  nurses  in 
this  technique. 
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Pathology  Services 

A list  of  laboratories  where  pathology  services  are 
available  will  be  furnished  to  each  planning  commit- 
tee. It  will  be  the  committee’s  responsibility  to  make 
arrangements  with  a pathologist  of  its  choice  to  have 
the  slides  read.  The  Kentucky  State  Department  of 
Health  will  pay  for  this  service  at  a pre-determined 
rate,  which  will  be  worked  out  with  the  Society  of 
Pathologists  and  will  be  uniform  over  the  state. 

Reporting  and  Billing 

Reports  of  microscopic  cervical  cell  studies  should 
be  sent  by  the  pathologist  directly  to  the  county 
health  department  which  submitted  the  specimens, 
along  with  the  bills  submitted  to  the  county  health 
department.  The  county,  after  certifying  the  bills,  will 
forward  them  to  the  Kentucky  State  Department  of 
Health  for  payment. 

Follow-Up 

Upon  receipt  of  the  pathologist's  report,  the  county 
health  department  will  send  a post  card  to  each 
woman  for  whom  there  is  no  positive  finding.  The 
card  will  tell  her  that  the  examination  revealed  no 
evidence  of  cervical  cancer.  The  specific  nature  of 
the  screening  test  will  be  described,  and  she  will  be 
told  that  repeated  examinations  should  be  carried  out 
periodically.  Her  private  physician,  if  any,  will  also 
be  notified  of  the  negative  finding. 

If  the  cytology  report  indicates  the  need  for  further 
study,  the  county  health  department  will  inform  the 
private  physician  and  make  available  the  follow-up 
services  of  a public  health  nurse.  However,  if  the 
physician  wishes  to  assume  responsibility  for  con- 
tacting the  patient,  the  nurse  should  check  with  the 
physician  after  a reasonable  length  of  time  to  see 
if  there  has  been  a response  from  the  patient.  If 
there  has  been  no  response,  the  nurse  should  again 
offer  her  services  for  follow-up.  The  follow-up  pro- 
cedures for  women  whose  reports  are  positive  and 
who  are  under  the  care  of  no  physician  at  that  time 
will  be  handled  according  to  plans  of  the  county 
planning  committee. 

If  a biopsy  is  necessary,  the  Kentucky  State  De- 
partment of  Health  will  pay  for  the  cost  of  the  tissue 
examination  in  an  amount  which  will  also  be  pre- 
determined and  uniform.  The  department,  however, 
cannot  make  payment  of  the  physician’s  fee,  hospital 
charge,  or  any  other  service  fee  involved  in  obtaining 
the  specimen  to  be  biopsied.  The  Cancer  Program 
will  not  be  able  to  provide  funds  for  treatment.  If 
hospitalization,  surgery,  radiation,  or  other  treatment 
is  indicated,  the  county  health  department  should 
work  with  other  agencies,  such  as  local  chapters  of 
the  Kentucky  Division,  American  Cancer  Society, 
Medical  Care,  Vocational  Rehabilitation,  and  univer- 
sity hospitals  to  find  groups  or  individuals  to  assist 
those  unable  to  pay. 

Education 

Professional:  The  Cancer  Program  will  work  close- 
ly with  the  Kentucky  Medical  Association  and  others 
interested  in  professional  education.  Programs  con- 
sisting of  lectures,  seminars,  and  demonstrations  can 
be  arranged  to  increase  the  utilization  of  Papanicolaou 
testing  in  medical  practice. 

Lay:  A public  information  and  educational  pro- 
gram will  be  conducted  in  each  county  to  help  to 
accomplish  the  educational  objective  which  we  seek. 
Group  discussion,  participation  by  volunteers,  news- 
paper and  radio  publicity,  and  selected  films  and 
other  educational  methods  and  materials  will  be 
used.  Whenever  possible,  a practicing  local  physician 
should  be  present  at  community  meetings  to  answer 
questions.  The  presence  of  a physician  is  extremely 
desirable. 
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COUNCIL  ACTION:  The  council  accepted  the 
report  of  the  Cancer  Coordinating  Committee  for 
information  but  took  no  official  action. 

Recommendations,  Reference  Committee  No.  4 

The  Reference  Committee  reviewed  the  report  of 
the  Cancer  Coordinating  Committee  and  recommends 
that  the  eligibility  be  altered  to  state  “The  Kentucky 
State  Department  of  Health  will  consider  any  medi- 
cally indigent  female  resident  of  Kentucky  over  the 
age  of  20  eligible  for  this  service  on  referral  by  a 
physician.”  It  should  be  noted  that  a representative 
of  the  State  Department  of  Health,  C.  E.  Hernandez, 
M.D.,  reported  to  this  committee  that  this  was  the 
original  intent  of  the  State  Department  of  Health 
and  that  apparently  a typographical  error  prevented 
this  understanding.  The  committee  also  points  out 
that  under  duration  and  frequency  of  the  established 
clinics  that  the  periodic  schedule  is  merely  a sug- 
gestion. “Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report.”  (Motion  seconded;  carried.) 


Dental-Nurse-Pharmacy  Committee 

Melvin  J.  Weber,  M.D.,  Ludlow,  Chairman 

The  Dental-Nurse-Pharmacy  Committee  met  once 
during  the  year  on  April  12  with  representatives  of 
the  Kentucky  Pharmaceutical  Association.  This  meet- 
ing is  in  line  with  our  desire  to  cooperate  with 
allied  groups  in  the  interest  of  better  relations  and 
better  service  to  the  public. 

The  agenda  for  the  meeting  was  assembled  by 
representatives  of  both  groups  and  each  item  re- 
ceived considerable  discussion,  which  resulted  in 
greater  understanding  of  the  problem  existing  be- 
tween the  pharmacists  and  the  M.D,s, 

As  a result  of  this  meeting,  the  KMA  Committee 
on  Dental-Nurse-Pharmacy  makes  the  following  rec- 
ommendations to  the  House  of  Delegates  through  the 
Council  on  Allied  Professions  and  Related  Groups. 
(It  is  understood  the  pharmacists  are  making  the  same 
recommendations  to  their  governing  body.) 

1.  That  the  Pharmaceutical  Association  be  allowed 
to  send  a directive  to  individual  physicians’  of- 
fices recommending  that  the  nurses  not  author- 
ize refills  of  prescriptions  on  their  own  initia- 
tive but  in  all  cases  consult  with  the  physician 
and  preferably  have  the  physician  talk  with  the 
pharmacist. 

2.  That  in  view  of  the  new  drug  abuse  law  the 
practice  of  physicians  leaving  prescription  pads 
where  they  are  available  to  patients  should  be 
discouraged  and  precautions  taken. 

The  committee  members  discussed  ways  in  which 
the  committee  could  be  more  effective  in  working 
with  the  allied  groups — dentists,  nurses,  and  phar- 
macists— and  it  was  agreed  that  two  members  of  the 
committee  be  assigned  to  work  with  one  specific 
group.  These  two  physicians  will  keep  in  touch  with 
their  group,  find  out  mutual  problems,  and  the  KMA 
Dental-Nurse-Pharmacy  Committee  will  meet  as  a 
whole  once  or  twice  a year  to  report  on  the  various 
groups’  activities  to  formulate  recommendations,  and 
prepare  a report.  This  committee  stands  ready  to 
meet  with  anyone  of  these  allied  groups  to  discuss 
specific  problems  and  it  is  our  desire  that  good 
communications  be  maintained. 

The  committee  received  a report  on  the  new 
pharmacy  law  passed  by  the  1966  session  of  the 
Kentucky  Legislature,  the  new  drug  abuse  control 
law  passed  by  the  federal  government,  and  the  Nurses 
Practice  Act  passed  by  the  1966  state  legislature. 

Recommendations,  Reference  Committee  No.  4 

The  Reference  Committee  reviewed  the  report  of 
the  Dental-Nurse-Pharmacy  Committee.  “Mr.  Speak- 
er, I move  the  adoption  of  this  section  of  the  report.” 
(The  motion  was  seconded  and  carried.) 


Industrial  Medicine  Committee 

Walter  L.  O’Nan,  M.D.,  Henderson,  Chairman 

The  Industrial  Medicine  Committee  met  twice  dur- 
ing the  associational  year  — on  April  20  and  Janu- 
ary 26,  1966.  The  committee  reviewed  its  duties,  its 
final  report  to  the  1965  House  of  Delegates,  and 
discussed  various  aspects  of  occupational  health  where 
attention  from  this  committee  is  needed. 

It  was  felt  that  the  1965  meeting  between  mem- 
bers of  this  committee  and  representatives  of  insur- 
ance companies  to  be  very  worthwhile  and  plans 
were  made  to  hold  another  in  1967.  Reports  were 
made  on  the  25th  Congress  on  Occupational  Health, 
1965  Governor’s  Occupational  Health  Conference, 
and  the  World  Medical  Association  meeting  held  in 
London,  England. 

Members  of  the  committee  concerned  themselves 
with  many  items  of  interest  during  the  associational 
year  and  felt  several  required  attention  from  the 
KMA  Board  of  Trustees  and  House  of  Delegates. 

1.  Your  committee  feels  that  a list  of  Kentucky 
physicians  interested  in  industrial  medicine  is  needed 
and  recommends  approval  be  given  to  the  committee 
to  send  out  a letter  to  KMA  members  to  determine 
who  is  interested  in  industrial  medicine  and  from 
the  returns,  a list  be  compiled  for  reference. 

2.  The  AMA  Council  has  changed  its  name  to 
Council  on  Occupational  Health  which  the  commit- 
tee felt  is  more  inclusive  and  up-to-date.  We  recom- 
mend that  the  name  of  the  KMA  Industrial  Medi- 
cine Committee  be  changed  to  Committee  on  Occu- 
pational Health.  (This  paragraph  was  referred  to 
Reference  Committee  No.  6.) 

3.  Your  committee  recommends  that  KMA  con- 
tinue to  be  a sponsor  of  the  Governor’s  Occupa- 
tional Health  Conference  and  further  recommends 
that  a page  in  the  KMA  Journal  be  used  for  pro- 
motion of  the  conference. 

4.  Your  committee  recommends  that  the  KMA 
Board  of  Trustees  explore  with  the  University  of 
Louisville  and  University  of  Kentucky  the  possibility 
of  setting  up  a training  course  for  industrial  audio- 
metric technicians.  It  was  pointed  out  in  one  meeting 
that  a committee  including  representation  of  the 
American  Industrial  Medicine  Association,  American 
Hygienic  Association,  American  Hearing  and  Speech 
Association,  and  American  Association  of  Industrial 
Nurses  have  recently  drafted  a proposed  training 
course  for  industrial  audio-metric  technicians. 

5.  Members  of  the  committee  discussed  the  pos- 
sibility and  need  of  an  employee  health  service  unit 
for  employees  of  the  state  of  Kentucky.  The  com- 
mittee recommends  that  action  be  initiated  for  the 
establishment  of  an  employee  health  service  unit  for 
employees  of  the  state,  that  it  be  headed  by  a 
licensed  physician  administratively  responsible  to  the 
Commissioner  of  Health,  both  for  pre-employment 
examinations  and  continuing  treatment  of  industrial 
injuries  and  illnesses. 

The  members  also  discussed  the  dual  interest  of 
this  committee  and  that  of  the  KMA  Physical  Medi- 
cine and  Rehabilitation  Committee  regarding  compen- 
sation laws  and  rehabilitation  in  the  state.  It  was 
suggested  that  a member  of  the  Industrial  Medicine 
Committee  meet  with  the  Physical  Medicine  and 
Rehabilitation  Committee  and  take  part  in  the  dis- 
cussion of  two  particular  items:  (a)  to  probe  the 
possibility  of  recommending  to  the  KMA  Legislative 
Council  the  advisability  of  changing  some  of  the 
compensation  and  rehabilitation  laws  in  the  state  or 
the  formation  of  a committee  to  review  the  present 
laws,  and  (b)  to  review  the  Kentucky  statutes  per- 
taining to  noise  induced  hearing  loss. 

We  wish  to  bring  to  your  attention  that  this  com- 
mittee has  reference  to  a number  of  people  working 
in  industry  doing  audio-metric  and  visual  testing 
without  proper  training  or  supervision.  It  is  the 
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opinion  of  the  committee  that  KMA  should  be  made 
aware  of  what  is  going  on  in  this  area  and  further 
recommend  that  the  following  become  a statement 
of  KMA  policy:  “The  administration  of  visual  as- 
sessment and  audio-metric  testing  constitute  the  prac- 
tice of  medicine  and  should,  therefore,  be  under 
the  written  or  verbal  instruction  of  a physician.” 

Your  chairman  wishes  to  thank  those  members 
for  their  efforts  in  making  this  such  a successful 
year  and  for  their  service  on  this  KMA  committee. 

Recommendations,  Reference  Committee  No.  4 

The  Reference  Committee  reviewed  the  report  of 
the  Industrial  Medicine  Committee  and  recommends 
its  adoption  with  the  exception  of  paragraph  five  on 
page  14  of  the  report.  In  reference  to  paragraph  two 
of  the  report  on  page  15,  the  statement  is  approved 
with  the  observation,  however,  that  visual  assessment 
may  include  optometric  refraction  which  is  by  law 
not  confined  to  the  practice  of  medicine. 

Mr.  Speaker,  I move  the  adoption  of  this  portion 
of  the  report.  (Motion  seconded;  carried.) 

Maternal  Mortality  Study  Committee 

John  H.  Siehl,  M.D.,  Covington,  Chairman 

This  is  a report  of  maternal  deaths  that  occurred 
in  Kentucky  for  the  years  1960-61-62-63.  The  fol- 
lowing tables  contain  information  obtained  by  the 
State  Office  of  Biostatistics  and  by  the  Maternal 
Mortality  Committee. 

Two  sets  of  tables  are  included.  The  numbered 
tables  (1,  2,  3,  etc.)  contain  the  statistical  analyses 
of  deaths  recorded  by  the  Office  of  Biostatistics. 
These  figures  are  obtained  in  accordance  with  the 
International  Classification  of  deaths  and  are  there- 
fore the  figures  on  maternal  mortality  which  are 
comparable  with  the  statistics  from  other  states  and/or 
countries,  because  of  the  standardized  procedure  of 
classification  used. 

The  numbered  and  lettered  tables  (la,  2a,  3a,  etc.) 
contain  the  statistical  analyses  of  the  deaths  reported 
by  the  Office  of  Biostatistics  plus  the  study  of  ad- 


ditional deaths  found  by  the  Maternal  Mortality 
Committee.  This  is  so  because  in  an  effort  to  de- 
termine more  correctly  the  actual  number  of  deaths 
occurring  in  Kentucky,  the  Maternal  Mortality  Conri- 
mittee  through  the  Maternal  and  Child  Health  Di- 
vision of  the  State  Department  of  Health  began  in 
1960  to  review  all  death  certificates  of  females  be- 
tween 15-44  years  of  age.  Many  unrecorded  ma- 
ternal deaths  were  found  in  this  way.  These  figures 
give  us  a more  realistic  information  of  maternal 
deaths  in  the  state  of  Kentucky,  but  cannot  be  used 
for  comparative  purposes.  Nevertheless,  to  emphasize 
the  importance  of  this  new  method  of  review  of 
death  certificates,  these  numbered  and  lettered  tables 
with  the  corrected  (unofficial)  figures  are  also  in- 
cluded. 


TABLE  1— MATERNAL  DEATHS  BY 
OCCURRENCE  AND  BY  COLOR  WITH  RATES. 
KENTUCKY,  1963-1960 


Total 

White 

Non-White 

Year 

Deaths 

Rate 

Deaths 

Rate 

Deaths 

Rate 

1963 

23 

3.3 

19 

3.0 

4 

6.6 

1962 

29 

4.1 

22 

3.4 

7 

11.2 

1961 

40 

5.5 

28 

4.2 

12 

18.7 

1960 

29 

3.9 

27 

4.0 

2 

3.1 

TABLE  la— MATERNAL  DEATHS,  BY 
OCCURRENCE  BY  COLOR,  WITH  RATES. 
KENTUCKY.  1963-1960 


Total 

White 

Non- White 

Year 

Deaths 

Rate 

Deaths 

Rate 

Deaths 

Rate 

1963 

31 

4.5 

26 

4.1 

5 

8.2 

1962 

42 

5.9 

30 

4.6 

12 

19.2 

1961 

50 

6.8 

35 

5.3 

15 

23.4 

1960 

41 

5.6 

36 

5.4 

5 

7.8 

TABLE  2— MATERNAL  DEATHS  BY  OCCURRENCE,  INDICATING  THOSE 
DELIVERED  AND  THOSE  NOT  DELIVERED,  WITH  PLACE  OF  DELIVERY 
FOR  THOSE  DELIVERED,  WITH  RATES,  AND  PLACE  OF  DEATH 
FOR  THOSE  NOT  DELIVERED,  KENTUCKY,  1963-1960 


Delivered  No  Delivery 


Not  Not 


Total 

Hospital 

Other 

Stated 

Hosp. 

Other 

Stated 

Year 

Deaths 

Rate 

Deaths 

Rate 

Deaths 

Rate 

Deaths 

Deaths 

Deaths 

Deaths 

1963 

23 

3.3 

17 

2.6 

4 

12.4 



1 

1 



1962 

29 

4.1 

22 

3.3 

4 

10.5 

— 

1 

— 

1961 

40 

5.5 

29 

4.2 

8 

18.9 

— 

1 



1960 

29 

3.9 

20 

2.9 

7 

15.1 

— 

2 

— 

— 

TABLE  2a— MATERNAL  DEATHS  BY  OCCURRENCE,  INDICATING 
THOSE  DELIVERED  AND  THOSE  NOT  DELIVERED,  WITH  PLACE  OF  DELIVERY 
FOR  THOSE  DELIVERED,  WITH  RATES,  AND  PLACE  OF  DEATH 
FOR  THOSE  NOT  DELIVERED,  KENTUCKY,  1963-1960 


Delivered  No  Delivery 


Total 

Hospital 

Other 

Not 

Stated 

Hosp. 

Other 

Not 

Stated 

Year 

Deaths 

Rate 

Deaths 

Rate 

Deaths 

Rate 

Deaths 

Deaths 

Deaths 

Deaths 

1963 

31 

4.5 

22 

3.3 

4 

12.4 

- -- 

4 

1 



1962 

42 

5.9 

35 

5.2 

4 

10.5 

— 

2 

1 



1961 

50 

6.8 

37 

5.4 

8 

18.9 

— 

3 

1 

1 

1960 

41 

5.6 

30 

4.3 

7 

15.1 

1 

3 

— 

_ 
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TABLE  3— MATERNAL  DEATHS  BY  OCCURRENCE,  BY  ATTENDANT  AT  DEATH 
WITH  RATES,  KENTUCKY,  1963-1960 


Total 

Physician 

Midwife 

Other 

Not 

Stated 

Year 

Deaths 

Rate 

Deaths  Rate 

Deaths 

Rate 

Deaths 

Rate 

Deaths 

1963 

23 

3.3 

20  2.9 

— 

— 

3 

200.0 



1962 

29 

4.1 

25  3.6 

1 

4.7 

3 

198.7 

— 

1961 

40 

5.5 

33  4.7 

3 

13.4 

4 

272.1 

1960 

29 

3.9 

24  3.4 

2 

8.6 

3 

173.4 

TABLE  3a— MATERNAL  DEATHS  BY  OCCURRENCE,  BY  ATTENDANT  AT  DEATH 
WITH  RATES,  KENTUCKY,  1963-1960 


Total 

Physician 

Midwife 

Others 

Not 

Stated 

Year 

Deaths 

Rate 

Deaths 

Rate 

Deaths 

Rate 

Deaths 

Rate 

Deaths 

1963 

31 

4.5 

28 

4.1 

— 

— 

3 

200.0 

— 

1962 

42 

5.9 

38 

5.5 

1 

4.7 

3 

198.7 

— 

1961 

50 

6.8 

43 

6.1 

3 

13.4 

4 

272.1 

— 

1960 

41 

5.6 

35 

4.9 

2 

8.6 

3 

173.4 

1 

TABLE  4— MATERNAL  DEATHS  BY  OCCURRENCE,  BY  CAUSE 
WITH  PERCENTAGES,  KENTUCKY,  1963-1961 


Cause 


TOTAL 

Sepsis  of  pregnancy,  child- 
birth and  puerperium 
Toxemias  of  pregnancy  and 
the  puerperium 

Hemorrhage  of  pregnancy  and 
childbirth 

Abortion  without  mention  of 
sepsis  or  toxemia 
Abortion  with  sepsis 
Other  complications  of  preg- 
nancy, childbirth  and  the 
puerperium 


1963 

1962 

1961 

Deaths  Percent 

Deaths  Percent 

Deaths  Percent 

23 

100.0 

29 

100.0 

40 

100.0 

7 

30.5 

5 

17.2 

6 

15.0 

4 

17.4 

6 

20.7 

12 

30.0 

5 

21.7 

4 

13.8 

10 

25.0 

2 

6.9 

1 

2.5 

1 

4.3 

2 

6.9 

2 

5.0 

6 

26.1 

10 

34.5 

9 

22.5 

TABLE  4a— MATERNAL  DEATHS  BY  OCCURRENCE,  BY  CAUSE 
WITH  PERCENTAGES,  KENTUCKY,  1963-1961 


1963 


1962 


1961 


Cause 

Deaths 

Percent 

Deaths 

Percent 

Deaths 

Percent 

TOTAL 

Sepsis  of  pregnancy,  child- 
birth and  puerperium 
Toxemias  of  pregnancy  and 

31 

7 

4 

100.0 

22.6 

12.9 

42 

5 

6 

100.0 

11.9 

14.2 

50 

6 

12 

100.0 

12.0 

24.0 

the  puerperium 

Hemorrhage  of  pregnancy  and 
childbirth 

Abortion  without  mention  of 

5 

16.1 

4 

2 

9.5 

4.8 

10 

1 

20.0 

2.0 

sepsis  or  toxemia 
Abortion  with  sepsis 
Other  complications  of  preg- 

1 

14 

3.2 

45.2 

2 

23 

4.8 

54.8 

2 

19 

4.0 

38.0 

nancy,  childbirth  and  the 
puerperium 
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TABLE  5— MATERNAL  DEATHS  BY  OCCURRENCE.  SHOWING  AUTOPSIES  OBTAINED 


WITH 

PERCENTAGES, 

KENTUCKY, 

1963-1961 

1963 

1962 

1961 

Deaths 

Percent 

Deaths 

Percent 

Deaths 

Percent 

TOTAL 

23 

100.0 

29 

100.0 

40 

100.0 

Autopsies  obtained 

8 

34.8 

10 

34.5 

7 

17.5 

Autopsies  not  obtained 

14 

60.9 

13 

44.8 

18 

45.0 

Autopsies  not  stated 

1 

4.3 

6 

20.7 

15 

37.5 

TABLE  5a— MATERNAL  DEATHS  BY  OCCURRENCE.  SHOWING  AUTOPSIES  OBTAINED 


WITH 

PERCENTAGES. 

KENTUCKY. 

1963-1961 

1963 

1962 

1961 

Deaths 

Percent 

Deaths 

Percent 

Deaths 

Percent 

TOTAL 

31 

100.0 

42 

100.0 

50 

100.0 

Autopsies  obtained 

11 

35.5 

16 

38.1 

8 

16.0 

Autopsies  not  obtained 

19 

61.3 

18 

42.9 

26 

52.0 

Autopsies  not  stated 

1 

3.2 

8 

19.0 

16 

32.0 

TABLE  6— MATERNAL  DEATHS  BY 
OCCURRENCE.  BY  AGE  GROUP  WITH  RATES, 
KENTUCKY,  1963-1961 


1963  1962  1961 


Age  Group  Deaths  Rate  Deaths  Rate  Deaths  Rate 


Total — all  ages 

23 

3.3 

29 

4.1 

40 

5.6 

15-19 

4 

3.1 

2 

1.6 

5 

3.7 

20-24 

3 

1.2 

3 

1.2 

10 

4.1 

25-29 

3 

2.0 

7 

4.5 

8 

5.0 

30-34 

2 

2.2 

7 

7.1 

8 

7.9 

35-39 

5 

9.5 

10 

18.1 

6 

10.2 

40  and  over 

6 

33.4 



— 

3 

15.6 

TABLE  6a— MATERNAL  DEATHS  BY 
OCCURRENCE.  BY  AGE  GROUP  WITH  RATES, 
KENTUCKY.  1963-1961 


1963  1962  1961 


Age  Group  Deaths  Rate  Deaths  Rate  Deaths  Rate 


Total — all  ages 

31 

4.5 

42 

5.9 

50 

6.8 

15-19 

5 

3.9 

3 

2.3 

7 

5.2 

20-24 

4 

1.7 

4 

1.7 

12 

5.0 

25-29 

3 

2.0 

12 

7.7 

11 

6.9 

30-34 

5 

5.5 

8 

8.2 

9 

8.9 

35-39 

7 

13.3 

15 

27.2 

7 

11.9 

40  and  over 

7 

39.0 

— 

— 

4 

20.8 

TABLE  7— MATERNAL  DEATHS  BY 
OCCURRENCE.  BY  PARITY  WITH  RATES, 
KENTUCKY.  1963-1961 


1963 

1962 

1961 

Parity 

Deaths  Rate  Deaths  Rate  Deaths  Rate 

Total 

23 

3.3 

29 

4.1 

40  5.6 

0 

4 

2.1 

4 

2.2 

9 4.8 

1-3 

5 

1.5 

7 

1.9 

13  3.5 

4-6 

6 

5.8 

8 

7.3 

10  9.1 

7 and  over 

7 

16.5 

2 

4.5 

1 2.2 

Not  Stated 

1 

8 

*Rate  not 

computed 

as  an 

accurate 

base 

was  indeter- 

minable. 


TABLE  7a— MATERNAL  DEATHS  BY 
OCCURRENCE.  BY  PARITY  WITH  RATES, 
KENTUCKY.  1963-1961 


1963  1962  1961 


Parity  Deaths  Rate  Deaths  Rate  Deaths  Rate 


Total 

31 

4.5 

42 

5.9 

50 

6.8 

0 

7 

3.7 

5 

2.7 

11 

5.9 

1-3 

8 

2.3 

13 

3.6 

15 

4.0 

4-6 

7 

6.8 

8 

7.3 

15 

13.7 

7 and  over 

8 

19.1 

3 

6.7 

2 

4.4 

Not  Stated 

1 

* 

13 

* 

7 

* 

"^Rate  not 

computed 

as  an 

accurate 

base 

was 

indeter- 

minable. 


TABLE  8— MATERNAL  DEATHS  BY 
OCCURRENCE.  BY  ATTENDANT  AT  LABOR. 
KENTUCKY.  1963 

TABLE  8a— MATERNAL  DEATHS  BY 
OCCURRENCE.  BY  ATTENDANT  AT  LABOR. 
KENTUCKY.  1963 

Attendant 

Number  of 
Deaths 

Attendant 

Number  of 
Deaths 

Total 

23 

Total 

31 

Physician 

18 

Physician 

26 

Midwife 

1 

Midwife 

1 

Other 

2 

Other 

2 

No  labor  or  attendant  unknown 

2 

No  labor  or  attendant  unknown 

2 

(^Pntucky  Medical  Association  • December  1966 
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TABLE  9— MATERNAL  DEATHS  BY 
OCCURRENCE,  BY  WEEKS  GESTATION 
WITH  RATES,  KENTUCKY,  1963 


Deaths 

Rate 

Weeks  Gestation 

23 

3.3 

Under  20 

1 

625.0 

20-27 

1 

28.7 

28-31 



— 

32-35 

3 

21.9 

36 

2 

5.0 

37-39 

1 

1.5 

40  and  over 

12 

2.2 

Unknown 

3 

319.1 

TABLE  10— MATERNAL  DEATHS  BY 

OCCURRENCE.  BY  PREVENTIVENESS  WITH 

PERCENTAGES,  KENTUCKY, 

1963 

Preventiveness 

Number 

Percent 

Total  Deaths 

23 

100.0 

Preventable; 

18 

78.3 

By  attendant 

1 

4.3 

By  hospital 

— 

— 

By  patient 

7 

30.5 

By  attendant  and  patient 

8 

34.8 

By  hospital  and  patient 

2 

8.7 

Unpreventable 

4 

17.4 

Preventiveness  unknown 

1 

4.3 

TABLE  1 1— MATERNAL  DEATHS  BY 

OCCURRENCE,  BY  TYPE,  OF  OUTCOME 
WITH  PERCENTAGES,  KENTUCKY,  1963 

Type  of  Outcome  Numbers* 

Percent 

Total  Deaths 

23 

100.0 

Liveborn: 

14 

61.0 

Full  term 

12 

52.3 

Premature 

2 

8.7 

Stillborn: 

6 

26.1 

Full  term 

4 

17.4 

Premature 

2 

8.7 

Incomplete  abortion 

1 

4.3 

Undelivered; 

2 

8.6 

Full  term 

1 

4.3 

Premature 

1 

4.3 

Outcome  unknown 

1 

4.3 

*Number  totals  24  as  one 

patient  had 

twins,  full 

term,  one  liveborn,  one  stillborn. 


Recommendations,  Reference  Committee  No.  4 
The  committee  reviewed  the  report  of  the  Maternal 


TABLE  9a— MATERNAL  DEATHS  BY 
OCCURRENCE  BY  WEEKS  GESTATION 
WITH  RATES,  KENTUCKY  1963 


Deaths 

Rate 

Weeks  Gestation 

31 

4.5 

Under  20 

2 

1,250.0 

20-27 

2 

57.3 

28-3 1 

2 

32.7 

32-35 

3 

21.9 

36 

2 

5.0 

37-39 

1 

1.5 

40  and  over 

13 

2.4 

Unknown 

6 

638.3 

TABLE  10a— MATERNAL  DEATHS  BY 
OCCURRENCE,  BY  PREVENTIVENESS  WITH 


PERCENTAGES,  KENTUCKY,  1963 

Preventiveness 

Number 

Percent 

Total  Deaths 

31 

100.0 

Preventable; 

22 

71.0 

By  attendant 

1 

3.2 

By  hospital 

— 

— 

By  patient 

8 

25.8 

By  attendant  and  patient 

10 

32.3 

By  hospital  and  patient 

3 

9.7 

Unpreventable 

7 

22.6 

Preventiveness  Unknown 

2 

6.4 

TABLE  11a— MATERNAL  DEATHS  BY 

OCCURRENCE,  BY  TYPE  OF  OUTCOME 

WITH  PERCENTAGES,  KENTUCKY,  1963 

Type  of  Outcome 

Number* 

Percent 

Total  deaths 

31 

100.0 

Liveborn; 

17 

54.8 

Full  term 

14 

45.2 

Premature 

3 

9.6 

Stillborn; 

8 

25.8 

Full  term 

4 

12.9 

Permature 

4 

12.9 

Incomplete  abortion 

2 

6.5 

Undelivered: 

4 

12.9 

Full  term 

2 

6.5 

Premature 

2 

6.5 

Outcome  Unknown 

1 

3.2 

♦Number  totals  32  as  one  patient  had 
term,  one  liveborn,  one  stillborn. 

twins  full 

Mortality  Study  Committee.  “Mr.  Speaker,  I move 
the  adoption  of  this  section  of  the  report.”  (The 
motion  was  seconded  and  carried.) 


Perinatal  Mortality  and  Morbidity  Study 
Committee 

Guy  C.  Cunningham,  M.D.,  Ashland,  Chairman 

The  Perinatal  Mortality  and  Morbidity  Study  Com- 
mittee met  this  year  on  March  3.  We  reviewed  our 
report  to  the  1965  House  of  Delegates  and  opened 
discussion  on  the  major  portions  therein. 

A discussion  followed  and  everyone  present  seemed 
to  agree  with  the  action  initiated  by  the  introduction 
of  the  resolution  by  Hollis  Johnson,  M.D.,  of  Jef- 
ferson County,  to  put  the  PKU  screening  program 
on  a voluntary  basis.  (We  would  like  to  call  your 
attention  to  a more  detailed  report  on  PKU  and 
other  inborn  error  of  metabolism  to  appear  later  in 
the  report.) 


The  next  order  of  business  on  the  agenda  was  the 
committee’s  discussion  and  attitude  towards  Prema- 
ture and  Newborn  Training  Centers  in  the  state  of 
Kentucky.  This  as  mentioned  in  the  committee’s  re- 
port for  1965,  was  thought  to  be  a healthy  move 
in  actively  aiding  the  lowering  of  the  Perinatal 
Mortality  and  Morbidity  in  our  commonwealth.  In 
1965,  this  committee  recommended  that  serious  con- 
sideration be  given  to  the  establishment  of  Premature 
and  Newborn  Training  Centers  in  the  state  of  Ken- 
tucky, particularly  those  which  might  be  associated 
with  either  or  both  of  the  two  medical  schools  for 
training  student  nurses. 

At  this  time  we  would  like  to  further  suggest  that 
in  addition  to  training  student  nurses,  if  such  centers 
can  be  established  through  the  cooperation  of  the 
State  Health  Department,  the  KMA,  and  the  two 
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medical  centers  involved,  one  might  also  enlarge  the 
program  to  include  Licensed  Practical  Nurses  or 
Aides  interested  in  this  field  and  also  the  possibility 
of  further  post-graduate  education  along  these  lines 
for  physicians  wishing  to  participate.  This  would 
naturally  be  done  on  a voluntary  basis  and  the  exact 
detailed  arrangements  for  such  centers  would  be  un- 
der the  jurisdiction  of  the  two  medical  schools  of  our 
state  plus  the  Department  of  Maternal  Infant,  Pre- 
school Services  of  the  Department  of  Health. 

Doctor  Robert  Bergie,  who  is  in  charge  of  the 
Premature  Newborn  Nurseries  at  the  University  of 
Kentucky,  spoke  in  favor  of  this  type  of  training 
but  that  the  details  would  have  to  be  worked  out  in 
conjunction  with  both  the  Medical  School  at  the 
University  of  Louisville  and  also,  with  Doctor 
Judith  Hood  of  the  Department  of  Health  of  the 
State  of  Kentucky.  Doctor  Hood  was  present  at  the 
meeting,  and  stated  that  her  Department  of  Maternal 
Infant,  and  Preschool  Services  was  still  very  much 
interested  in  the  possibility  of  Premature  and  New- 
born Training  Centers  in  the  state  and  would  im- 
plement the  action  of  this  committee  in  any  way  that 
she  possibly  could.  We  would  therefore  like  to  recom- 
mend that  this  committee  go  on  record  as  being  in 
favor  of  continued  efforts  to  establish  Postgraduate 
Training  in  Premature  and  Newborns  for  the  nursing 
personnel  and  interested  physicians. 

The  next  order  of  business  was  a brief  summary 
and  discussion  of  reducing  Infant  Mortality.  This 
discussion  was  by  the  chairman.  Doctor  Cunning- 
ham, who  patterned  his  remarks  along  the  lines  of 
the  suggested  approaches  of  reducing  Infant  Mortali- 
ty by  the  committee  on  Maternal  and  Child  Care 
of  the  American  Medical  Association.  Following  is 
a brief  review  of  these  remarks;  see  ATTACHMENT 
A. 

The  committee  recommended  that  insofar  as  pos- 
sible, we  try  to  follow  these  primary  and  secondary 
preventive  measures. 

The  next  order  of  business  was  a presentation  by 
one  of  our  invited  guests.  Doctor  C.  Charlton  Mabry, 
Assistant  Professor  of  Pediatrics  at  the  University  of 
Kentucky,  on  “Detection  of  Treatable  Neurometabolic 
Disorders  in  the  Neonate”  with  a few  comments  by 
the  author.  The  following  is  a resume  of  Doctor 
Mabry’s  presentation  to  the  committee;  see  AT- 
TACHMENT B. 

The  committee  felt  that  this  report  by  Doctor 
Mabry  was  very  enlightening  and  helped  to  point 
out  the  progress  and  the  needs  for  mass  screening 
for  hereditary  metabolic  diseases. 

The  chairman  of  the  committee.  Doctor  Cunning- 
ham, noted  in  closing  remarks  on  Metabolic  Dis- 
orders that  at  the  present  time  screening  newborns 
for  hereditary  metabolic  diseases  could  best  be 
summed  up  along  the  lines  published  by  Charles  R. 
Scriver,  M.D.,  in  the  Pediatric  Clinics  of  North 
America,  when  he  said,  “progress  in  medical  care 
has  brought  mass  screening  for  hereditary  metabolic 
disease  in  the  neonatal  period  to  a position  of 
prominence.  Screening  programs  of  today  are  pro- 
viding diagnostic  services,  as  well  as  revealing  deficits 
in  our  knowledge  of  this  group  disease.  Because  the 
techniques  for  screening  and  the  designs  of  the  ap- 
plication to  the  population  are  improving  and  chang- 
ing steadily,  it  is  not  advisable  to  designate  any  one 
technique  as  the  ‘best’  screening  method  at  present. 
For  this  reason,  encouragement  of  mass  screening 
should  be  liberal  and  foresighted.  Careful  review  of 
the  limits  of  the  screening  methods,  and  the  limits 
of  our  knowledge  of  hereditable  metabolic  disease 
should  direct  our  decisions  on  who  should  be  screened 
and  when  and  how  this  is  to  be  accomplished.  There 
may  be  need  for  a complex  structure  within  the 
community  to  meet  all  the  needs  of  an  adequate 
screening  program.  In  addition  to  the  laboratory  fa- 
cilities and  the  personnel  required  for  the  screening 
procedure  itself,  there  should  be  supplementary  and 
specific  laboratory  facilities  to  confirm  the  diagno- 


sis. There  should  also  be  facilities  to  insure  con- 
tinuing medical  care  of  the  patient  once  identified. 
Assurance  should  be  sought  from  industry  that  the 
complex  modification  of  environment  which  may  be 
required  to  counteract  the  effects  of  genetic  mutation 
will  be  available  to  the  medical  consumer.” 

ATTACHMENT  A 
The  AMA’s  Committee  on  Maternal  and  Child 
Care  analyzed  some  common  interpretations  of  in- 
fant mortality  rates  as  they  relate  to  health  levels. 
The  report  concluded  that  comparing  mortality  sta- 
tistics among  nations  with  varying  types  of  popu- 
lations is  not  a reliable  procedure.  They  indicated, 
however,  that  these  crude  rates  are  useful  for  de- 
termining trends  within  specific  geographic  and  cul- 
tural boundaries. 

As  the  infant  mortality  rate  gradually  began  to 
level  off  in  the  1950’s  greater  emphasis  was  directed 
against  the  loss  of  infant  life  during  late  pregnancy 
(fetal  mortality)  and  during  the  first  week  of  life 
(early  neonatal  mortality).  For  more  accurate  analy- 
sis, deaths  during  these  two  periods  were  combined 
and  termed  “perinatal  mortality.” 

The  AMA  Committee  on  Maternal  and  Child  Care 
believes  infant  mortality  can  be  significantly  reduced, 
especially  that  of  the  perinatal  period  by  the  total 
application  of  present  obstetrical  and  pediatric  knowl- 
edge and  methodology. 

A brief  discussion  followed  in  regards  to  the  fol- 
lowing; 

I.  Social  Factors  in  Obstetrics 

II.  Sociobiological  Interrelationships 

III.  Illegitimacy 

IV.  Socioeconomic  Status 

V.  Age-Parity  Patterns 

VI.  Maternal  Health  Factors 

VII.  Prenatal  Care  Influences 
S.  H.  Clifford  (New  England  J.  of  Med.  1964) 
concludes  that  “the  separation  of  the  relatively  few 
high-risk  pregnancies  from  the  mass  of  normal 
pregnancies  for  special  and  intensive  study  and  care, 
including  hospitalization,  may  prove  to  be  a success- 
ful method  of  significantly  lowering  perinatal  mor- 
tality and  morbidity  below  the  present  frozen  level. 
High-risk  babies  have  high-risk  mothers  is  another 
way  of  looking  at  the  problem.  Evidence  which  now 
is  accumulating  seems  to  indicate  a definite  correla- 
tion between  certain  maternal  conditions  and  in- 
creased infant  mortality. 

FACTORS  CORRELATING  WITH  HIGH  RISK 
MOTHERS  AND  INFANTS 

I.  Family  History  and  Background 

II.  Medical  History  of  Mother 

III.  Previous  Obstetrical  History  of  Mother 

IV.  Present  Pregnancy 

V.  Labor  and  Delivery 

VI.  Placenta 

VII.  Neonatal 

I.  FAMILY  HISTORY  AND  BACKGROUND 
Presence  of  Mutant  Genes 
Central  Nervous  System  Disorders 
Previous  Defective  Siblings 
Parental  Consanguinity 
Intrafamilial  Emotional  Disorders 
Low  Socioeconomic  Status 
Allergy 

II.  MEDICAL  HISTORY  OF  MOTHER 
Diabetes 
Hypertension 

Cardiovascular  or  Renal  Disease 
Thyroid  Disease 

Idiopathic  Thrombocytopenic  Purpura 

Menstrual  History 

Radiation 

Short  Stature 

Nutritional  Deficiencies 

Work  History  (Manual  Labor) 

Smoking  Habits 


entucky  Medical  Association  • December  1966 


1155 


III.  PREVIOUS  OBSTETRICAL  HISTORY  OF 
MOTHER 

Miscarriage  Preceding  Current  Pregnancy 
Previous  Neonatal  Loss 
Prolonged  Infertility 
Size  of  Infants 

Toxemia  in  Previous  Pregnancy 
High  Parity 

Excessive  Weight  Gains 

IV.  PRESENT  PREGNANCY 
Maternal  Age  (18  or)  38 
Multiple  Births 
Illegitimate  Pregnancy 
Medications 
Radiation 

Fetal-Maternal  Blood  Group  Incompatibility 
Absence  of  Prenatal  Care 

Viral  Diseases,  including  Rubella,  in  First  Tri- 
mester 

Polyhydramnios 

Pyelonephritis 

Oligohydramnios 

Diabetes 

Toxemia 

V.  LABOR  AND  DELIVERY 
Prematurity 

Postmaturity-Dysmaturity 
Precipitate  or  Prolonged 
Breech  or  Cesarean  Delivery 
Anesthesia  (Prolonged) 

Low  Apgar  Score — 5 minutes 

VI.  PLACENTA 

Massive  Infarction 
Amnion  Nodosum 
Placentitis 

VII.  NEONATAL 
Prematurity 

Umbilical  Artery  Aplasia 
Jaundice  (Billirubin  Level) 

Severe  Dehydration  Hyperosmolarity  and  Hy- 
pernatremia 
Head  Size 
Infection 
Hypoxia 
Convulsions 

Failure  to  Regain  Birth  Weight  by  Ten  Days 
Manifest  Congenital  Defects 
Disproportion  Between  Weight  or  Length  and 
Gestational  Age 

Survival  Following  Meningitides 

Encephalopathies  and  Traumatic 
Intracranial  Episodes 

PRIMARY  PREVENTION 
Deaths  during  the  neonatal  period  now  constitute 
close  to  75  percent  of  all  infant  deaths.  The  four 
main  complications  are: 

1.  Prematurity 

2.  Congenital  malformations 

3.  Anoxia 

4.  Birth  trauma 

These  complications  account  for  90  percent  or  more 
of  these  deaths. 

IMPROVING  PRENATAL  CARE 
GENERAL  RECOMMENDATIONS 
Any  inquiry  into  the  complex  diversified  prob- 
lems involved  in  reducing  perinatal  mortality  requires 
many  approaches.  Extensive  investigation  and  ex- 
perimentation is  necessary  before  a major  improve- 
ment is  possible.  However,  until  new  preventive 
measures  are  developed,  a gradual  reduction  in  infant 
mortality  is  a practical  goal.  A continuous  decline  in 
perinatal  deaths  can  be  accomplished  if  present 
knowledge  and  accepted  techniques  are  widely  ap- 
plied. 

The  AMA  Committee  on  Maternal  and  Child 
Care  therefore  suggests  that  the  following  general 
recommendations  be  instituted  whenever  applicable. 
FOR  PRIMARY  PREVENTION 

I .  Improve  methods  of  early  identification  of 
“high-risk”  mothers. 


2.  Identify  all  “high-risk”  newborns  by  means  of 
Apgar  ratings  and  other  techniques. 

3.  Improve  infant  resuscitation  techniques. 

4.  Reduce  infections  in  newborns  by  known 
methods. 

5.  Extend  the  present  “know  how”  on  the  care  of 
prematures. 

6.  Evaluate  present  prenatal-care  facilities  and 
practices  at  the  local  level  and  institute  re- 
medial measures  wherever  necessary. 

7.  Promote  participation  in  prenatal  and  expect- 
ant-parent classes  and  prenatal  clinics. 

8.  Use  caution  in  prescribing  diagnostic  x-ray 
procedures  and  drugs  for  potential  mothers. 

9.  Discuss  contraception  and  family  planning 
practices  routinely  with  patients  in  mutually 
acceptable  terms. 

10.  Extend  postgraduate  education  programs  in 
obstetrics  and  pediatrics. 

FOR  SECONDARY  PREVENTION 

1.  Promote  the  organization  of  perinatal  mortali- 
ty study  committees  in  all  hospitals  and  com- 
munities. 

2.  Calculate  annual  premature,  infant,  fetal,  peri- 
natal, neonatal,  and  postneonatal  rates  at  all 
levels  of  investigations. 

3.  Compare  the  rates  with  other  local,  state,  and 
hospital  committees. 

4.  Investigate  all  infant  deaths  at  the  local  level 
to  determine  preventability  factors. 

5.  Implement  any  needed  corrective  measures 
after  the  analysis  and  evaluation  is  accom- 
plished. 

6.  Match  and  evaluate  the  neonatal-death  and 
birth-certificate  data. 

7.  Analyze  all  fetal-death  certificates. 

8.  Evaluate  the  local  hospital  and  prenatal-care 
services  according  to  the  standards  recom- 
mended by  the  American  College  of  Obste- 
tricians and  Gynecologists  and  the  American 
Academy  of  Pediatrics. 

9.  Encourage  organized  research  projects  and 
contribute  self-initiated  research  to  the  litera- 
ture. 

ATTACHMENT  B. 
PORTION  OF  MINUTES  OF  THE  PERINATAL 
MORTALITY  COMMITTEE  MEETING  OF  THE 
KENTUCKY  MEDICAL  ASSOCIATION. 

MARCH  3,  1966 

At  the  outset,  1 would  like  for  it  to  be  clear  that 
I have  no  rigid  feelings  as  to  whether  or  not  a so- 
called  PKU  testing  law  should  be  passed  in  Ken- 
tucky at  this  time.  The  fact  that  the  law  has  already 
passed  the  house  (Kentucky  Lower  House  82-2)  and 
is  pending  in  the  Senate  makes  the  whole  problem 
of  screening  for  inborn  errors  of  metabolism  perti- 
nent at  this  time.  There  are,  of  course,  good  reasons 
why  the  detection  of  the  newly  born  phenylketonuric 
individual  is  important.  If  he  is  treated  from  earliest 
infancy  he  will  be  normal  or  near  normal,  and  the 
law  on  testing  all  infants  for  this  disease  then  could 
be  justified  for  humane  reasons.  The  second  reason 
is  that  if  left  untreated  these  infants  almost  always 
are  severely  defective  with  IQ’s  of  10-30.  They  be- 
come totally  dependent  on  others  for  their  care  and. 
in  many  instances,  become  virtual  “vegetables”.  A 
quick  estimate  of  what  a patient  with  this  disease, 
who  is  institutionalized  at  Frankfort  State  Hospital 
and  School,  would  cost  the  state  can  be  made  by 
dividing  the  total  operating  costs  of  the  Frankfort 
State  Hospital  and  School  per  year  by  the  number 
of  patients;  this  gives  a figure  of  about  $1900  per 
patient  per  year.  So.  if  the  patient  were  institution- 
lized  there  at  age  6 and  survived  for  25-30  years, 
which  is  par  for  a patient  with  this  disease,  then 
each  case  in  Kentucky  undoubtedly  would  cost  us  at 
least  $50,000.  When  you  consider  that  there  are 
70,000  births  per  year  in  Kentucky,  or  about  5,800 
per  month,  then  there  .should  be  seven  of  these 
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babies  (incidence  is  1/10,000  births)  born  in  Ken- 
tucky each  year.  It  is  estimated  that  successful  early 
detection  and  adequate  care  of  one  patient  would 
amortize  the  investment  of  mass  screening  for  PKU 
— if  it  were  done  efficiently  and  at  a central  location. 

Now,  I would  like  to  give  an  overview  of  the 
problems  and  possibilities  for  the  early  detection  of 
other  neuro-metabolic  disorders.  Of  the  70,000 
babies  born  in  Kentucky  each  year  about  3 percent 
(or  2,100)  will  be  moderately  to  severely  retarded 
and  dependent  upon  others  for  their  support  and 
care.  Of  this  2,100  it  is  estimated  that  at  least  a 
quarter  to  one-third  are  due  to  hereditary  disorders 
— mostly,  the  so-called  inborn  errors  of  metabolism, 
the  following  (Table  1 ) is  a list  of  inborn  errors  of 
metabolism  associated  with  mental  subnormality  and 
neurologic  deficits: 


TABLE  1 

INBORN  ERRORS  OF  METABOLISM  ASSO- 
CIATED WITH  MENTAL  SUBNORMALITY 

I.  Disorders  of  Protein  or  Amino  Acid  Metabolism 
Albinism 

Argininosuccinic  Aciduria  (Allan-Dent  Di- 
sease) 

Citrullinuria 

Cystathioninuria 

Familial  Hyperprolinemia 

Hartnup  Syndrome 

Histidinemia 

Honocystinuria 

Hydroxprolinemia 

Hyperglycinemia 

Joseph’s  Syndrome 

Maple  Syrup  Urine  Disease 

Methioninemia 

Oast-House  Disease 

Phenylketonuria 

Sex-Linked  Microcephaly  and  Spastic  Diplegia 
Uraciluria 

II.  Disorders  of  Carbohydrate  Metabolism 
Fructose  Intolerance  (Fructosemia) 

Galactosemia 

Leucine-Induced  Idiopathic  Hypoglycemia 

Morquio  Ullrich’s  Disease 

Sucrosuria 

III.  Disorders  of  Lipid  Metabolism 

Familial  Amaurotic  Idiocies 

a.  Infantile  form — Tay  Sachs  Disease 

b.  Late  Infantile  form — Bielschowsky’s  Disease 

c.  Juvenile  form — Spielmeyer-Vogt’s  Disease 
( Batten-Mayou  Disease) 

d.  Adult  form — Kuf’s  Disease 
Gargoylism 

Gaucher’s  Disease 

Hereditary  Dystopic  Lipidosis  (angiokeratoma 
corporis  diffusum  universale) 

Leukodystrophies 

a.  Familial  Infantile  Metachromatic  Leukoence- 
phalopathy 

b.  Krabbe’s  Disease  (Globoid  Cell  Leukody- 
strophy) 

c.  Leukodystrophy  with  Rosenthal  Fiber  Forma- 
tion 

d.  Sulfatide  Lipidosis  (Scholz-Greenfield  Di- 
sease ) 

Neimann-Pick  Disease 

IV.  Disorder  in  Trace  Metals  Metabolism 
Huntington’s  Chorea 

This,  of  course,  is  a long  list  of  disorders  and  the 
central  defect  is  now  known  in  many.  There  is 
treatment  for  only  a few,  so  we  should  focus  our 
attention  and  efforts  on  detection  in  the  neonate  of 
those  neuro-metabolic  disorders  for  which  we  have 
some  form  of  treatment  and  on  those  in  which 
detection,  using  micro  amounts  of  biologic  fluid,  can 
be  made.  Table  2 lists  eleven  of  these  disorders 
which  could  be  detected  if  blood  (or  urine)  was  ob- 
tained at  the  time  of  discharge  from  the  hospital 


nursery  and  again  at  the  first  well  baby  check-up. 
(Table  2). 


TABLE  2 

INBORN  ERRORS  OF  METABOLISM 
DETECTABLE  BY  AUTOMATION 


4 days 


Disease 

Fluid 

Substance 

1.  PKU 

Blood  or 

Phenylalanine  or 

Urine 

Phenylketones 

2.  Galactosemia 

Blood  & 

Galactose  & 

Urine 

Enzyme  Deficiency 

3.  Hypoglycemia 

Blood 

Glucose 

4.  Histidinemia 

Blood 

Histidine 

5.  Tyrosinosis 

Blood 

Tyrosine 

6.  Hyperglycinemia 

Blood 

Glycine 

7.  Maple  Syrup 

Blood  & 

Blood  - valine. 

Urine  Disease 

Urine 

leucine,  isoleucine 
Urine  - ketocids 

8.  Homocystinuria 

Urine 

Homocystine 

9.  Cretinism 

Blood 

PBI 

3-6  weeks 

Disease 

Fluid 

Substance 

1. 

PKU 

Blood  or 

Phenylalanine  or 

Urine 

Phenylketones 

2. 

Galactosemia 

Blood  & 

Galactose  & 

Urine 

Enzyme  Deficiency 

3. 

Hypoglycemia 

Blood 

Glucose 

4. 

Histidinemia 

Blood  & 

Histidine  & 

Urine 

Indole 

5. 

Tyrosinosis 

Blood  & 
Urine 

Tyrosine 

6. 

Hyperglycinemia 

Blood 

Glycine 

7. 

Maple  Syrup 

Blood  & 

Blood  - valine. 

Urine  Disease 

Urine 

Leucine,  isoleucine 
Urine  - ketoacids 

8. 

Homocystinuria 

Urine 

Homocystine 

9. 

Wilson’s 

Blood 

Ceruloplasmin 

Next  let  us  consider  the  technical  aspects  of  de- 
tection. Our  largest  experience  with  mass  screening 
for  an  inborn  error  of  metabolism  has  been  with 
phenylketonuria  and  the  first  successful  mass  screen- 
ing took  place  in  Massachusetts  from  July  1962  to 
July  1963  and  of  the  400,000  babies  born  in  Mas- 
sachusetts that  year  there  were  about  20  instances  of 
phenylketonuria  that  were  detected. 

The  test  used  in  that  program  was  the  Guthrie 
Inhibition  Assay,  a bacteriologic  assay  which  gives 
you  a positive  result  if  the  blood  phenylalanine  is 
greater  than  4 mg  %.  The  Guthrie  inhibition  Assay 
has  been  used  by  almost  all  laboratories  for  mass 
screening  since  that  time;  however,  just  this  past 
year,  the  flurometric  method  of  McCann  and  Robins 
for  measurement  of  blood  phenylalanine  has  been 
automated.  The  method  of  automation  is  continuous 
flow  wet  chemistry  and  was  developed  by  Doctors 
John  Hill  and  George  Sumner  at  Chapel  Hill,  North 
Carolina.  Importantly,  this  method  gives  you  quanti- 
tative measurement  and  the  specimen  test  rate  can 
be  as  rapid  as  60/hr.  At  present,  this  is  the  method 
that  is  being  used  by  the  State  Health  Department 
in  Raleigh,  North  Carolina,  and  in  North  Carolina 
they  have  about  100,000  babies  born  each  year.  I 
feel  sure  that  other  laboratories  will  begin  to  use 
the  automated  chemical  method  rather  than  the 
Guthrie  Bacteriologic  Assay  method  because  it  will 
be:  1.  quantitative,  2.  relatively  trouble  free  for 

laboratory  personnel,  3.  cheaper,  and  4.  the  same 
equipment  can  be  used  to  test  blood  for  other  in- 
born errors  for  metabolism.  Some  tests  are  imminent 
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at  this  time.  The  cost  for  this  and  the  Guthrie  test- 
ing are  in  the  order  of  .06  to  1 cent  per  test; 
the  over-all  administration  and  overhead  costs  of 
secretarial  work,  technicians,  laboratory  space,  etc., 
is  in  the  order  of  50  cents  per  test.  All  of  these 
tests  will  be  handled  if  the  specimens  are  collected 
on  filter  paper  (the  simplest  way  a specimen  can 
be  collected)  and  mailed  to  a central  laboratory 
where  there  is  continuing  testing  experience. 

The  next  phase  of  mass  screening  is  concerned 
with  reporting  and,  like  that  of  the  actual  performance 
of  the  test,  I feel  this  portion  of  the  testing  cycle 
should  be  automated.  This  could  be  done  by  pre- 
paring IBM  cards  with  individual  patient’s  names, 
referring  doctor  and  the  county  of  origin;  the  data 
would  be  stored  in  a computer,  re-assembled  weekly, 
and  reported  to  computer  feedouts  in  every  county 
health  department  once  weekly.  This  would  lower 
overhead  costs.  The  computer  techniques  used  would 
be  those  that  are  to  be  used  in  our  Central  Clinical 
Laboratory  here  in  University  Hospital  beginning  in 
early  1967.  The  experience  in  most  states  that  al- 
ready are  performing  mass  screening  is  that  the 
false  positives  to  true  positives  ratio  is  about  10-1; 
thus,  there  should  be  satisfactory  follow-up  resources 
for  the  doctor  in  case  he  has  a baby  who  has  a blood 
phenylalanine  concentration  greater  than  4 mg  %.  To 
date,  the  few  cases  that  have  originated  from  our 
voluntary  testing  program  have  been  referred  to 
either  Doctor  B.  Andrews  at  the  Louisville  Chil- 
dren’s Hospital  or  to  me  here  at  University  Hospital. 
These  cases  have  been  evaluated  very  quickly.  In  all 
instances  to  date,  these  have  come  from  premature 
babies  with  immature  livers  who  had  blood  levels  of 
phenylalanine  in  the  order  of  4 to  10  mg  %;  this  is 
a normal  phenomena  for  the  low  birth  weight  infant 
with  an  immature  liver.  Our  working  criteria  for 
confirmation  of  the  diagnosis  of  phenylketonuria  in 
the  newborn  are  as  follows: 

1.  A blood  phenylalanine  greater  than  5 mg  7r 

2.  A blood  tyrosine  less  than  5 mg  % 

3.  A urine  phenylalanine  greater  than  100  micro- 
grams/ml of  urine 

4.  Orthohydroxyphenylacetic  acid  greater  than 
10  micrograms/ml  of  urine 

Additional  clinical  criteria  are  informally  applied. 
These  seem  to  be  the  criterias  that  others  are  using 
in  other  states. 

In  summary,  I would  like  to  say  that  detection  of 
treatable  hereditary  diseases  is  going  to  come,  and 
the  methods  for  doing  this  are  already  available 
or  imminent  within  the  next  five  years.  Some  would 
complain  that  this  is  unequal  progress  and  that 
similar  amounts  of  money  and  effort  ought  to  be 
invested  for  less  rare  disorders.  I would  like  to  point 
out,  though,  that  even  though  all  of  these  diseases 
are  rare  and  that  the  incidence  may  range  from  1 
in  500  to  1 in  40,000,  in  the  aggregate  they  con- 
stitute a significant  portion  of  morbidity  and  mor- 
tality both  for  children  and  adults. 

I don’t  see  that  the  testing  necessarily  has  to  have 
the  “bite  of  the  law”,  and,  undoubtedly,  should  there 
be  a law  it  cannot  be  implemented  unless  there  is  a 
great  deal  of  continuing  education  concerning  this 
burgeoning  phase  of  medicine.  I do  feel  though  that 
it  is  mandatory,  both  for  quality  control  and  for 
financial  reasons,  that  the  testing  be  limited  to  one 
or  only  a few  laboratories.  Follow-up  resources  for 
presumptive  cases  should  be  continuously  available  to 
all  physicians  in  the  state. 


Recommendations,  Reference  Committee  No.  4 

The  committee  reviewed  the  report  of  the  Peri- 
natal Mortality  and  Morbidity  Study  Committee. 
“Mr.  Speaker.  I move  the  adoption  of  this  section 
of  the  report.”  (Motion  seconded;  carried.) 


Physical  Medicine  and  Rehabilitation  Committee 

William  K.  Massic,  Jr.,  M.D.,  Lexington,  Chairman 

This  committee  met  on  February  10,  1966,  to 
outline  the  objectives  and  to  review  the  recommen- 
dations of  the  previous  year.  On  June  2,  1966,  it 
had  its  final  meeting.  The  objectives  of  the  committee 
for  1965-1966  are  listed  and  discussed  below. 

1.  Proposed  alteration  of  the  Workmen’s  Compen- 
sation Law.  The  objective  of  the  present  law  is  to 
provide  remuneration  for  on-the-job  injury  and  re- 
sulting disability.  The  responsibility  for  rehabilita- 
tion, retraining,  and  replacement  is  not  an  integral 
part  of  the  law.  Disability  is  determined  more  by 
the  effect  of  the  injury  on  job  performance  than  on 
physical  impairment.  Hence,  a worker  unable  to  re- 
turn to  a previous  specific  occupation  may  be  de- 
termined permanently  and  totally  disable  for  any 
occupation.  PL  89-97,  Section  303,  provides  social 
security  remuneration  for  an  employee  already  re- 
ceiving workmen’s  compensation  payments  but  forced 
by  disability  to  remain  out  of  work  for  twelve  con- 
secutive months.  Such  dual  compensation  may  supply 
an  insurmountable  barrier  to  rehabilitation  and  re- 
employment. The  committee,  therefore,  initiated  and 
supported  a proposed  rehabilitation  amendment,  pro- 
vided by  KMA  Legal  Counsel  at  the  request  of  the 
Legislative  Council,  to  be  presented  to  the  1966  Ken- 
tucky Legislature.  After  copies  had  been  presented  to 
the  Commissioner  of  Labor,  President  of  the  Coal 
Operators  Association,  and  the  Committee  of  In- 
surance Adjustors,  it  seemed  the  consensus  that  pres- 
entation to  the  1966  Legislature  without  more  prepa- 
ration would  meet  with  failure.  Plans  were,  therefore, 
made  to  hold  a conference  in  the  fall  of  1966  at 
which  specific  steps  would  be  outlined  for  the  prepa- 
ration and  presentation  of  another  amendment  at  the 
next  Legislature. 

2.  Report  of  the  Sub-Committee  on  Disability  and 
Physical  Impairment.  It  is  mandatory  if  disability 
evaluations  are  to  be  based  primarily  on  physical  im- 
pairment rather  than  job  capability  as  discussed 
above,  that  some  yardstick  for  this  rating  which 
would  utilize  the  many  variables  inherent  in  such  a 
rating  and  be  acceptable  to  the  rating  physicians 
throughout  the  commonwealth  and  amendable  to 
close  agreement  among  physicians  presented  with  a 
given  patient  should  be  available.  This  sub-committee 
has  formulated  procedure  of  action  with  this  ob- 
jective in  mind,  in  consultation  with  computer  ex- 
perts at  Spindletop  Research,  as  follows: 

1.  A sample  (simple)  impaired  patient  will  be 
subjected  to  examination. 

2.  Finding:  (a)  physical  impairment,  (b)  effect 
on  efficiency  in  each  job  within  patient’s  capa- 
bility, (c)  effect  under  all  weather  conditions, 
(d)  effect  of  socio-economic  factors,  (e)  effect 
of  age,  (f)  effect  of  educational  status. 

Each  will  be  subjected  to  analysis  by  a specialist 

in  this  field. 

3.  All  findings  will  be  programmed  and  fed  to  a 
computer. 

4.  The  computer  ratings  will  then  be  compared  to 
ratings  provided  by  a panel  of  examining  M.D.’s 
not  previously  informed  as  to  the  study. 

5.  The  results  will  be  formulated  in  a paper  to  be 
presented  at  national  meetings,  i.e.,  American 
Academy  of  Orthopaedic  Surgery. 

6.  A committee  on  a national  scale  could  enlist 
men  with  specialized  interests  and  training  to 
outline  a program  for  only  small  areas  which 
when  assembled  and  computerized  could  serve 
as  basis  for  disability  ratings  nationally.  This  is 
now  in  the  planning  stage. 

3.  A simple  directory  of  available  rehabilitation 
facilities  within  the  state  is  being  edited  for  publica- 
tion in  the  KMA  Journal. 

In  summary,  the  committee  would  like  to  re- 
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SQUIBB  NOTES  ON  THERAPY 


“‘Tranquilizer’  is  not  a good  word’” 


This  classification  is  psychologi- 
cally too  seductive,  pharmaco- 
logically too  unspecific,  and  in 
terms  of  results  not  infrequently 
untrue."^ 

What  is  a tranquilizer?  According 
to  the  24th  Edition  of  Dorland's 
Medical  Dictionary^  a tranquilizer 
is  “an  agent  which  acts  on  the 
emotional  state,  quieting  or  calm- 
ing the  patient  without  affecting 
clarity  of  consciousness.” 

Defining  a drug  by  its  effects,  how- 
ever, can  be  misleading.  The  same 
effects  by  which  the  dictionary 
defines  a tranquilizer  have  some- 
times been  seen  after  administra- 
tion of  a sedative  — or,  for  that 
matter,  a placebo. 

Ambiguous  though  the  term  may 
be,  it  appears  to  be  here  to  stay. 
The  1966  edition  of  the  Physicians' 
Desk  Reference''  lists  42  tranquil- 
izers indicated  for  treatment  of 
anxiety  and  apprehensive  states. 

'Tranquilizers'  have  differences  in 
action,  differences  in  effect 

Although  all  tranquilizers  are  in- 
tended to  calm  anxious  patients 
there  are  differences  in  their 
actions  — and  in  their  effects.  They 
have  been  divided  into  three  cate- 
gories — the  rauwolfia  group,  the 
'minor'  tranquilizers,  and  the  phe- 
nothiazines.^ 

Although  the  tranquilizing  effect 
of  rauwolfia  has  been  known  for 
centuries,  its  use  as  an  antipsy- 
chotic agent  in  current  practice 
has  diminished. ' 

A 'minor'  tranquilizer  is  often  pre- 
scribed to  achieve  more  than  one 
effect.  Thus,  besides  being  tran- 
quilizers some  of  these  com- 
pounds may  be  muscle  relaxants, 
antihistaminics  with  some  calming 
action,  anticholinergic  sedatives, 
or  antispasmodics.* 

The  phenothiazines  areconsidered 
'major'  tranquilizers  because  they 
alter  psychotic  behavior.'  This  clas- 
sification may  have  done  them 
more  harm  than  good  because  it 
implies  that  the  phenothiazines 
should  be  reserved  for  the  more 


severely  disturbed.  This  is  not  nec- 
essarily true. 

The  phenothiazines  — and  the 
problem  of  sedation 

One  of  the  problems  of  prescrib- 
ing phenothiazines  for  ambulatory 
patients  has  been  the  fear  that  ex- 
cessive sedation  will  impair  the 
patient's  ability  to  function.  This, 
however,  is  less  of  a problem  with 
some  of  the  phenothiazines. 
"Clinically  they  may  be  differenti- 
ated primarily  in  terms  of  their 
potency  and  the  extent  of  their 
sedative  effect,  which  appear  to  be 
inversely  proportional.  That  is,  the 
least  potent,  the  one  which  is  used 
in  highest  dosage,  chlorpromazine, 
is  the  most  sedative,  while  the  re- 
verse holds  trueforfluphenazine."'’ 
In  a recent  report  on  various  stud- 
ies conducted  over  several  years 
evaluating  360  patients  treated  for 
anxiety  and  stress  with  seven  phe- 
nothiazines, this  inverse  relation- 
ship of  potency  to  sedation  was 
confirmed.'  Also  under  considera- 
tion was  the  degree  to  which  the 
particular  phenothiazines  neutral- 
ized anxiety  (the  angolytic  index). 
Interestingly  enough  there  was, 
again,  an  inverse  relationship.  The 
most  sedative  of  the  phenothia- 
zines appeared  to  be  the  least 
active  in  neutralizing  anxiety.  Flu- 


Contraindkations;  Do  not  use  with  high  doses  of 
hypnotics  or  in  patients  with  subcortical  brain 
damage.  Use  with  caution  in  patients  with  a his- 
tory of  convulsive  disorders.  Severe  reactions  may 
occur  in  patients  with  idiosyncrasy  to  other  cen- 
trally-acting drugs,  and  severe  hypotension  may 
occur  in  patients  with  special  medical  disorders, 
e.g.  mitral  insufficiency  and  pheochromocytoma. 
Precautions:  Effects  of  atropine,  anesthetics  and 
C.N.S.  depressants  may  be  potentiated.  Hypoten- 
sion may  occur  in  patients  undergoing  surgery.  Do 
not  use  epinephrine  for  treatment  of  the  hypo- 
tensive reactions  which  may  appear  in  patients  on 
phenothiazine  therapy. 

Side  Effects:  Extrapyramidal  reactions,  allergic  skin 
reactions,  the  possibility  of  anaphylaxis,  drowsi- 
ness, visual  blurring,  dizziness,  insomnia,  nausea, 
anorexia,  salivation,  edema,  perspiration,  dry 


phenazine,  one  of  the  least  seda- 
tive, on  the  other  hand,  was  found 
to  be  most  effective  in  relieving 
anxiety.' 


RELATIVE  SEDATIVE  AND 
ANGOLYTIC  INDICES  OF 
PRINCIPAL  PHENOTHIAZINES* 

BASED  ON 


SEDATIVE  ANGOLYTIC  STANDARD 


DRUG 

INDEX 

INDEX 

DOSE  OF 

Chlorpromazine 

100 

15 

25  mgs. 

Triflupromazine 

100 

15 

25  mgs. 

Thioridazine 

90 

17 

25  mgs. 

Perphenazine 

15 

25 

4 mgs. 

Carphenazine 

25 

25 

25  mgs. 

Trifluoperazine 

3.3 

95 

2.0  mgs. 

Fluphenazine 

3.5 

100 

2.5  mgs. 

*adapted  from  Sainz' 


Prolixin  is  therapeutically  effective 
without  excessive  sedation 

When  used  as  a 'tranquilizer'  in 
general  medical  practice,  in  many 
patients  Prolixin  (Squibb  Fluphe- 
nazine  Hydrochloride)  suppresses 
anxiety,  but  not  normal  activity. 
These  two  features  are  of  particu- 
lar importance  to  patients  who 
must  be  able  to  live  and  work  with- 
out their  normal  daily  activities 
being  restricted. 

Because  of  its  longer  duration  of 
action.  Prolixin,  in  doses  of  as  little 
as  one  to  three  milligrams  in  adults, 
generally  taken  once  a day,  is  ef- 
fective in  maintaining  many  pa- 
tients free  of  their  symptoms  of 
anxiety  and  tension. 


mouth,  abnormal  lactation,  polyuria,  hypotension, 
and  jaundice  and  biliary  stasis  may  occur.  Routine 
blood  counts  are  recommended  to  determine  pos- 
sible blood  dyscrasias;  if  symptoms  of  upper  res- 
piratory infection  occur,  discontinue  drug  and 
institute  appropriate  therapy. 

Available:  1 mg.  tablets.  Bottles  of  50  and  500. 

For  full  prescribing  information, see  package  insert. 

References:  1.  Simpson,  G.M.:  Postgrad.  Med. 
39:557,  1966.  2.  Freyhan,  F.A.:  Am.  |.  Psychiat. 
115:577,  1959.  3.  Dorland's  Illustrated  Medical  Dic- 
tionary, ed.  24,  Philadelphia,  W.  B.  Saunders  Co,, 
1965,  p.  1603.  4.  Physicians'  Desk  Reference,  1966, 
Oradell,  N.J.,  1965,  p.  310.  5.  Cohen,  S.:  Northwest 
Med.:  65:197,  1966.  6.  Detre,  T.,  and  Jarecki,  H.: 
Connecticut  Med.  25:553,  1961.  7.  Sainz,  A.:  Psy- 
chosomatics  5:167,  1964. 


PROLIXIN 

SQUIBB  FLUPHENAZINE  HYDROCHLORIDE 


Priceless  Ingredient’  of  every  product 
is  the  honor  and  integrity  o' i.s  maker. 


block 

end 

runs 


LOMOTIL 


Each  tablet  and  each  5 cc.  of  liquid  contains: 

diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate  0.025  mg. 


tablets/ liquid 


tackles  the  problem 
of  diarrhea  directly 


Effectiveness — Physiologic  evidence  indicates  that  Lomotil  acts 
directly  on  the  smooth  muscle  of  the  bowel  to  lower  motility  and 
control  diarrhea.  This  action  is  unsurpassed  in  promptness  and 
efficiency. 

Convenience — Lomotil  is  available  as  small,  easily  carried,  vir- 
tually tasteless  tablets  and  as  a pleasant,  fruit-flavored  liquid. 
Versatility  — The  therapeutic  efficiency,  safety  and  convenience 
of  Lomotil  may  be  used  to  advantage  alone  or  adjunctively  in  diar- 
rhea associated  with : 


• Functional  hypermotility  • Acute  infections  • Malabsorption  syn- 
drome • Drug  therapy  • Gastroenteritis  and  colitis  • Irritable  bowel 

• Regional  enteritis  • Ileostomy  • Ulcerative  colitis  • Food  poisoning 


For  correct  therapeutic  effect 
Rx  correct  therapeutic  dosage 

Dosage:  The  recommended  initial  daily 
dosages,  given  in  divided  doses  until  diar- 
rhea is  controlled,  are: 


Children:  Total  Daily  Dosage 

3-6  mo.  . 

. V2  tsp*  t.i.d.  (3  mg.)  , 1 II 

6-12  mo. 

. >/2  tsp.  q.i.d.  (4  mg.)  ! 1 | 

! 

l-2yr.  . 

.'/2  tsp.  5 times  daily  (5  mg.) 

nil! 

2-5  yr.  , . 

. 1 tsp.  t.i.d.  (6  mg.)  1 I 4 

5-8  yr.  . . 

. 1 tsp.  q.i.d.  (8  mg.)  Ill 

1 

8-12  yr.  . 

. 1 tsp.  5 times  daily  (10  mg.) 

11  i 1 1 

Adults: 

2 tsp.  5 times  daily  (20  mg.)||  J|j[  |J[  |j|  || 

(or  2 tablets  q.i.d.) 

♦Based  or 

1 4 CC.  per  teaspoonful. 

Precautions:  Lomotil,  brand  of  diphen- 
oxylate hydrochloride  with  atropine  sul- 
fate, is  a Federally  exempt  narcotic 
preparation  of  very  low  addictive  poten- 
tial. Lomotil  should  be  kept  out  of  reach 
of  children  since  accidental  overdosage 
may  cause  severe  respiratory  depression. 
Recommended  dosages  should  not  be  ex- 
ceeded. Lomotil  should  be  used  with  cau- 
tion in  patients  with  impaired  liver 
function  and  in  patients  taking  addicting 
drugs  or  barbiturates.  The  subtherapeutic 
amount  of  atropine  is  added  to  discourage 
deliberate  overdosage. 

Side  Effects:  Side  effects  are  relatively  un- 
common but  among  those  reported  are 
gastrointestinal  irritation,  sedation,  dizzi- 
ness, cutaneous  manifestations,  restless- 
ness, insomnia,  numbness  of  extremities, 
headache,  blurring  of  vision,  swelling  of 
the  gums,  euphoria,  depression  and  gen- 
eral malaise. 


Maintenance  dosage  may  be  as  low  as 
one-fourth  the  initial  daily  dosage. 


SEARLE 


Research  in  the  Service  of  Medicine 


REGIONAL  WEATHER  FORECAST 

Severe  Snow  Storms,  Strong  Winds  and  Bitter  Cold  Followed  by 
Cough,  Stuffed  and  Runny  Noses  and  Aches  and  Pains. 


Tussagesic  breaks  up  coughs,  quickly  clears  stuffed 
and  runny  noses  and  relieves  aches  and  pains.  Pro- 
vide coverage  of  the  tough  cold  for  up  to  24  hours 
with  just  a single  timed-release  tablet  dosed  morning, 
midafternoon  and  at  bedtime. 

each 

Tussagesic 

timed-release  tablet  contains: 


Triaminic®  50  mg. 

(phenylpropanolamine  hydrochloride  25  mg., 
pheniramine  maleate  12.5  mg.,  pyrilamine 
maleate  12.5  mg.) 

Dextromethorphan  hydrobromide  30  mg. 

Terpin  hydrate 180  mg. 

Acetaminophen  325  mg. 


Dosage:  Adults— 1 tablet,  swallowed  whole  to  preserve  timed- 
release  feature,  in  morning,  midafternoon  and  at  bedtime.  Side 
effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpita- 
tions, flushing,  dizziness,  nervousness  or  gastrointestinal  up- 
sets. Precautions:  The  patient  should  be  advised  not  to  drive  a 
car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use 
with  caution  in  patients  with  hypertension,  heart  disease,  dia- 
betes or  thyrotoxicosis. 

DORSEY  LABORATORIES  • a division  of  The  Wander  Company  • LINCOLN,  NEBRASKA 


emphasize  the  paramount  importance  of  rehabilita- 
tion, re-training,  and  re-employment  in  the  consid- 
eration of  every  injury  if  we  are  to  reduce  the  in- 
creasing list  of  permanently  and  totally  disabled 
workers. 

Recommendations,  Reference  Committee  No,  4 

This  report  was  reviewed  by  the  Reference  Com- 
mittee. “Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report.”  (The  motion  was  seconded 
and  carried.) 

Tuberculosis  Committee 

Joseph  Humpert,  M.D.,  South  Fort  Mitchell, 
Chairman 

The  Tuberculosis  Committee  met  at  the  KM  A 
Headquarters  Office  on  April  7 and  had  as  their 
guests  Stuart  Lauder,  M.D.,  State  Department  of 
Health,  Frankfort;  Mr.  Thomas  Layton,  Executive 
Director,  State  TB  Commission;  and  Mr.  Thomas 
P.  Summers,  Executive  Director,  TB  and  Respiratory 
Disease  Association,  Louisville. 

Members  of  the  committee  held  considerable  dis- 
cussion on  the  TB  Eradication  Program  under  way 
in  Kentucky.  It  was  reported  that  137,000  school 
children  and  personnel  in  Kentucky  have  been  tested 
thus  far  since  the  program  got  under  way  in  Septem- 
ber 1964.  Of  those  tested,  2,600  positive  reactors  re- 
sulted among  the  school  children  and  729  among 
the  school  personnel. 

Doctor  Lauder  stressed  the  importance  of  follow- 
up of  TB  cases  and  pointed  out  that  the  Department 

of  Health  is  in  the  process  of  gradually  establishing 

county  registers  in  all  county  health  departments 
throughout  the  state.  Thus  far,  71  counties  have 
these  files  available. 

It  was  revealed  that  hospitals  in  the  state  are 
reporting  more  TB  cases  than  ever  before  and  that 
these  cases  are  moderately  or  far  advanced.  The 
committee  discussed  the  1964  report  of  the  Council 
on  Allied  Professions  and  Related  Groups  to  the 
KM  A House  of  Delegates  in  which  it  was  recom- 
mended that  if  in  the  state  of  Kentucky  in  the  near 

future  there  is  an  appreciable  increase  in  the  inci- 

dence of  TB  that  legislation  be  initiated  to  require 
TB  testing  in  children  similar  to  the  Immunization 
Law  now  in  effect.  Mr.  Summers  reported  there  is 
a 61-case  increase  during  the  first  quarter  of  1966 
over  the  same  period  in  1965.  It  is  recommended 
that  the  committee  again  go  on  record  as  endorsing 
the  school  tuberculin  testing  program  instigated  by 
the  American  School  Health  Association  and  recom- 
mends endorsement  of  this  program  by  the  KMA 
House  of  Delegates  through  the  Council  on  Allied 
Professions  and  Related  Groups  and  the  Board  of 
Trustees.  Specifically,  it  is  recommended  that  all 
grades,  one  through  twelve,  be  tuberculin  tested 
every  two  years  with  follow-up  of  all  positive  reactors, 
and  their  contacts,  and  treatment  of  all  active  disease, 
including  recent  tuberculin  converters. 

Members  also  heard  a report  by  Mr.  Layton  on 
the  state  TB  Hospital  program.  He  said  unless  more 
TB  is  detected,  there  will  be  more  and  more  pressure 
to  close  the  TB  Hospitals.  It  was  pointed  out  that 
some  groups  should  consider  using  the  empty  beds 
in  these  hospitals  for  the  treatment  of  chronic  chest 
cases  for  the  medically  indigent  as  the  cost  difference 
is  very  little  to  have  the  bed  occupied  as  opposed 
to  having  it  empty. 

A report  was  made  on  the  second  Campbell  House 
Conference  held  in  Lexington  and  considerable  dis- 
cussion resulted.  It  was  anticipated  that  the  Governor, 
in  the  very  near  future,  will  convene  a group  in  the 
state  and  develop  a more  enthusiastic  attack  on  TB 
control. 

Concern  was  expressed  to  the  prevalence  of  TB 
among  the  elder  citizens  of  Kentucky  in  that  a more 
intensive  program  of  detection  should  be  undertaken 
to  discover  these  cases  and  treat  their  many  contacts. 


This  committee  recommends  for  approval  of  the 
KMA  House  of  Delegates  through  the  Council  on 
Allied  Professions  and  Related  Groups  and  the 
Board  of  Trustees  that  KMA  recommend  that  the 
State  Department  of  Health  require  that  routine  chest 
x-raying  of  all  initial  admissions  to  nursing  homes 
should  be  a requirement  for  certification  for  ac- 
creditation of  the  nursing  home  by  the  State  Board 
of  Health. 

COUNCIL  ON  ALLIED  PROEESSIONS 
AND  RELATED  GROUPS 
Guy  C.  Cunningham,  M.D.,  Ashland 
Ellis  A.  Fuller,  Jr.,  M.D.,  Louisville 
Joseph  Humpert,  M.D.,  South  Fort  Mitchell 
Condict  Moore,  M.D.,  Louisville 
Walter  L.  O’Nan,  M.D.,  Henderson 
Melvin  J.  Weber,  M.D.,  Ludlow 
William  K.  Massie,  Jr.,  M.D.,  Lexington, 
Chairman 

Board  of  Trustees  Recommendations 
The  council’s  report  was  approved  by  the  Board 
with  the  following  exceptions: 

In  reference  to  the  report  of  the  Cancer  Co- 
ordinating Committee,  the  Board  recommends  that 
in  addition  to  approval  of  the  cervical  cancer  screen- 
ing program  by  the  county  board  of  health  and  the 
county  medical  society,  there  should  be  a request 
from  the  patient’s  private  physician  that  this  be  done. 

In  reference  to  the  report  of  the  Industrial  Medi- 
cine Committee,  although  not  opposing  the  principle 
health  service  for  employees  of  the  state  of  Ken- 
tucky (Item  #5,  Page  14  of  report),  the  Board 
recommends  to  the  House  of  Delegates  that  the 
particular  recommendations  of  the  Committee  and 
Council  contained  in  Item  #5  be  disapproved.  The 
Board  accepts  Item  #2  on  Page  14  with  the  notation 
that  other  proposals  have  been  made  on  the  name 
of  this  committee.  In  regard  to  the  policy  statement 
in  the  second  paragraph.  Page  15,  the  statement  is 
approved  with  the  observation,  however,  that  visual 
assessment  may  include  optometric  refraction  which 
is  by  law  not  confined  to  the  practice  of  medicine. 

Recommendations,  Reference  Committee  No.  4 
The  committee  reviewed  the  report  of  the  Tuber- 
culosis Committee  and  recommends  its  adoption  with 
the  exception  of  paragraph  four,  being  the  last 
paragraph  on  page  41,  and  paragraph  five,  being 
the  second  paragraph  on  page  42. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report.  (The  motion  was  seconded  and  carried.) 

Mr.  Speaker,  I move  the  adoption  of  the  report  of 
the  Council  on  Allied  Professions  and  Related 
Groups  as  a whole,  as  amended.  (Motion  seconded; 
carried.) 

Resolution  D 

Jefferson  County  Medical  Society 

PREAMBLE 

We  realize  that  the  Kentucky  Medical  Association 
along  with  active  county  medical  societies  has  been 
instrumental  in  the  developing  of  hospital  planning 
programs,  medical  student  recruitment,  nursing  edu- 
cation, hospital  and  nursing  home  planning,  and 
community  care  facilities  or  clinics.  We  realize  also 
that  KMA  has  been  interested  in  and  active  with 
state  health  agencies  such  as,  the  Kentucky  State 
Plan  for  construction  and  modernization  of  hospital 
and  medical  facilities. 

Even  though  the  above  are  necessary  and  con- 
tinuing, we  believe  these,  along  with  other  factors, 
point  up  a greater  need  for  the  medical  profession 
to  demonstrate  the  kind  of  hard  work  and  dedicated 
interest  which  will  provide  leadership  in  forward- 
looking  and  imaginative  plans  regarding  tomorrow’s 
community  medicine.  We  believe  the  need  is  now 
for  physicians  to  be  more  than  just  included  in  the 
thinking  of  third  party  plans  but  to  demonstrate 
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their  willingness  to  provide  aggressive  leadership  in 
any  plan  which  involves  patient  care. 

The  medical  profession  should  increase  its  efforts 
to  identify  itself  with  the  total  medical  care  problems 
of  society.  It  should  study — and  try  to  understand — 
these  problems.  It  should  assume  leadership  in  the 
formulation,  with  others,  of  solutions  to  these  prob- 
lems. It  should  offer  proposals  which  recognize  the 
valid  interest  of  both  the  public  and  the  profession. 
It  should  inform  the  public  more  fully  of  its  existing 
and  projected  studies  and  proposals,  and  of  its  in- 
creasing concern  with  problems  of  mutual  interest. 

The  medical  profession  in  Kentucky  should  dis- 
charge more  effectively  its  responsibility  for  leader- 
ship. The  organization  and  structure  of  organized 
medicine  should  be  used  to  seek  ways  to  provide  for 
the  following:  a)  maximum  participation  of  its 

members,  b)  maximum  flexibility  in  responding  to 
immediate  and  future  problems  in  the  scientific, 
social,  and  economic  aspects  of  medical  care,  and  c) 
the  encouragement  of  experimentation  and  innova- 
tion in  medical  care  patterns. 

There  is  some  consensus  among  spokesmen  outside 
of  medicine  that  the  medical  profession  could  exer- 
cise more  effective  leadership  in  the  issues  with 
which  it  has  a direct  and  immediate  concern  and 
the  profession  has  frequently  seemed  not  to  recognize 
the  value  of  constructive  ideas  and  leadership  offered 
by  other  groups.  It  is  then  asserted  that  the  profession 
has  not  implemented  some  of  its  own  declarations, 
and  shown  disinterest  in  some  issues  which  are  of 
direct  concern  to  the  welfare  of  patients,  thus  tending 
to  alienate  the  profession  from  social  institutions  of 
which  the  medical  profession  is  a part. 

We  believe  much  work  remains  to  be  accomplished 
in  the  area  of  basic  and  continuing  medical  education, 
nursing  education  and  refresher  courses,  distribution 
of  para-medical  personnel,  as  well  as  the  better  de- 
velopment of  co-ordinated  services  from  hospitals, 
nursing  homes  and  community-level  physician’s  prac- 
tice. 

Since  the  Jefferson  County  Medical  Society  is  con- 
cerned with  all  of  these  problems,  we  offer  the  fol- 
lowing resolution. 

Resolution 

Whereas,  It  is  necessary  in  this  day  and  time  for 
physicians  in  every  Kentucky  community  to  increase 
their  efforts  to  identify  with  the  total  medical  care 
problems  of  society  and  to  assume  leadership  in  the 
formulation,  with  others,  of  solutions  to  these  prob- 
lems. It  should  offer  proposals  which  recognize  the 
valid  interest  of  both  the  public  and  the  profession. 
The  data  and  background  information  from  through- 
out the  state  should  be  co-ordinated  and  programed 
by  leadership  from  KMA,  therefore 

He  It  Resolved,  That  this  House  of  Delegates 
authorize  the  Speaker  together  with  the  KMA  Presi- 
dent, to  appoint  a special  ad  hoc  committee,  perhaps 
to  include  lay  people  in  addition  to  physicians,  and 
called  the  KMA  Study  Committee  For  Improved 
Community  Health,  which  would  utilize  the  staff  of 
the  State  Association  along  with  any  other  resources 
available  to  conduct  an  on-going  study  in  all  areas 
mentioned  above,  including  the  medical  needs  of 
citizens  at  the  community  level  with  the  goal  of 
developing  and  recommending  programs  and  types  of 
medical  practice,  and 

Be  It  Further  Resolved,  That  this  special  Study 
Committee  of  the  House  of  Delegates  publish  a 
written  report  of  progress  to  each  member  of  this 
House  every  six  months,  as  well  as  using  every  op- 
portunity to  inform  the  medical  profession  of  their 
purpose  and  progress  in  any  manner  desirable,  and 

Be  It  Further  Re.mlved,  That  a progress  report  on 
the  work  of  this  Study  Committee  be  submitted  to  the 
regular  meeting  of  the  KMA  House  of  Delegates  in 
September  1967  for  our  re-approval  of  their  work  or 
discharge. 


Recommendations,  Reference  Committee  No.  4 

The  committee  considered  Resolution  D as  pre- 
sented by  the  Jefferson  County  Medical  Society  and 
the  committee  is  in  agreement  in  principle  with  the 
resolution.  We  recommend  the  adoption  of  this  resolu- 
tion with  the  following  amendments: 

1.  In  paragraph  two,  the  deletion  of  the  portion  of 
the  last  sentence  which  reads  “with  the  goal  of  de- 
veloping and  recommending  programs  and  types  of 
medical  practice.” 

2.  The  addition  of  “AND  BE  IT  FURTHER  RE- 
SOLVED, the  KMA  Study  Committee  for  Improved 
Community  Health  utilize  local  community  self- 
study  groups  consisting  of  both  professional  and  lay 
organizations  to  study  local  medical  problems.” 

3.  That  paragraph  three  be  deleted. 

4.  That  an  addition  be  made  at  the  end  of  para- 
graph four,  “including  a cost  and  feasibility  study.” 

“Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report.”  (Motion  seconded;  carried.) 

“Mr.  Speaker,  I move  the  adoption  of  the  report  of 
Reference  Committee  No.  4 as  a whole.”  (The  mo- 
tion was  seconded  and  carried.) 

I wish  to  express  appreciation  to  the  members  of 
Reference  Committee  No.  4,  James  L.  Beckneli, 
M.D..  Manchester;  Kenneth  P.  Crawford,  M.D., 
Louisville;  Robert  E.  Robbins,  M.D.,  Greenville;  and 
James  B.  Tolliver,  M.D.,  Whitesburg,  and  to  Mrs. 
Brock  in  the  preparation  of  this  report. 

REFERENCE  COMMITTEE  NO.  4 
James  L.  Beckneli,  M.D.,  Manchester 
Kenneth  P.  Crawford,  M.D.,  Louisville 
Robert  E.  Robbins,  M.D.,  Greenville 
James  B.  Tolliver,  M.D.,  Whitesburg 
Fred  D.  Rainey,  M.D.,  Elizabethtown, 
Chairman 

Following  the  consideration  of  the  report  of  Ref- 
erence Committee  No.  4.,  the  Speaker  asked  Harold 
B.  Barton,  M.D.,  Corbin,  chairman  of  the  Kentucky 
Educational  Medical  Political  Action  Committee,  to 
make  a report  on  his  organization’s  activities  during 
the  year  last  past.  Following  his  report,  the  House  of 
Delegates  resumed  consideration  of  the  reports  of  the 
Reference  Committees. 


Reference  Committee  No.  5+ 

Walter  /.  Hume,  M.D.,  Chairman 
Reports  on  Medical  Service 
See  Note  (f)  bottom  of  column  one,  page  1122. 

Reference  Committee  No.  5 considered  the  fol- 
lowing: 

14.  Council  on  Medical  Services 

27.  Technical  Advisory  Committee  on  Indigent 
Medical  Care 

12.  Page  6,  last  paragraph  thru  first  regular  para- 
graph on  Page  7 

Resolutions  A,  B,  C,  G,  J,  K,  and  L 

23.  Board  of  Directors,  Kentucky  Physicians’  Mu- 
tual, Inc. 

16.  Page  2,  second  paragraph  thru  top  of  Page  3, 
Board  action  and  addendum 

31.  Advisory  Committee  to  Selective  Service 

24.  Board  of  Trustees,  Rural  Kentucky  Medical 
Scholarship  Fund 

Reference  Committee  No.  5,  meeting  in  Parlor  C 
of  the  Kentucky  Hotel  at  2:00  p.m.  on  this  date, 
September  19,  1966,  discussed  in  the  above  order  the 
above  items  of  business  referred  to  it  for  considera- 
tion. 

Attendance  at  the  committee  hearing  was  good 
and  discussion  was  open  and  spirited,  enabling  the 
committee  to  sample  opinions  on  the  various  items 
at  some  length.  The  tolerance  of  the  members  of  this 
association  present  in  the  committee  room,  as  well 
as  the  knowledge  and  enthusiasm  which  they  brought 
to  the  various  items  under  discussion,  was  much  ap- 
preciated by  your  committee. 
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Report  of  the  Council  on  Medical 
Services 

PREFACE 

Procedures  for  reports  of  councils  and  standing  com- 
mittees of  KMA  to  the  House  of  Delegates  are 
provided  for  under  Chapter  VIH,  Section  4 of  the 
bylaws,  which  reads  in  part: 

. . Each  standing  committee  and  council  shall 
report  annually,  at  least  six  weeks  prior  to  the 
Anntial  Meeting,  to  the  House  of  Delegates  via  the 
Board  of  Trustees  respecting  its  activities  during 
the  year  last  past.  These  reports  shall  he  trans- 
mitted without  alteration  or  amendment  to  the 
House  of  Delegates  by  the  Board  of  Trustees  at 
the  Annual  Meeting,  with  such  comments  or  rec- 
ommendations as  the  Board  cares  to  make  . . 

The  material  in  this  report  of  the  Council  on  Medical 
Services  is  presented  in  the  following  order: 

1.  Actions  and  recommendations  by  the  council 
which  it  undertook  on  its  own  initiative. 

2.  Reports  of  the  committees  of  this  council  with 
the  council  recommendations  following  each 
committee  report. 

3.  Recommendations  by  the  KMA  Board  of  Trus- 
tees on  the  overall  contents  at  the  conclusion 
of  the  report. 

The  Council  on  Medical  Services  has  met  twice 
during  this  associational  year,  November  18,  1965, 
and  June  9,  1966. 

Our  first  session  opened  with  a general  discussion 
relative  to  our  1965  report  to  the  House  of  Delegates 
and  the  action  taken  by  the  delegates.  A few  matters 
had  been  referred  back  to  our  council  for  implemen- 
tation and  appropriate  committees  were  assigned 
these  referrals  for  necessary  action.  The  complete 
results  are  encompassed  in  the  reports  of  the  com- 
mittees serving  under  this  council. 

Additionally,  the  council  disposed  of  a number  of 
routine  matters  and  then  coordinated  the  planned 
programs  for  the  1965-1966  associational  year  of  the 
committees  reporting  to  this  council.  In  our  discus- 
sion of  medical  services,  considerable  time  was  spent 
reviewing  various  governmental  medical  programs 
including  Medicare,  PL  89-97,  although  this  specific 
subject  has  been  assigned  to  another  committee. 

Some  two  years  ago  this  council  discussed  the  de- 
sirability of  coordinating  the  various  health  services 
in  the  state  government  and  bringing  them  under  a 
single  jurisdiction  to  promote  better  understanding 
and  prevent  duplicating  efforts.  At  our  second  meet- 
ing, we  reviewed  the  activities  that  have  taken  place 
in  this  particular  area  to  include  a report  of  the 
State  Commission  of  Economy  and  Efficiency  and 
the  introduction  of  Senate  Bill  92,  “An  Action  Re- 
lating to  the  Commission  on  State  Health  Services 
Policy,”  in  the  1966  Kentucky  Legislature.  We  are 
hopeful  that  in  the  near  future  study  will  be  made 
of  all  state  agencies  providing  health  services  with 
a result  of  more  efficiency  and  economy. 

Members  of  this  council  also  discussed  the  recom- 
mendations made  and  approved  by  the  Board  of 
Trustees  of  a study  made  of  the  KMA  council  and 
committee  structure.  This  council  is  in  complete 
agreement  with  these  changes  which  are  being  pro- 
posed by  the  Constitution  and  Bylaws  Committee 
and  feels  that  this  association  will  be  in  a position 
to  do  a better  job  for  all  Kentuckians  if  these  changes 
are  approved. 

The  report  of  the  committees  covering  their  activi- 
ties and  recommendations  follow. 


Aging  Committee 

Earl  P.  Oliver,  M.D.,  Scottsville,  Chairman 

Members  of  the  Aging  Committee  met  at  KMA 
Headquarters  Office  on  April  26  to  prepare  its  final 
report  to  the  1966  House  of  Delegates.  The  meeting 
was  called  to  order  and  the  duties  of  the  committee 


reviewed.  The  report  of  the  Committee  on  Aging  to 
the  1965  House  of  Delegates  was  discussed  and 
commented  upon  openly. 

Doctor  Hancock  gave  a report  on  the  Kentucky 
Commission  on  Aging  and  its  current  activities.  It 
was  noted  that  the  activities  of  the  Commission  on 
Aging  had  been  decreasing  in  the  past  year  due  to 
lack  of  support  and  funds  from  the  present  admini- 
stration. It  is  recommended  that  the  KMA  approach 
the  proper  state  agency  in  the  administration  and 
stress  that  more  active  support  be  forthcoming  for 
the  Commission  on  Aging  as  has  been  received  in 
the  past. 

The  recent  activities  of  the  Technical  Advisory 
Committee  was  discussed  and  the  Committee  on 
Aging  voted  to  endorse  the  effective  work  of  the 
Technical  Advisory  Committee  and  urge  that  they 
continue  the  program  along  the  lines  that  have  been 
initiated. 

Committee  members  discussed  in  great  detail  PL 
89-97  and  submitted  the  following  recommenda- 
tions to  th*  House  of  Delegates  through  the  Council 
on  Medical  Services: 

1.  The  KMA  approve  and  implement  item  3 of 
the  Eight  Principles  affirmed  by  the  AMA 
House  of  Delegates  at  the  1965  Philadelphia 
meeting:  “The  physician-patient  relationship 
is  served  best  when  there  is  an  advance  un- 
derstanding regarding  the  payment  of  fees, 
and  the  physician  bills  the  patient  directly 
for  services  rendered.  However,  the  physician 
is  ethically  free  to  choose  in  each  case  the 
manner  in  which  he  is  to  be  compensated, 
based  upon  the  exercise  of  his  independent 
judgment.” 

2.  The  KMA  go  on  record  as  supporting  and 
encouraging  the  accreditation  of  nursing 
homes  by  the  JCAH  in  order  to  upgrade  the 
facilities  for  the  care  of  the  older  citizens. 

It  should  be  further  recommended  that  the 
State  Board  of  Health  of  Kentucky  accept 
accreditation  by  the  JCAH  in  a category  as 
accreditation  in  the  corresponding  category  in 
Kentucky,  being  mindful  that  it  will  be  many 
years  before  there  are  enough  trained  medical 
personnel  to  staff  the  nursing  homes  in  Ken- 
tucky. 

That  KMA  go  on  record  as  continuing  its 
support  of  nursing  homes  and  encourage  the 
future  construction  of  adequate  nursing  home 
facilities,  but  encourage  the  elimination  of 
luxury  items  in  order  to  make  the  cost  of  care 
more  in  proportion  to  the  income  of  the 
aged  patient. 

3.  The  KMA  support  and  encourage  the  estab- 
lishment of  a Home  Care  Program  for  the 
senior  citizens  of  Kentucky,  and  encourage 
the  University  of  Louisville  and  University 
of  Kentucky  Medical  Schools  and  schools  of 
nursing  to  train  personnel  to  carry  out  this 
program. 

4.  The  KMA  insist  that  the  Kentucky  Legisla- 
ture pass  legislation  which  would  make  the 
Kentucky  Department  of  Health  the  admin- 
istering agency  of  any  Medical  Assistance  to 
the  Aged  Program,  rather  than  joint  admini- 
stration by  the  Department  of  Health  and 
the  Department  of  Economic  Security,  since 
this  is  a health  program  and  not  a welfare 
program. 

The  KMA  also  strongly  advises  and  recom- 
mends that  the  Blue  Cross  and  Blue  Shield 
Plans.  Inc.,  Kentucky,  or  any  acceptable, 
qualified,  and  approved  insurance  carrier  li- 
censed in  the  state,  be  appointed  as  fiscal  in- 
termediary for  any  Medical  Assistance  to  the 
Aged  Program. 
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5.  The  KMA  insist  on  being  a partner  in  the 
planning  and  execution  of  any  governmental 
type  of  medical  program  implemented  in  Ken- 
tucky, and  not  allow  a unilateral,  bureau- 
cratic. dominated  type  of  program  to  become 
a reality. 

6.  The  KMA  go  on  record  as  encouraging  all 
members  to  expend  every  effort  to  provide 
the  best  medical  care  possible  for  our  older 
citizens,  under  conditions  which  will  permit 
the  medical  profession  to  provide  this  care 
with  honesty,  honor,  and  dignity,  and  with 
the  least  interference  by  third  parties  in  the 
physician-patient  relationship. 

Recommendations,  Reference  Committee  No.  5 

With  further  reference  to  Report  No.  14  in  the 
report  of  the  Aging  Committee  on  Page  3,  Reference 
Committee  No.  5 recommends  that  Paragraph  3 be 
amended  to  read  “The  recent  activities  of  the  Techni- 
cal Advisory  Committee  were  discussed  and  the 
Committee  on  Aging  voted  to  endorse  the  effective 
work  of  the  Technical  Advisory  Committee.”  On 
Page  4,  Report  No.  14,  Reference  Committee  No.  5 
recommends  that  Item  #4  be  changed  to  read  “The 
Kentucky  Medical  Association  strongly  urges  that  the 
Kentucky  Legislature,  etc.” 

Mr.  Speaker,  I move  the  adoption  of  these  amend- 
ments. (Motion  seconded  and  carried.) 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report.  (Motion  seconded  and  carried.) 

Advisory  Committee  to  Blue  Cross 

George  W.  Pedigo,  M.D.,  Louisville,  Chairman 

The  Medical  Advisory  Committee  to  Blue  Cross 
consists  of  seventeen  appointed  doctors  from  various 
parts  of  the  state.  The  first  Thursday  in  each  month 
a meeting  of  representative  members  of  this  com- 
mittee is  held  at  the  Headquarters  Office  of  Blue 
Cross-Blue  Shield  in  Louisville,  Kentucky.  At  these 
monthly  meetings  cases  that  have  been  referred  by 
Blue  Cross  to  this  committee  are  reviewed.  These 
are  questionable  or  controversial  claims  submitted 
by  physicians  that  deal  with  the  need  and  duration  of 
hospital  care. 

The  committee  is  to  be  congratulated  for  its  dili- 
gence, dedication  to  duty  and  faithfulness.  Their 
work  is  not  only  educational  to  the  other  physicians 
in  the  state  but  by  accepting  the  responsibility  of 
this  committee’s  work  they  indicate  that  the  Ken- 
tucky Medical  Association  and  Blue  Shield  are  mak- 
ing an  honest  effort  to  screen  hospitalization  and  to 
keep  down  unnecessary  or  prolonged  hospital  stay 
by  patients. 

Annually  we  have  a meeting  of  the  entire  com- 
mitee  in  conjunction  with  representatives  from  Blue 
Cross.  At  this  meeting  constructive  recommendations 
are  made  and  discussions  of  the  committee’s  past 
years  work  takes  place. 

Recommendations,  Reference  Committee  No.  5 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report.  (Motion  seconded  and  carried.) 

Advisory  Commission  to  Blue  Shield 

W.  Vinson  Pierce,  M.D.,  Covington,  Chairman 

The  KMA  Advisory  Commission  to  Blue  Shield 
met  this  year  on  May  12.  We  reviewed  our  report  to 
the  House  of  Delegates  last  year  and  were  pleased 
to  note  it  was  approved  as  submitted. 

The  staff  of  Blue  Shield  were  guests  at  our  meet- 
ing and  presented  a most  gratifying  report  on  Blue 
Shield  activities.  As  of  March  31  of  this  year,  there 
were  over  890,000  Blue  Shield  members  in  Kentucky. 
The  constant  effort  to  upgrade  the  program  of  Blue 
Shield  members  is  reflected  in  the  percentage  of 
enrollment  increase  in  1965  over  1964  during  which 
Extended  Benefits  coverage  increased  31.3  percent 
and  Major  Medical  49.2  percent. 


In  our  report  to  you  last  year,  we  brought  to  your 
attention  the  newly  initiated  concept  of  prevailing 
fees  in  prepayment  plans.  The  experience  of  the  first 
six  months  of  the  prevailing  fees  program  in  Jeffer- 
son County  was  reported  by  the  Blue  Shield  staff  to 
the  Advisory  Committee.  The  Advisory  Committee 
notes  that  the  experience  has  so  far  equalled  and 
surpassed  the  expectations  of  those  initiating  the  pro- 
gram. It  feels  that  this  is  an  approach  to  the  pre- 
payment of  medical  care  which  has  much  to  com- 
mend it  and  recommends  to  the  KMA  House  of 
Delegates  that  the  Kentucky  Blue  Shield  be  encour- 
aged to  study  and  if  possible  develop  a prevailing 
fee  or  similar  program  in  those  areas  of  the  state 
that  may  have  an  interest  in  or  need  for  such  a 
program. 

With  the  advent  of  Medicare  and  its  effective  date 
of  July  1,  1966,  Blue  Cross-Blue  Shield  had  to  make 
adjustments  for  those  people  enrolled  who  were  65 
years  of  age  and  over.  Approximately  31,000  of  43,- 
000  people  in  this  category  have  transferred,  as  of 
early  May,  to  the  new  “Blue  Cross-Blue  Shield — 65” 
plan  that  has  been  adopted  to  supplement  Medicare. 

The  following  paragraph  from  the  1965  report  of 
the  KMA  President  to  the  House  of  Delegates  has 
been  referred  to  the  commission: 

“The  KMA  has  a special  committee  to  assist  in 
making  prepayment  plans  work.  I recommend 
that  this  committee  become  more  active,  espe- 
cially in  the  field  of  over  utilization,  as  well  as 
other  irregularities  that  imperil  prepayment  plans.” 
The  Advisory  Commission  considered  the  above 
statement  and  wishes  to  present  this  interim  report 
that  it  is  undertaking  a study  of  ways  in  which  to 
implement  this  recommendation  as  well  as  a con- 
tinuing search  for  other  new  methods  to  broaden 
coverage  and  strengthen  the  voluntary  prepayment 
system. 

Your  chairman  again  wishes  to  express  his  appreci- 
ation to  the  members  of  this  commission,  the  Board 
of  Trustees,  and  staff  of  Kentucky  Physicians’  Mu- 
tual. Inc.,  the  KMA  House  of  Delegates  and  Board 
of  Trustees,  and  the  officers  and  staff  of  KMA  for 
their  continuing  invaluable  assistance  and  support. 

Recommendations,  Reference  Committee  No.  5 
Mr.  Speaker,  I move  the  adoption  of  this  section  of 
the  report.  (Motion  seconded  and  carried.) 

Governmental  Medical  Services  Committee 

L.  Douglas  Atherton,  M.  D.,  Louisville,  Chairman 

To  date  this  committee  has  met  as  a whole  one 
time  on  December  2,  1965.  Business  was  further 
conducted  by  a series  of  informal  meetings,  corre- 
spondence, and  telephone  calls. 

1.  Resolution  B pertaining  to  VA  prescription  pro- 
cedures was  inherited  from  the  1965  House  of  Dele- 
gates September  meeting.  It  was  the  opinion  of  the 
committee  that  the  VA  was  acting  in  the  spirit  of 
efficiency  and  economy  in  encouraging  long-term  pre- 
scriptions be  filled  by  the  regional  office,  and  short- 
term urgent  prescriptions  be  filled  by  whatever  local 
pharmacy.  Doctors  offended  by  this  procedure  ap- 
peared to  be  very  few.  A phone  call  from  the  chair- 
man to  the  authors  of  Resolution  B explained  the 
committee’s  stand. 

2.  VA  Hometown  Care  Contract  for  Disabled  Vet- 
erans was  found  to  arouse  no  other  controversy,  and 
it  is  anticipated  that  this  contract  will  be  renewed 
without  substantial  change. 

3.  Discussion  of  the  Medicare  Contract  for  De- 
pendents of  the  Armed  Forces  brought  up  the  prob- 
lem of  revision  of  fees.  There  has  been  no  change 
in  fee  allowances  since  adoption  of  an  average  pre- 
vailing fee  for  service  in  1956.  Prior  to  the  December 
2 meeting,  several  independent  anesthesiologists  re- 
quested a change  in  their  fees  based  on  current 
customary  charges.  After  some  correspondence,  this 
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was  formally  requested  in  writing  by  the  Kentucky 
Society  of  Anesthesiologists.  In  February,  a similar 
formal  request  was  made  by  the  Louisville  E.E.N.T. 
Society,  and  in  May  by  the  Louisville  Obstetrical  and 
Gynecological  Society.  In  April,  a letter  from  Doctor 
Howard  Malony  of  Covington  voiced  displeasure  with 
the  allowance  for  obstetrical  care. 

Two  other  considerations  at  the  December  2,  1965, 
meeting  led  to  a broader  consideration  of  fees  for 
service.  One  was  introduced  by  Doctor  Orville  Clark, 
representing  several  independent  anesthesiologists, 
pointing  out  a considerable  inequity  in  payment  of 
surgeons  fees  and  anesthesiologists  fees  for  the  care 
of  individuals  under  the  aegis  of  Kentucky  Aid  for 
Disabled  and  Handicapped  Children.  So  far  as  we 
knew  no  KMA  committee  had  any  responsibility 
toward  this  Kentucky  state  agency.  Our  committee 
was  willing  to  impose  upon  itself  an  advisory  role 
in  this  or  any  other  governmental  health  agency 
working  with  Kentucky  physicians.  But  it  strongly 
felt  the  necessity  of  a current  prevailing  fee  schedule 
for  Kentucky  doctors  before  it  could  recommend  any 
change  in  fee  policy. 

The  second  consideration  involved  fees  and  other 
matters  pertaining  to  implementation  of  Title  XIX  of 
the  Social  Security  Medicare  Law.  In  December  1965, 
it  was  not  clear  which,  if  any,  existing  committee  of 
the  KMA  should  undertake  this  responsibility,  and 
our  committee  took  steps  to  crystallize  the  matter. 

One  thing  in  common  in  these  three  categories 
of  Dependents  of  Armed  Forces  Medicare,  Title 
XIX  Medicare,  and  various  other  governmental  medi- 
cal care  contracts  was  the  need  for  a knowledge  of 
current  customary  fees  of  the  Kentucky  physicians. 

On  January  5,  1966,  your  chairman  and  committee 
member  Doctor  Orville  Clark,  met  with  officers,  ad- 
visors, and  Blue  Shield  representative  Mr.  Avil  Mc- 
Kinney to  promote  direction  in  this  matter.  The  need 
for  knowledge  of  prevailing  fees  was  readily  ad- 
mitted. It  was  decided  that  getting  such  knowledge 
was  physically  improbable  if  attempted  by  the  KMA 
unaided.  The  responsibility  for  obtaining  this  infor- 
mation for  use  in  Title  XVIII  of  the  Social  Security 
Medicare  was  clearly  delegated  to  the  Ad  Hoc  Com- 
mittee of  Doctor  Don  Chatham.  The  Blue  Shield 
representative  indicated  his  organization  was  under- 
taking to  get  this  knowledge  in  any  event.  Therefore, 
our  committee  was  absolved  of  this  responsibility  and 
seemed  destined  to  await  receipt  of  this  information 
before  applying  it  to  its  own  problems. 

The  matter  of  Title  XIX  of  Social  Security  Medi- 
care was  explored.  Your  chairman  and  committee 
member  Doctor  Paul  Parks  attended  a Chicago  AMA 
information  seminar  on  this  subject  in  January  1966. 
On  February  5,  1966,  your  chairman.  Doctor  Orville 
Clark,  and  KMA  advisors  met  with  Doctor  Russell 
Teague  in  Frankfort  and  discussed  implementation  of 
Title  XIX.  It  developed  that  the  present  KMA  ad- 
visory committee  on  Kerr-Mills  Legislation,  Doctor 
Waldrop,  chairman,  was  by  the  nature  of  its  function 
already  doing  exactly  this,  and  that  plans  looking 
several  years  ahead  were  already  on  paper.  In  short, 
the  ultimate  projection  of  Kerr-Mills  roughly  coin- 
cided with  aims  of  Title  XIX.  It  was  felt,  therefore, 
that  responsibility  should  continue  to  be  with  Doctor 
Waldrop’s  committee. 

The  final  matter  of  realistic  readjustment  of  Armed 
Forces  Dependents  Medicare  fees  awaits  finality  and 
two  possible  solutions:  (1)  Await  knowledge  of  Ken- 
tucky doctors’  prevailing  fee  schedule  presently  being 
undertaken  by  Blue  Shield  and  the  Ad  Hoc  Com- 
mittee of  KMA,  presumably  available  later  in  the 
year,  and  request  then  a general  revision  of  Medicare 
allowances  prior  to  July  1,  1967,  for  the  year  com- 
mencing January  1,  1968.  (2)  Request  alteration  of 
allowances  for  the  three  specialty  groups  who  have 
spontaneously  given  us  their  current  fees,  including 
this  alteration  alone  prior  to  July  1,  1966,  for  the 
contract  beginning  January  1,  1967. 

On  May  10.  1966,  a letter  was  dispatched  to 
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Colonel  Hayes,  the  responsible  government  official 
for  Dependents  Medicare,  asking  feasibility  of  initiat- 
ing alternative  (2)  above.  No  answer  as  yet. 

4.  At  its  December  2,  1965,  meeting,  the  com- 
mittee proposed  that  the  editors  of  the  KMA  Journal 
publish  a series  of  explanatory  articles  on  various 
government  sponsored  programs  requiring  participa- 
tion by  doctors  in  the  private  practice  of  medicine, 
to  acquaint  Kentucky  doctors  with  these  programs  so 
that  they  can  more  realistically  appraise  them.  The 
editors  then  awarded  our  committee  the  privilege  of 
writing  these  articles  which,  so  far,  your  chairman 
has  not  had  time  or  forethought  to  take  advantage  of. 

5.  A letter  from  Doctor  Robert  Long  requesting 
information  on  prenatal  care  to  dependents  of  soldiers 
at  Fort  Knox  was  referred  to  a responsible  official  at 
Fort  Knox  and  a reply  obtained  which  may  have  satis- 
fied the  inquiry. 

Addendum  To  The  Report  of  The  Committee  On 
Governmental  Medical  Services 

At  the  June  9,  1966,  meeting  of  the  committee,  it 
was  realized  that  a prevailing  fee  schedule  of  Ken- 
tucky physicians  was  not  being  prepared  by  Blue 
Shield  or  by  any  other  group  to  the  best  of  our 
knowledge.  (See  item  3,  paragraph  7 of  committee 
report.)  Therefore,  we  recommend  adoption  of  the 
new  contract  for  care  of  dependents’  of  armed  forces. 
A request  for  alteration  of  allowance  for  the  Ken- 
tucky Anesthesiologists  group,  already  presented  to 
us  in  full  with  reasons  for  the  change,  will  be  for- 
warded for  negotiation  in  hopes  of  including  this 
change  as  quickly  as  possible.  Requests  for  altera- 
tions and  allowances  by  the  Louisville  Gynecological- 
Obstetrical  Society  and  by  the  Louisville  E.E.N.T. 
Society  will  also  be  sent  for  consideration.  However, 
these  latter  two  groups  have  been  notified  that 
these  changes  should  be  recommended  by  their  state 
specialty  groups  in  order  to  carry  the  greatest  weight. 

Recommendations,  Reference  Committee  No.  5 

Reference  Committee  No.  5 recommends  that  Item 
No.  2 be  amended  to  read  “VA  Hometown  Care 
Contract  for  Disabled  Veterans  was  reviewed,  and  it 
is  recommended  that  renewal  of  this  contract  be 
carried  out  on  the  basis  of  usual  and  customary  fees, 
rather  than  a fixed  fee  schedule.” 

Mr.  Speaker,  I move  the  adoption  of  this  amend- 
ment. (Seconded,  motion  carried). 

On  Page  10,  Report  No.  14,  Governmental  Medi- 
cal Services  Committee  Report,  Reference  Commit- 
tee No.  5 recommends  Paragraph  1 be  amended  to 
read  “The  final  matter  of  realistic  readjustment  of 
Armed  Forces  Dependents  Medicare  Fees  awaits 
knowledge  of  Kentucky  doctors’  fee  schedule  based  on 
usual  and  customary  charges,  with  a request  to  be 
made  for  a general  revision  of  Medicare  allowances 
prior  to  July  1,  1967,  for  the  year  commencing  Janu- 
ary 1,  1968.”  The  addendum  to  Report  No.  14  (from 
the  Committee  on  Governmental  Medical  Services) 
was  reviewed  by  Reference  Committee  No.  5 and 
we  recommend  that  this  addendum  not  be  accepted, 
in  as  much  as,  under  further  action  by  this  com- 
mittee to  be  shortly  reported,  it  is  recommended  that 
a prevailing  fee  study  of  Kentucky  physicians  be 
carried  out  shortly. 

Mr.  Speaker,  I move  the  adoption  of  these  amend- 
ments. (Motion  seconded  and  carried.) 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report.  (Motion  seconded  and  carried.) 

Dependents’  Medical  Care  Review  Committee 

W.  H . Powers,  M.  D.,  Louisville,  Chairman 

There  was  no  called  meeting  of  the  Dependents’ 
Medical  Care  Review  Committee  in  1966  since  there 
had  been  no  personnel  change  in  this  committee  and 
since  the  committee  functions  more  on  an  individual, 
rather  than  a collective  basis.  Nevertheless,  as  indi- 
viduals, we  have  reviewed  a number  of  cases  in 
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which  there  was  a questionable  allow'ance  for  the 
services  provided  by  the  physician.  Insofar  as  possi- 
ble. the  review  of  each  case  and  the  allowance  judged 
to  be  fair  and  equitable  was  made  to  conform  with 
the  manual  of  medicare  allowances.  However,  in  some 
instances  where  there  were  no  specific  or  clear  cut 
allowance  made  or  where  the  case  was  rare  or  extra- 
ordinary, an  attempt  was  made  to  give  the  doctor 
attending  the  patient  a fair  fee. 

During  the  calendar  year  of  1965  there  were  4,307 
claims  paid.  During  the  same  period  a total  of  $296,- 
408.43  was  paid  for  covered  physicians’  services.  Your 
Dependents'  Medical  Care  Review  Committee  re- 
viewed 89  claims  during  the  calendar  year  1965.  This 
represents  18  more  claims  than  were  reviewed  during 
the  1964  calendar  year. 

Recommendations,  Reference  Committee  No.  5 

Mr.  Spteaker,  I move  the  adoption  of  this  section  of 
the  report.  (Motion  seconded  and  carried.) 

Insurance  Committee 

John  A.  Bishop,  M.  D.,  Louisville,  Chairman 

The  Insurance  Committee  has  not  met  this  past 
year  since  no  matters  of  any  importance  were  referred 
to  it  for  action.  We  sent  out  letters  to  all  members 
for  matters  to  be  discussed  and  no  one  answered, 
therefore,  we  assumed  no  problems  existed. 

Recommendations,  Reference  Committee  No.  5 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report.  (Motion  seconded  and  carried.) 

Mental  Health  Committee 

Logan  Gragg,  M.D.,  Lexington,  Chairman 

The  Mental  Health  Committee  met  once  during 
the  associational  year  on  Thursday,  January  13,  1966. 

Dale  Farabee,  M.D.,  who  had  recently  been  ap- 
pointed Commissioner  of  the  Kentucky  Department 
of  Mental  Health,  had  been  invited  to  meet  with 
the  committee.  He  presented  a summary  of  current 
mental  health  and  mental  retardation  program  de- 
velopments in  Kentucky.  He  pointed  out  that  certain 
federal  money  is  available  to  assist  locally  sup- 
ported mental  health  and  mental  retardation  com- 
munity programs  and  that  the  Department  of  Mental 
Health  is  giving  consultation  and  assistance  to  com- 
munities which  are  prepared  to  plan  and  assist  in 
financing  such  programs.  The  involvement  of  local 
physicians  is  essential  in  these  community  efforts. 

A member  of  the  committee  was  selected  to  attend 
the  annual  conference  of  State  Mental  Health  Rep- 
resentatives in  Chicago  on  March  18-19  to  participate 
in  exploratory  discussions  on  the  possibility  of  holding 
a Regional  Mental  Health  Congress  involving  Ken- 
tucky as  one  of  several  surrounding  states. 

The  committee  members  expressed  the  feeling  that 
a greater  proportion  of  the  committee  should  be  non- 
psychiatric physicians  and  developed  a listing  of  a 
number  of  non-psychiatric  physicians  with  an  interest 
in  mental  health  and  mental  retardation. 

In  an  effort  to  provide  useful  information  to 
county  society  Mental  Health  Chairmen  the  com- 
mittee directed  a copy  of  the  Digest  of  Proceedings 
of  the  January  13  meeting,  including  Doctor  Farabee’s 
report,  to  each  Mental  Health  Chairman. 

The  Sub-Committee  on  Alcoholism  was  reacti- 
vated, with  Edward  Landis.  M.D.,  as  chairman.  He 
reports  that  although  it  was  not  possible  for  the  com- 
mittee to  meet  as  a whole,  considerable  time  and 
effort  was  spent  in  gathering  information  which  will 
be  useful  in  the  coming  year. 

Recommendations,  Reference  Committee  No.  5 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report.  (Motion  seconded  and  carried.) 


Physicians  Placement  and  Membership 
Information  Committee 

George  F.  McAuliffe,  M.D.,  Chairman,  Louisville 

This  committee  did  not  meet  this  year,  but  KMA 
staff  has  been  extremely  busy  in  carrying  out  policies 
previously  assigned. 

The  efforts  are  directed  toward  providing  a two- 
way  flow  of  information  between  interested  parties, 
rather  than  trying  to  “place”  a physician  in  the 
“right”  practice  situation. 

Names  of  available  physicians  are  obtained  from 
AMA,  from  lists  of  interns  and  residents  provided 
by  the  individual  hospitals  in  Kentucky  and  the  two 
medical  schools,  from  the  State  Selective  Service 
on  physicians  who  will  be  released  from  military 
service,  from  past  Rural  Kentucky  Medical  Scholar- 
ship Fund  recipients,  and  from  personal  inquiries. 

This  year  the  need  has  far  exceeded  the  supply 
because  of  the  increased  requirements  of  Selective 
Service.  Requests  from  twenty-five  communities  and 
eighty-five  physicians  requesting  associates  indicates 
that  we  could  place  over  one  hundred  physicians  in 
Kentucky  at  this  time. 

Our  Physicians  Placement  List  has  carried  over 
225  names  of  physicians  desiring  to  locate  in  Ken- 
tucky, although  many  of  these  requests  have  also 
indicated  an  interest  in  other  states.  A minimum  of 
four  mailings  of  this  type  are  made  to  interested 
parties  and  communities  annually.  Semi-annually,  an 
“Opportunities  for  Practice  in  Kentucky”  listing  is 
mailed  to  interested  physicians. 

Questionnaires  are  mailed  to  all  interns,  known 
residents,  scholarship  recipients,  and  physicians  due 
to  be  released  from  military  service.  Communities 
and  county  medical  society  secretaries  are  also  mailed 
survey  sheets  to  keep  our  information  records  cur- 
rent. 

In  addition  to  the  requests  coming  into  our  office, 
we  are  constantly  working  to  fulfill  the  needs  in  the 
more  critical  counties  of  Kentucky. 

In  the  last  three  years,  this  committee  has  recom- 
mended twice  that  the  KMA  approve  the  concept  of 
annual  registration.  An  excerpt  from  our  previous 
reports  to  you  states;  “After  reviewing  the  method 
by  which  the  staff  gets  its  membership  information, 
we  find  the  source  to  be  inadequate.  Once  a physician 
gets  a license  through  the  Division  of  Medical 
Licensure  of  the  State  Department  of  Health  in 
Frankfort  to  practice  in  Kentucky,  he  has  no  legal 
obligation  to  inform  the  Division,  or  the  Medical 
Association  where  he  will  practice.  He  can  move 
from  county  to  county,  leave  the  state  and  return 
as  many  times  as  he  wishes  and  do  this  without 
either  reporting  to  the  Division  of  Medical  Licensure 
or  to  the  Headquarters  Office.  With  this  method  of 
keeping  up  with  our  doctors,  we  cannot  expect  our 
membership  department  to  have  accurate  records  on 
all  practicing  physicians  in  our  state.” 

“Our  committee  decided  that  the  best  solution  for 
this  problem  would  be  to  have  annual  registration 
of  physicians  and  that  this  be  done  by  the  Licensure 
Division  of  the  State  Board  of  Health.  After  checking 
with  Russell  E.  Teague.  M.D..  Commissioner  of 
Health,  we  find  that  his  department  can  require  an- 
nual registration  by  regulation  instead  of  by  legisla- 
tion, which  will  have  the  effect  of  law,  and  this  can 
be  done  without  an  annual  registration  fee. 

“Thirty-five  states  require  physicians  to  register  an- 
nually, and  another  ten  require  registration 
biennially.” 

It  is  our  understanding  that  this  matter  is  being 
recommended  this  year  by  the  KMA  Committee  on 
Disaster  Medical  Care,  following  careful  considera- 
tion and  detailed  discussions.  This  committee  would 
like  to  take  this  opportunity  to  strongly  urge  the 
KMA  House  of  Delegates  to  concur  in  the  recom- 
mendation on  annual  registration  being  made  by  the 
Committee  on  Disaster  Medical  Care. 
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COUNCIL  ACTION.  It  was  recommended 
that  the  report  of  the  Physicians’  Placement  and 
Membership  Information  Committee  be  ac- 
cepted as  presented,  and  the  council  strongly 
urges  that  the  House  of  Delegates  approve  the 
recommendation  of  this  committee  on  annual 
registration. 

Recommendations,  Reference  Committee  No.  5 
Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report  with  the  exception  of  that  portion  of 
the  report  on  Pages  14  and  15  pertaining  to  Annual 
Registration  which  was  referred  to  Reference  Com- 
mittee No.  4.  (Motion  seconded  and  carried.) 

The  committee  spent  some  time  soliciting  discus- 
sion having  to  do  with  the  proposed  registration  of 
all  Kentucky  physicians,  only  to  discover  later  that 
the  subject  had  been  referred  to  another  committee 
for  action!  It  was  an  interesting  discussion  however, 
and  it  may  be  of  some  interest  that  this  committee 
would  have  recommended  that  registration  without 
fee  be  accepted  by  this  house,  had  its  opinion  actually 
been  asked! 

COUNCIL  ON  MEDICAL  SERVICES 
L.  Douglas  Atherton,  M.D.,  Louisville 
James  B.  Douglas,  M.D.,  Louisville 
Logan  Gragg,  Jr.,  M.D.,  Lexington 
Earl  P.  Oliver,  M.D.,  Scottsville 
George  W.  Pedigo,  M.D.,  Louisville 
Claude  C.  Waldrop,  M.D.,  Williamstown 
John  A.  Bishop,  M.D.,  Jeffersontown, 
Chairman 

Report  Of  The 

KMA  Technical  Advisory  Committee  On 
Indigent  Medical  Care 

The  KMA  Technical  Advisory  Committee  on  In- 
digent Medical  Care,  in  anticipation  of  a greatly 
expanded  program  in  July,  1966,  met  as  a group  on 
six  different  occasions  during  this  associational  year. 
In  addition,  there  were  joint  meetings  held  with  the 
Technical  Advisory  Committee  of  the  Pharmacists 
and  with  the  Technical  Advisory  Committee  of  the 
Hospitals.  There  were  four  meetings  of  the  Kentucky 
Advisory  Council  for  Medical  Assistance.  As  chair- 
man of  the  committee.  I am  particularly  grateful  to 
the  members  for  their  excellent  attendance,  personal 
sacrifice  and  diligent  effort. 

At  this  point,  it  might  be  wise  to  give  some  his- 
torical background  on  the  health  and  welfare  pro- 
grams and  how  they  have  developed  through  the 
years.  The  original  program  was  initiated  by  the 
Social  Security  Act  of  1935,  which  provided  basic 
pension  provisions  through  the  employee-employer 
contribution  system,  whereby  persons  reaching  retire- 
ment age  received  a monthly  pension  check.  This  Act 
also  set  up  the  basic  welfare  program,  which  in- 
cluded old  age  assistance,  aid  to  the  blind  and  aid 
to  dependent  children.  It  also  included  provisions 
for  child  welfare,  crippled  children  and  maternal  and 
child  health. 

In  1960,  the  Kerr-Mills  Program  became  another 
category  under  the  original  Social  Security  Act  by 
way  of  an  amendment — the  MAA  Program.  Pro- 
visions were  made  by  a special  session  of  the  Ken- 
tucky General  Assembly  to  participate. 

In  1965,  there  were  two  major  changes  in  the 
Social  Security  Act  known  as  Title  XVIII  and  Title 
XIX.  Title  XVIII  is  commonly  known  as  “Medi- 
care”, is  for  the  over  65  age  group,  and  is  a federal 
program.  Title  XIX  concerns  itself  with  grants  to 
states  for  Medical  Assistance  Programs.  This  par- 
ticular amendment  combined  Title  I — Old  Age  As- 
sistance and  Medical  Assistance  for  the  Aged;  Title 
IV — Aid  and  Services  to  Needy  Families  with  Chil- 
dren; Title  X — Aid  to  the  Blind;  Title  XIV — Aid  to 
the  Permanently  and  Totally  Disabled;  and  the  con- 
solidated program.  Title  XVI — Aid  to  the  Aged, 
Blind  or  Disabled,  or  for  such  Aid  and  Medical  As- 
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sistance  for  the  Aged. 

Title  XIX  seeks  to  eliminate  this  diversity,  es- 
tablishing a single  program  which  makes  the  same 
medical  care  available  to  all  of  the  states’  needy  and 
medically  needy.  The  Act  permits  various  stages  of 
compliance,  but  by  July,  1975,  for  the  state  to  qualify, 
it  must  have  an  all-inclusive  program  of  assistance 
in  one  category,  which  includes  the  aged,  blind, 
disabled,  and  families  with  children,  so  that  the  com- 
prehensive care  and  services  will  be  available  to  es- 
sentially all  medically  needy  individuals  throughout 
the  nation. 

The  KMA  Technical  Advisory  Committee  has  con- 
sistently presented  the  views  of  its  organization 
through  the  Governor’s  Advisory  Council  on  Medical 
Assistance  to  the  state  agencies  administering  the 
program.  However,  there  have  been  very  few  changes 
from  July,  1963  until  July,  1966. 

During  the  early  part  of  the  associational  year,  the 
committee  was  able  to  obtain  clarification  of  the 
letter  sent  to  each  physician  certifying  that  they 
would  obey  the  Title  VI  of  the  Civil  Rights  Act.  This 
original  directive  was  changed  so  that  individual  certi- 
fication by  physicians  was  not  necessary. 

During  the  joint  meeting  with  the  pharmacists, 
simplification  of  the  forms  and  the  procedures  was 
discussed.  It  was  recommended  that  the  physician 
be  permitted  to  use  his  own  prescription  blank.  Dis- 
cussion also  centered  around  the  maximum  quantity 
of  drugs  that  might  be  ordered  and  expansion  of  the 
Medical  Care  Drug  List.  In  July,  1966,  modifications 
in  these  areas  will  be  implemented  for  an  improved 
program. 

Starting  in  November,  1965,  the  committee  reaf- 
firmed its  stand  that  it  would  make  continued  efforts 
to  see  that  the  compensation  to  physicians  would  be 
commensurate  with  the  fees  for  other  patients,  and 
that  beginning  now,  we  would  ask  for  reasonable, 
customary  and  current  fees  for  physicians’  services. 
This  has  been  the  thinking  and  philosophy  of  all  the 
committee  members  and  will  continue  to  be  its  goal. 
It  has  been  pointed  out  to  the  members  of  the  com- 
mittee that  Title  XIX  calls  for  reasonable  payments, 
and  that  the  state  finds  it  very  near  impossible  to 
pay  reasonable  and  customary  charges  with  a set 
budgeted  amount  of  money  with  which  to  work.  State 
agencies  propose  that  fees  be  developed  on  a Relative 
Value  Schedule. 

At  a meeting  of  the  Technical  Advisory  Committee, 
a survey  was  taken  of  the  five  physician  members 
serving  in  various  geographical  and  population 
areas  of  the  state.  From  this,  a Relative  Value 
Schedule  was  developed,  based  on  $5.00  per  unit. 
The  plan  was  presented  and  approved  by  the  KMA 
Board  of  Trustees  with  the  understanding  that  it 
would  be  reviewed  at  least  annually,  with  the  eventual 
goal  being  usual  and  customary  fees. 

The  final  meeting  of  the  committee  was  held  ap- 
proximately ten  days  prior  to  the  last  Governor’s 
Advisory  Council  meeting,  at  which  time,  the  July 
1st  fee  schedule  was  adopted.  The  committee  recom- 
mended that  an  early  review  should  be  made  in  an 
effort  to  arrive  at  usual  and  reasonable  fees  in  ac- 
f'ordance  with  the  advice  of  the  KMA  Board  of 
Trustees. 

It  was  also  the  recommendation  of  the  committee 
that  it  concurs  with  the  recommended  change  inserted 
by  the  KMA  Board  of  Trustees  under  the  item  “Care 
of  Hospitalized  Patients”  as  follows:  ”...  limited 
to  those  clinical  specialists  certified  by  the  appropriate 
recognized  American  Specialty  Boards  or  Colleges 
(and  Board  Eligible).”  Board  eligibility  should  be 
determined  by  the  physician  concerned  presenting  to 
the  State  Board  of  Health  a letter  from  the  specialty 
board  certifying  his  eligibility  for  board  examination 
by  the  full  residency  requirement  method. 

This  committee  has  a difficult  assignment  and  is 
fully  cognizant  of  its  responsibility  to  the  physicians 
and  the  people  of  Kentucky.  By  remaining  active  in 
these  programs,  even  though  we  are  not  wholehearted- 
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ly  in  agreement  with  their  provisions,  we  must  par- 
ticipate and  above  all  try  to  influence  their  cources 
in  a direction  which  would  be  least  destructive  to  the 
best  interests  of  the  patients. 

KMA  TECHNICAL  ADVISORY  COMMIT- 
TEE ON  INDIGENT  MEDICAL  CARE 
Owen  Davis,  M.D.,  Scottsville 
George  E.  Estill,  M.D.,  Maysville 
Paul  F.  Maddox,  M.D.,  Campton 
Carroll  H.  Robie,  Jr.,  M.D.,  Louisville 
C.  C.  Waldrop,  M.D.,  Williamstown,  Chairman 

This  report  was  reviewed  by  the  Board  of  Trustees 
on  August  3,  1966. 

BOARD  ACTION:  Approved  with  the  request  that 
there  be  an  addendum  to  this  report  to  point  out  that 
the  advisory  committee  did  not  vote  to  support  the 
principle  of  usual  and  customary  fees  before  the 
Governor’s  Advisory  Council. 

Addendum  to  the  Report  of  the 
KMA  Technical  Advisory  Committee  On 
Indigent  Medical  Care 

I'he  last  meeting  of  the  KMA  Technical  Advisory 
Committee  on  Indigent  Medical  Care  was  held  on 
June  3,  1966.  with  three  of  five  members  present. 
This  preceded  the  June  13  meeting  of  the  Governor’s 
Advisory  Council  on  Medical  Assistance  when  the 
present  Physicians’  Fee  Schedule  was  adopted  by 
the  council  for  Kentucky  medical  assistance  patients. 
At  this  June  3 meeting,  the  three  members  present 
endorsed  the  fee  schedule  presented  by  representa- 
tives of  the  Kentucky  Department  of  Health  which 
was  later  approved  by  the  Governor’s  Advisory 
Council  on  June  13. 

The  Governor’s  Advisory  Council  then  met  again 
on  July  11  to  hear  testimony  relative  to  this  fee 
schedule.  A telephone  poll  of  the  KMA  Technical 
Advisory  Committee  members  was  made  and  it  was 
reported  to  the  Governor’s  Advisory  Council  at  this 
meeting  that  the  Technical  Advisory  Committee  had 
voted  three  to  two  in  favor  of  the  fee  schedule  as 
approved  by  the  council  at  its  June  13  meeting. 

Recommendations,  Reference  Committee  No.  5 

Reference  Committee  No.  5 recommends  the  adop- 
tion of  this  report  as  amended  with  the  comment  that 
it  is  a historical  document  and  should  be  read  as 
such.  The  committee  considered  this  report  at  some 
length  and  feels  that  it,  and  the  addendum,  as 
amended,  are  matters  of  report,  and  can  be  accepted 
as  such.  With  regard  to  the  position  of  this  assembly, 
it  will  become  clear  shortly  what  the  recommenda- 
tions of  this  committee  are. 

On  Page  3,  Paragraph  2,  Reference  Committee  No. 
5 suggests  that  the  sentence  beginning  “It  has  been 
pointed  out  to  the  members  . . .’’  be  changed  to  read 
“It  has  been  pointed  out  to  the  members  of  the 
committee  that  Title  XIX  calls  for  reasonable  pay- 
ments and  that  the  state  found  it  very  near  impossible 
to  pay  reasonable  and  customary  charges  with  a set 
budgeted  amount  of  money  with  which  to  work.” 
The  following  sentence  should  be  amended  to  read 
“State  agencies  proposed  that  fees  be  developed  on  a 
Relative  Value  Schedule.” 

Mr.  Speaker,  I move  the  adoption  of  these  amend- 
ments. (Motion  seconded  and  carried) 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report.  (Motion  seconded  and  carried) 

Report  of  the  Council  on 
Medical  Education  and  Hospitals 

Page  6 last  paragraph  thru  first  regular  paragraph 
on  Page  7 

General  Practice  Committee 

The  Kentucky  Chapter,  American  Academy  of 
General  Practice,  Congress  of  Delegates,  in  session 
on  May  10,  1966,  approved  a resolution  which  in 


part  states  as  follows: 

“RESOLVED,  That  the  Kentucky  Chapter  of  the 
American  Academy  of  General  Practice  insist  that 
by  July  1,  1966,  the  needy,  as  defined  in  Title  19 
of  Public  Law  89-97,  receive  at  least  the  same  care 
coverage  as  the  recipients  of  Title  18  of  the  same 
law  for  the  five  basic  services  as  well  as  dental  care, 
drugs,  home  nursing  care,  prosthetics,  rehabilitative 
services,  physical  therapy,  and  eye  glasses.  Be  it 
further 

RESOLVED.  That  fees  for  Physicians  be  based 
solely  on  usual,  reasonable,  and  customary  fees  for 
services  rendered.  Be  it  further 

RESOLVED,  That  this  be  presented  and  supported 
vigorously  to  the  KMA  House  of  Delegates  for  its 
implementation.” 

This  committee  recommends  to  the  KMA  House 
of  Delegates  approval  of  the  above  statement  by  sub- 
stituting the  words  “Kentucky  Medical  Association” 
for  “Kentucky  Chapter  of  the  American  Academy 
of  General  Practice”  in  the  first  resolve. 

Recommendations,  Reference  Committee  No.  5 

The  paragraph  at  the  bottom  of  the  page  including 
the  resolution  extending  on  to  Page  7,  with  the  im- 
mediate subsequent  paragraph  on  Page  7,  was  con- 
sidered by  this  committee,  and  we  recommend  the 
adoption  of  this  portion  of  this  report  as  submitted. 

Mr.  Speaker,  1 move  the  adoption  of  this  section 
of  the  report.  (Motion  seconded  and  carried) 

Resolution  A 
KMA  Board  of  Trustees 

WHEREAS,  in  the  United  States  today  there  is 
an  increasing  trend  in  private  industry  to  provide 
paid  in  full  medical  care  benefits  for  professional 
services  covered  in  their  fringe  benefit  programs  for 
employees,  and 

WHEREAS,  Medicine’s  position,  as  reaffirmed  by 
the  American  Medical  Association  and  the  Kentucky 
Medical  Association,  supports  the  principle  of  the 
payment  of  professional  fees  on  a usual  and  customary 
basis,  and 

WHEREAS,  Title  XVIII  of  PL  89-97  recognizes 
this  principle  by  defining  reasonable  charges  as  those 
that  are  customary  and  prevailing  (Page  21  of  the 
HEW  Reference  Guide  for  Physicians  issued  in  June 
1966),  and 

WHEREAS,  the  Commissioner  of  the  Kentucky 
Department  of  Health  has  indicated  he  supports  the 
usual,  customary  and  prevailing  fee  concept  in  the 
payment  of  fees  under  Title  XIX,  PL  89-97;  but  to 
date  has  felt  its  use  is  impracticable  in  the  implemen- 
tation of  Title  XIX  because  of  the  unpredictability 
of  cost,  and 

WHEREAS,  the  Commissioner  has  further  indi- 
cated that  he  felt  funds  would  be  forthcoming  to 
provide  such  a program  if  predictability  were  estab- 
lished, and 

WHEREAS,  the  KMA  Board  of  Trustees,  in  its 
desire  to  serve  the  members  of  this  Association, 
has  devoted  long  hours  in  many  meetings  seeking  a 
method  by  which  physicians  would  rightfully  partici- 
pate in  a survey  which  would  establish  usual  and 
customary  fees  rather  than  have  them  non-profes- 
sionally  determined,  and  which  would  establish  pre- 
dictability of  these  fees,  and 

WHEREAS,  the  Board  of  Trustees  in  its  delibera- 
tions has  recognized  the  need  for  skilled  experienced 
staff  using  highly  technical  data  processing  proce- 
dures to  perform  such  a survey,  and 

WHEREAS,  at  the  request  of  the  KMA  Board  of 
Irustees,  Kentucky  Blue  Shield  with  its  successful 
experience  in  conducting  a confidential  survey  of  in- 
dividual physician’s  charges,  has  agreed  to  do  such  a 
survey  on  a statewide  basis  in  cooperation  with  KMA 
and  the  Kentucky  Department  of  Health, 
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NOW  THEREFORE  BE  IT  RESOLVED,  that  the 
House  of  Delegates  of  the  Kentucky  Medical  As- 
sociation endorses  the  "usual,  customary  and  pre- 
vailing” concept  and  requests  the  Kentucky  Blue 
Shield  to  join  with  KMA  and  the  Kentucky  Depart- 
ment of  Health  in  accomplishing  a survey  of  physi- 
cians’ charges  and  further  that  the  KMA  Board  of 
Trustees  implement  this  endorsement  by  appointing 
a special  committee  made  up  of  representatives  from 
all  types  of  medical  practice  (with  the  advice  and 
recommendations  of  the  various  medical  and  surgical 
specialty  groups)  to  work  with  Blue  Shield  and  the 
Department  of  Health  in  conducting  the  survey. 

Recommendations,  Reference  Committee  No.  5 

Mr.  Spteaker,  I move  the  adoption  of  this  resolu- 
tion as  submitted.  Motion  seconded.  After  much  dis- 
cussion, it  was  moved  that  Resolution  A be  amended 
by  the  insertion  at  the  end  of  this  resolution  this 
sentence:  It  is  understood  that  information  thus  ob- 
tained will  be  held  in  confidence  by  the  KMA 
Board  and  Blue  Shield  as  long  as  desirable.  (The 
motion  carried,  and  the  resolution  was  adopted.) 

Irving  F.  Kanner,  M.D.,  Lexington,  President  of 
the  Fayette  County  Medical  society,  referring  to  the 
above  adopted  resolution,  moved  to  delete  the  word 
“prevailing”  wherever  it  appeared  and  that  the  word 
“voluntary”  be  added  in  the  last  paragraph  to  read 
“a  voluntary  survey”.  (The  motion  was  seconded  and 
carried.) 

The  Vice-Speaker  of  the  House  of  Delegates, 
Richard  F.  Greathouse,  M.D.,  read  the  following 
letter  to  the  members  of  the  House,  and  requested 
that  it  be  made  a permanent  record  in  the  proceedings. 
September  20,  1966 
George  F.  Brockman,  M.D.,  Speaker 
Kentucky  Medical  Association 
House  of  Delegates 
Dear  Doctor  Brockman: 

The  Kentucky  Chapter  of  the  American  Academy 
of  Pediatrics  at  its  Annual  Meeting  on  September  20 
endorsed  Resolution  A as  submitted  to  the  Kentucky 
Medical  Association  House  of  Delegates. 

This  endorses  the  proposed  survey  of  usual  and 
customary  physicians’  fees  throughout  the  state  of 
Kentucky. 

Sincerely, 

Noble  T.  Macfarlane,  Jr.,  M.D. 

Secretary-T  reasurer 

Kentucky  Chapter  American  Academy 

of  Pediatrics 

NTMA 

Resolution  B 

Franklin  County  Medical  Society 

WHEREAS,  the  practice  of  medicine  has  been, 
and  is,  a relationship  between  patient  and  physician, 
different  from  commercial  ventures,  and 

WHEREAS,  the  physician’s  fee  has  been  one 
commensurate  with  the  service  rendered  the  patient 
and 

WHEREAS,  the  payment  of  the  fee  by  a third 
party  should  not  interfere  with  the  doctor-patient  re- 
lationship or  the  principle  of  a fair  fee  for  service 
rendered,  and 

WHEREAS,  “Medicaid”  or  State  sponsored  fi- 
nancial aid  to  the  indigent  or  legally  defined  medical- 
ly indigent  by  establishing  fixed  fees  as  payment  in 
full  does  interfere  with  the  principle  of  fee  for  service 
rendered,  therefore 

BE  IT  RESOLVED,  1.  that  the  physician  should 
be  able  to  continue  to  render  a fee  commensurate 
with  his  service,  and  2.  that  the  physician  should  not 
be  compelled  to  accept  a fixed  fee  as  payment  in  full. 

Recommendations,  Reference  Committee  No.  5 

Mr.  Speaker,  I move  the  adoption  of  this  resolu- 
tion as  submitted.  (Motion  seconded  and  carried.) 


Resolution  C 

Jefferson  County  Medical  Society 

Whereas,  it  is  important  and  necessary  for  the 
medical  profession  in  Kentucky  to  work  closely  with 
the  state  government  in  providing  medical  care  under 
Title  XIX  of  Public  Law  89-97,  in  order  that  the 
highest  quality  of  care  may  be  rendered,  therefore 

Be  It  Resolved,  That  the  Kentucky  Medical  As- 
sociation Legislative  Council,  with  the  guidance  of 
the  Board  of  Trustees,  be  encouraged  to  start  a legis- 
lative program  authorizing  the  state  to  contract  with 
any  private  agency,  business  firm,  or  separate  corpora- 
tion in  order  to  administer  the  medical  care  pro- 
visions in  any  or  all  parts  of  Title  XIX,  Public  Law 
89-97.  This  contract  to  administer  the  program 
should  be  executed  by  the  proper  state  department 
when  in  the  opinion  of  the  Department  of  Economic 
Security  and  the  State  Department  of  Health  there 
would  be  a sufficient  amount  of  fiscal  responsibility 
built  into  the  agreement  as  to  protect  the  public 
interest  and  still  permit  medical  fees  to  be  paid 
which  are  usual,  ordinary,  and  reasonable  when  com- 
pared to  all  other  fees  actually  paid  in  the  com- 
munity where  a like  medical  service  is  being  ren- 
dered, and 

Be  It  Further  Resolved,  That  the  Kentucky  Medical 
Association  acknowledges  by  this  resolution  its  re- 
sponsibility to  assume  authority  for  monitoring  the 
program  in  order  to  guarantee  it  against  any  medical 
abuse  or  over-utilization  and  that  the  KMA  Board 
of  Trustees  be  hereby  authorized  to  appoint  an 
ethical  and  disciplinary  committee  to  work  with  any 
private  agency,  business  firm,  or  corporation  to  see 
that  the  complete  needs  of  the  patients  are  served 
and  at  the  same  time  protect  the  public’s  interest 
against  fiscal  irresponsibility. 

Recommendations,  Reference  Committee  No.  5 

Reference  Committee  No.  5 moves  the  adoption 
of  Resolution  C as  submitted  with  the  additional 
comment  that  discussion  in  the  committee  raised  the 
possibility  that  adoption  of  a Title  XIX  program 
through  an  intermediary  carrier  may  possibly  be  even 
less  expensive,  in  the  long  run,  than  direct  admini- 
stration at  the  state  governmental  level. 

Mr.  Speaker,  I move  the  adoption  of  this  resolu- 
tion as  submitted.  (Motion  seconded  and  carried) 

Resolution  G 

Fayette  County  Medical  Society 

Whereas,  the  Fayette  County  Medical  Society 
Resolutions  concerning  direct  billing  of  patients  has 
been  approved  by  the  American  Medical  Association 
and  by  the  Board  of  Trustees  of  the  Kentucky  Medical 
Association  (copies  of  which  are  attached),  and 

Whereas,  these  are  now  official  Kentucky  Medical 
Association  policy,  and 

Whereas,  there  are  contracts  now  in  force  between 
the  Kentucky  Medical  Association  and  government 
agencies,  including  one  for  the  medical  care  for  de- 
pendents of  service  men,  which  are  in  conflict  with 
this  official  policy,  therefore  be  it 

Resolved  that  the  Resolutions  concerning  direct 
billing  which  are  attached  be  disseminated  in  entirety 
to  all  members  of  the  Kentucky  Medical  Association, 
and  be  it  further 

Resolved  that  all  contracts  made  by  the  Kentucky 
Medical  Association  with  government  agencies  which 
are  in  conflict  with  the  present  Kentucky  Medical 
Association  policy  be  terminated  immediately. 
American  Medical  Association 
1966  Annual  Meeting 

Direct  billing  has  been  recommended  as  the  billing 
method  of  choice  under  Title  XVIII  by  the  Board 
of  Trustees  and  the  Council  on  Medical  Service.  Since 
there  is  wide  latitude  available  to  individual  states 
in  establishing  administrative  procedures  under  Title 
XIX  programs,  this  House  of  Delegates  urges  each 
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constituent  state  association  to  work  early  and  dili- 
gently, in  its  own  state,  to  the  end  that  any  plan  or 
enabling  law  developed  by  the  states  to  qualify  as  a 
Title  XIX  program  authorizes  such  a direct  billing 
procedure  and  that  the  Advisory  Committee  of  the 
American  Medical  Association  to  the  Department  of 
Health,  Education  and  Welfare  be  instructed  to  do 
all  in  its  power  to  implement  the  intent  of  this 
resolution  at  the  national  level. 

Kentucky  Medical  Association 
Board  of  Trustees 

1.  That  the  implementation  of  Title  XIX  of  Public 
Law  89-97  be  modified  in  order  to  continue  and  to 
foster  our  atmosphere  of  patient-doctor  relationship 
that  has  been  the  backbone  of  American  medicine. 

2.  That  the  patient  be  permitted  to  receive  re- 
imbursement for  medical  services  under  Title  XIX 
of  Public  Law  89-97  from  the  State  when  a physician 
chooses  to  bill  the  patient  directly,  and 

3.  That  the  usual,  customary,  and  reasonable  fees 
be  charged  by  doctors  to  patients,  and  further 

4.  That  a fee  schedule  of  any  type  imposed  by  a 
third  party  not  be  accepted  by  the  Kentucky  Medical 
Association,  except  on  an  individual  basis. 

Recommendations,  Reference  Committee  No.  5 

Reference  Committee  No.  5 recommends  the  fol- 
lowing amendments  to  the  last  two  paragraphs  so  they 
may  read  as  follows: 

“Resolved  that  the  Resolutions  concerning  direct 
billing  which  are  attached  be  disseminated  in  en- 
tirety to  all  members  of  the  Kentucky  Medical  As- 
sociation. in  line  with  the  ‘Doctrine  of  Individual 
Responsibility’  (Report  L of  the  Council  on  Medical 
Services  Resolutions  9,  10,  32,  and  67  of  the  AMA), 
and  be  it  further 

"Resolved  that  all  contracts  made  by  the  Kentucky 
Medical  Association  with  government  agencies  which 
are  in  conflict  with  the  present  Kentucky  Medical 
Association  policy  be  terminated  as  soon  as  practic- 
able." 

This  committee  adds  the  comment  that  the  AMA 
is  working  on  a legislative  program  that  will  allow 
direct  billing  to  the  patient  under  Title  XIX,  and 
supplementary  billing  to  the  patient,  if  governmental 
funds  prove  to  be  insufficient  to  pay  customary  fees. 

In  addition,  this  committee  recommends  that  the 
Kentucky  Medical  Association  contact  the  Depart- 
ment of  Health,  Education,  and  Welfare  directly  and 
promptly  to  determine  if  such  a course  (i.e.  direct 
billing,  utilizing  the  concept  of  usual,  customary,  and 
reasonable  fees),  is  at  present  possible  under  HEW 
regulations,  and  if  not.  requesting  adequate  explana- 
tion concerning  this  point. 

Mr.  Speaker.  I move  the  adoption  of  these  amend- 
ments. (Motion  seconded  and  carried.) 

Mr.  Speaker,  I move  the  adoption  of  this  resolution 
as  amended.  (Motion  seconded  and  carried.) 

Resolution  J 

Pulaski  County  Medical  Society 

Whereas,  The  American  Medical  Association  has 
urged  its  component  societies  to  adopt  a program  of 
individual  responsibility  (Report  L of  the  Council 
on  Medical  Service  Resolutions  9,  10,  32  and  67); 
and 

Whereas,  Quality  medical  care  can  only  be  as- 
sured by  maintaining  the  fundamental  principles  of 
the  patient-physician  relationship,  free  from  the  in- 
fluence of  third  parties;  and 

Whereas.  This  tenet  is  embodied  in  the  Principles 
of  Medical  Ethics  of  the  American  Medical  As- 
sociation, Section  6,  which  reads  “A  physician  should 
not  dispose  of  his  services  under  terms  or  con- 
ditions which  tend  to  interfere  with  or  impair  the 
free  and  complete  exercise  of  his  medical  judgment 
and  skill  or  tend  to  cause  a deterioration  of  quality 
of  medical  care”;  and 


Whereas,  This  tenent  is  embodied  in  the  principles 
in  individual  responsibility  in  which  the  physician 
is  responsible  to  the  patient  for  care  and  for  medical 
services  rendered;  the  patient,  in  turn,  assumes  as 
his  personal  obligation  the  responsibility  for  paying 
the  physician  for  professional  services  rendered;  and 

Whereas,  The  acceptance  of  benefits  from  a fiscal 
intermediary  has  posed  in  the  past,  and  will  continue 
to  pose,  a distinct  threat  to  the  patient-physician 
relationship  which  can  result  in  deterioration  of 
quality  medical  care;  and 

Whereas,  Under  the  principles  of  Individual  Re- 
sponsibility, the  attending  physician’s  statement  is  to 
be  regarded  as  adequate  for  reports  of  medical 
services  to  patients  for  reimbursements  and  services 
as  a “direct  billing’’  mechanism,  thus  eliminating 
third  party  interference  in  the  doctor-patient  rela- 
tionship; therefore  be  it 

Resolved,  That  the  House  of  Delegates  of  the 
Kentucky  Medical  Association  endorses  and  approves 
the  ethics  and  the  principles  of  individual  responsi- 
bility in  the  rendering  of  medical  services  by  the 
physicians,  except  in  the  cases  where  this  principle 
is  in  conflict  with  the  law  of  the  land;  and  be  it 
further 

Resolved,  That  the  principles  of  individual  re- 
sponsibility are  well  sustained  by  an  adequate  state- 
ment or  report  by  the  attending  physician,  recog- 
nized as  an  ethical  means  for  use  by  those  physicians 
who  voluntarily  desire  to  do  so;  and  be  it  further 

Resolved,  That  all  members  of  the  Kentucky  Med- 
ical Association  be  informed  of  this  action  so  that 
those  physicians  who  voluntarily  wish  to  do  so  may 
employ  the  principles  of  individual  responsibility  in 
preserving  an  ethical  doctor-patient  relationship, 
and  in  maintaining  the  highest  quality  of  medical 
care. 

Recommendations,  Reference  Committee  No.  5 

Reference  Committee  No.  5 recommends  that 
Resolution  J not  be  accepted,  because  its  intent  is 
covered  adequately  by  the  amended  Resolution  G. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report.  (Motion  seconded  and  carried.) 


Resolution  K 

Pulaski  County  Medical  Society 

Whereas,  P.  L.  89-97  passed  by  the  1965  Session 
of  Congress  contains  many  provisions  which  appear 
to  permit  the  Department  of  Health,  Education  and 
Welfare  to  exert  unusual  interference  and  control 
over  the  manner  in  which  medicine  is  practiced  in 
this  country;  and 

Whereas,  Section  1801  of  P.  L.  89-97  was  written 
to  protect  the  public,  the  medical  profession  and 
hospitals  from  such  interference  and  control;  and 
Whereas,  The  intent  of  Congress  expressed  in  the 
various  committee  reports  is  very  clear  in  that  such 
interference  and  control  is  prohibited;  and 

Whereas,  Representative  Wilbur  Mills,  Secretary 
Gardner  of  HEW,  Wilbur  Cohen,  Arthur  Hess  and 
other  representatives  of  this  Department  have  made 
many  public  commitments  to  honor  this  intent  of 
the  Congress;  and 

Whereas,  A strict  application  of  Section  1801  of 
the  Law  is  the  only  guarantee  medicine  has  against 
ultimate  total  federal  control  of  medical  practice 
which  was  the  basis  of  medicine’s  objection  to  this 
and  other  socialized  medical  laws;  and 

Whereas,  The  AMA  House  of  Delegates  in  Phil- 
adelphia, November-December  1965,  acknowledged 
the  importance  of  a strict  application  of  Section  1801 
P.  L.  89-97;  therefore  be  it 

Resolved,  That  the  KMA  affirms  its  policy  to  insist 
upon  a literal  interpretation  of  Section  18()1,  Public 
Law  89-97,  in  the  implementation  of  this  law;  and  be 
it  further 
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Resolved,  That  KM  A and  county  medical  associa- 
tions alert  their  individual  members  to  the  possibility 
of  violation  of  this  Section  of  the  Act  and  provide 
a mechanism  by  which  such  violations  can  be  re- 
ported factually  and  completely  to  the  American 
Medical  Association. 

Recommendations,  Reference  Committee  No.  5 

Reference  Committee  No.  5 recommends  the 
adoption  of  this  resolution  as  submitted. 

Mr.  Speaker,  1 move  the  adoption  of  this  section 
of  the  report.  (Motion  seconded  and  carried.) 

Resolution  L 

Pulaski  County  Medical  Society 

Whereas,  many  segments  of  medicine  have  en- 
dorsed the  policy  that  physicians  bill  their  patients 
directly  under  Public  Law  89-97,  rather  than  ac- 
cepting assignments  and  billing  the  agent;  and 

Whereas,  Kentucky  has  implemented  Title  XIX 
in  part,  by  expansion  of  Kerr-Mills  benefits;  there- 
fore be  it 

Resolved,  That  the  Kentucky  Medical  Association 
use  all  possible  influence  to  secure  the  same  right  in 
the  expansion  of  Kerr-Mills  and  implementation  of 
Title  XIX,  i.e.,  the  right  to  bill  their  own  patients 
who  in  turn  shall  secure  reimbursement  from  the 
state  or  its  agents;  and  be  it  further 

Resolved,  That  when  the  physician  elects  not  to 
receive  an  assignment,  he  and  his  patient  alone  shall 
determine  the  amount  of  the  bill  and  the  state  may 
set  the  fee  only  when  the  physician  accepts  an  as- 
signment. 

Recommendations,  Reference  Committee  No.  5 

Reference  Committee  No.  5 recommends  that  this 
resolution  not  be  adopted  because  it  is  adequately 
covered  in  Resolutions  B and  G preceding. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report.  (Motion  seconded  and  carried) 

Report  of  the  Board  of  Directors  of 
Kentucky  Physicians  Mutual,  Inc. 

In  this  our  seventeenth  year  of  operation,  it  is  my 
privilege,  as  chairman  of  the  Board  of  Directors  of 
Kentucky  Physicians  Mutual,  to  present  for  my 
second  (and  final)  time  the  Annual  Report  of  the 
Board  to  you,  the  House  of  Delegates  of  the  Ken- 
tucky Medical  Association. 

This  report  is  certainly  one  of  increasing  progress. 
As  of  June  30,  1966,  889,915  people  were  members 
of  the  plan,  this  number  representing  an  increase  of 
14,984  over  the  previous  year.  There  have  been  in- 
creased enrollments  in  both  the  Extended  Benefits 
Program  of  over  10,378  and  in  Major  Medical  of 
1,418.  A total  of  approximately  $12,000,000  will  have 
been  paid  to  the  physicians  of  Kentucky  in  the 
calendar  year  1966 — or  approximately  $5,400  per 
physician.  The  cost  of  operation  has  likewise  been 
the  source  of  satisfaction  in  that  Kentucky  Physicians 
Mutual  has  had  an  operational  cost  which  has  been 
matched  or  bettered  by  only  7 of  the  74  Blue  Shield 
Plans  in  the  country. 

In  the  year  since  this  report  was  last  presented, 
the  "Prevailing  Fees”  concept,  which  received  its 
start  and  greatest  impetus  from  Kentucky,  has  proven 
successful  in  the  experimental  group,  and  Jefferson 
County  Medical  Society  has  agreed  to  extend  it  to 
still  another  group  in  this  area.  This  concept  is  well 
worth  consideration  by  all  of  your  respective  medical 
constituencies  as  more  and  more  labor-management 
groups  are  interested  in  exploring  its  possibilities  in 
future  negotiations;  and  certainly  the  Medical  Pro- 
fession should  be  in  a position  of  intelligently  under- 
standing its  potentialities.  We  would  like  to  extend 
to  you  the  services  of  our  staff  in  explaining  to 
your  groups  the  concept  of  ‘‘Prevailing  Fees”  when- 
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ever  you  are  interested  in  having  it  presented  for  your 
considered  judgment. 

So,  gentlemen  (and  ladies)  in  the  past  year  your 
Blue  Shield  Plan,  i.e.  Kentucky  Physicians  Mutual, 
has  proven  itself  progressive,  initiative,  financially 
sound,  and  respected  in  the  nation.  So  ends  the 
glorious  (and  pleasant)  portion  of  the  report. 

As  you  know,  in  the  past  year  the  Kentucky  Medi- 
cal Association  through  the  agency  of  its  Board  of 
Trustees,  requested  Blue  Shield  to  administer  Part  B 
of  the  Medicare  program.  Despite  many  misgivings 
in  the  minds  of  the  members  of  the  Board,  but,  as 
always,  willing  to  do  the  bidding  of  the  Medical 
Profession  in  as  far  as  possible,  it  was  agreed  and 
an  application  was  submitted  to  the  Department  of 
Health,  Education,  and  Welfare.  Shortly  before  the 
date  for  Medicare  to  begin,  HEW  informed  us  that 
the  services  of  Blue  Shield  were  not  needed  in  Ken- 
tucky, and  that  an  insurance  company  would  per- 
form this  function.  The  Board  and  staff  were,  need- 
less to  say,  personally  relieved  because  it  was  fully 
realized  that  restrictive  governmental  regulations  in 
this  situation  would  have  jeopardized  the  previous 
pleasant  relationship  between  the  medical  profession 
and  Blue  Shield.  Now  we  could  continue  to  work 
and  perform  and  render  .service  to  the  majority  of 
the  people  of  Kentucky  and  to  the  Medical  Profes- 
sion without  worries  of  unavoidable  embarrassment. 

So  we  thought 

Shortly  before  Medicare  took  over  on  July  1,  letters, 
personal  inquiries,  telephone  calls  began  to  pour  into 
the  office.  Why  has  Blue  Shield  (and  Blue  Cross) 
sold  the  people  and  the  Medical  Profession  down  the 
road?  Why  cannot  people  who  are  not  socialistic, 
who  believe  in  free  enterprise  and  personal  responsi- 
bilities, financial  as  well  as  moral,  just  because  of 
age,  be  deprived  of  their  rights  to  share  their  risks 
through  the  long  established  custom  of  underwriting 
through  insurance  companies  or  Blue  Cross  and 
Blue  Shield?  Must  we,  they  asked,  become  wards  of 
the  Government  will  or  no?  Look  about  your  Board 
of  Directors  Table,  we  were  charged,  and  see  the 
Machiavellis,  the  Rasputins,  the  Quislings,  the 
Arnolds! 

As  chairman  of  the  Board.  I looked  about  the 
table 

I saw,  not  Nicholo  Machiavelli — but  Everett  Baker 

Not  Georgi  Rasputin — but  only  Bill  Massie 

Not  Vidking  Quisling — only  Garnett  Sweeney 

Not  Benedict  Arnold — but  Delmas  Clardy 

From  chair  to  chair  I observed  the  faces — and  I 
saw  only  men  who  have  been  more  vociferous  in 
anti-socialistic  activities  than  most  of  you  here  pres- 
ent; men  who  have  spent  much  of  their  time  and 
energy  in  promoting  what  we  have  long  considered 
a philosophy  of  life,  i.e.,  free  enterprise.  But  these 
men  are  doctors — trained  in  a rigid  discipline  that 
states,  among  other  things,  that  if  you  are  unable 
to  help  your  patient,  you  can  certainly  be  no  party 
to  hurting  him. 

As  a Board,  these  men  are  not  able  to  alter  the 
laws  and  philosphy  of  the  Government;  namely  that 
people  over  age  65  (regardless  of  their  wealth)  are 
unable  to  provide,  by  themselves,  for  their  own 
medical  care.  In  order  to  provide  this  care,  the  Medi- 
care program  has  been  instituted  whereby,  under 
Social  Security  taxes,  the  younger,  productive  people 
of  the  country  are  taxed  to  pay  for  this,  and,  under 
the  present  rate,  with  a maximum  yearly  income, 
this  amounts  to  about  $106.00  per  taxpayer.  In  the 
past  year,  under  the  present  Blue  Shield  (over  65) 
Plans,  a total  loss  of  $68,000  was  sustained.  This 
loss,  according  to  sound  insurance  principles,  had  to 
be  pro-rated  over  the  less  vulnerable  group,  namely, 
those  under  65,  in  order  for  the  Plan  to  remain 
solvent.  To  allow  this  continuing  loss  among  our 
younger  subscribers  in  addition  to  their  being  forced 
to  contribute  to  Social  Security  taxes  in  order  to 
sustain  Medicare,  would  render  them  in  double 
jeopardy  financially.  This  is  decidedly  unfair,  and 
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cannot  be  justified  under  any  sound  principle  of 
equity.  Therefore,  the  best  we  could  offer  was  to 
supplement  the  law  as  it  exists  in  order  to  provide 
for  the  people  over  65.  with  services  comparable 
to  what  they  had  prior  to  the  enforced  governmental 
plan  at  a reasonable  dues.  To  this  we  stand  com- 
mitted. We  respectfully  await  your  considered  judge- 
ment. 

The  thanks  of  the  Board  is  extended  to  the 
members  of  the  Medical  Profession  who  by  their 
cooperation,  have  made  another  successful  year  for 
Blue  Shield.  I would  like  to  add  my  personal  thanks 
to  the  Board  Members,  fellow  officers,  and  the  Staff 
for  their  efforts  in  these  trying  times. 

Richard  J.  Rust,  M.D.,  President 
Kentucky  Physicians  Mutual 

Recon1m^nda^ions,  Reference  Committee  No.  5 

On  Page  3 the  reference  committee  was  pleased, 
in  the  midst  of  a lengthy  and  basically  serious  after- 
noon, to  encounter  Doctor  Rust’s  epic  comparison  as 
he  looked  about  the  table  of  his  Board  of  Trustees. 
We  were  pleased  with  his  literary  style,  but  this  did 
not  prevent  considerable  discussion  arising  concern- 
ing the  "Over  65  Blue  Shield  Plan”.  This  committee 
recommends  the  adoption  of  this  report  as  submitted, 
with  the  reservation  that  considerable  comment  en- 
sued about  several  aspects  of  the  plan.  This  committee 
recommends  the  adoption  of  the  report  as  submitted, 
and  adds  the  following  observations: 

a.  That  no  other  Blue  Shield  coverage  is  available 
to  this  age  range 

b.  that  the  coverage  which  is  available  under  this 
plan  is  somewhat  limited 

c.  that  there  is  evident  need  for  better  explanation 
to  patients  of  the  limitations  of  such  coverage. 

This  committee  recommends  that  consideration  be 
given  by  the  Board  of  Trustees  of  Kentucky  Phy- 
sicians’ Mutual  to  studies  which  may  lead  to  the 
possibility  of  more  effective  coverage  for  patients  in 
this  age  range,  as  a supplement  to  the  Medicare 
Law. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report.  (Motion  seconded  and  carried.) 

Report  of  the  Council  on  Allied 
Professions  and  Related  Groups 

Page  2,  second  paragraph  thru  top  of  Page  3, 
Board  action  and  addendum.  Tuberculosis  Committee 

In  addition  to  the  final  report  submitted  by  the 
Tuberculosis  Committee  to  the  council,  Richard 
Mardis,  M.D.,  appeared  in  person  to  submit  an  ad- 
dendum, acting  for  the  committee  chairman,  Joseph 
Humpert,  M.D..  who  was  out  of  the  state.  He  sub- 
mitted reference  material  to  support  the  request  of 
the  committee  that  this  council  recommend  through 
channels  that  the  detection  and  treatment  of  tuber- 
culosis in  the  commonwealth  be  unified  under  one 
authority,  namely  the  Kentucky  Tuberculosis  Hospital 
Commission.  After  due  consideration  of  the  follow- 
ing: 

1.  Since  universal  school  testing,  subject  to  the 
approval  of  the  local  county  medical  society,  was 
advised  by  the  Kentucky  Medical  Association  in 
1964  in  grades  one  through  twelve  has  not  been 
instituted; 

2.  Since  85  percent  of  the  cases  detected  are 
graded  as  moderate  or  far  advanced; 

3.  Since  the  number  of  new  cases  reported  an- 
nually has  remained  static  since  1959  suggesting  no 
improvement  in  treatment  during  this  period; 

4.  Since  the  TB  Committee  of  the  KMA  agrees 
unanimously  that  emphasis  should  be  placed  on 
tuberculin  testing  of  the  school  population,  grades 
one  through  twelve,  followed  by  chest  survey  of  all 
positive  reactors  and  their  immediate  contacts:  and 

5.  Since  according  to  the  statement  of  Stuart 
Lauder,  M.D.,  Director  of  TB  Control  of  the  Health 
Department,  a current  register  of  TB  cases  was  non- 


existent in  49  counties  (41  percent),  the  council  has 
voted  to  endorse  the  recommendation  of  the  TB 
Committee  and  recommends  endorsement  through 
channels  that  the  detection  and  treatment  of  tuber- 
culosis in  the  commonwealth  be  unified  under  one 
authority,  namely  the  Kentucky  Tuberculosis  Hospital 
Commission. 

This  report  was  reviewed  by  the  Board  of  Trustees 
on  August  4,  1966. 

BOARD  ACTION:  Approved  with  the  following 
exceptions:  The  Board  disapproves  the  recommen- 
dations of  the  TB  Committee  endorsed  by  the  Council 
on  Page  3 that  the  detection  and  treatment  of 
tuberculosis  should  be  transferred  to  and  under  the 
authority  of  the  Kentucky  Tuberculosis  Hospital 
Commission.  The  Board  feels  that  detection  and 
treatment  should  be  under  one  authority,  but  that  this 
authority  should  be  the  State  Department  of  Health. 
The  Board  approves  the  remainder  of  the  report  with 
the  recommendation,  however,  that  the  incidence  of 
TB  testing  in  the  schools  and  the  x-raying  of  elderly 
people  be  determined  by  the  Department  of  Health. 

Addendum  To  Final  Report  Of  The 
Tuberculosis  Committee 

The  Tuberculosis  Committee  wishes  to  present 
this  addendum  to  our  final  report:  “The  Tuberculosis 
Committee  has  always  felt  that  a well  coordinated 
attack  on  Tuberculosis  is  needed  in  Kentucky.  The 
Kentucky  Medical  Association  was  always  active  in 
the  Coordinating  Council  for  the  Control  of  Tuber- 
culosis when  the  body  was  active.  After  that  Council 
ceased  to  function,  the  Tuberculosis  Committee  rec- 
ommended to  the  Tuberculosis  Control  Officer  of 
the  State  Health  Department  three  years  ago,  that 
the  Council  should  be  reactivated.  The  Council  has 
not  been  reactivated.  On  the  contrary  the  program 
of  tuberculosis  detection,  follow  up  and  control  in 
the  state  has  lagged  and  has  suffered  from  lack  of 
dynamic  leadership. 

Recently  cooperation  between  the  various  state 
agencies  in  tuberculosis  work  reached  a nadir,  when 
a directive  from  the  Division  of  Tuberculosis  Control 
of  the  State  Health  Department  to  all  County 
Health  Departments  suggested  that  the  local  health 
departments  not  cooperate  with  the  State  Tubercu- 
losis Hospital  Commissions’  representatives  in  the 
tuberculosis  testing  programs  in  schools. 

In  contrast  to  the  slow  progress  being  made  in 
tuberculosis  detection,  follow  up  and  control,  the 
State  Tuberculosis  Hospital  Commission  has  made 
an  outstanding  and  enviable  record  in  the  treatment 
of  tuberculosis. 

The  Tuberculosis  Committee  therefore  reiterates 
the  recommendation  made  three  years  ago  that  the 
entire  program  of  detection,  control,  and  treatment 
of  tuberculosis  in  Kentucky  should  be  coordinated 
under  one  group,  organization,  or  agency.  Of  the 
two  state  agencies  involved,  the  Tuberculosis  Com- 
mittee recommends  that  the  one  best  able  to  lead 
this  program  would  be  the  State  Tuberculosis  Hos- 
pital Commission.  The  Tuberculosis  Committee  wish- 
es that  the  Board  of  Trustees  of  the  House  of  Dele- 
gates approve  this  recommendation  and  pass  it  on  to 
the  Governor  of  the  State.” 

Recommendations,  Reference  Committee  No.  5 

This  committee  considered  the  Tuberculosis  Com- 
mittee report,  starting  at  the  second  paragraph  on 
Page  2 of  Report  No.  16  terminating  with  the  small 
paragraph  at  the  top  of  Page  3.  In  addition,  we  con- 
sidered the  Board  action  at  the  bottom  of  Page  43 
and  the  addendum  to  the  final  report  of  the  Tuber- 
culosis Committee  found  at  the  back  of  the  report. 
Reference  Committee  No.  5 concurs  with  the  Board 
action  on  this  report,  finding  nothing  in  the  addendum 
which  would  change  the  recommendation,  and  recom- 
mends that  this  particular  portion  of  this  Council’s 
report  not  be  accepted. 
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Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  Reference  Committee  No.  5 report.  Motion 
seconded.  Thomas  L.  Heavern,  Jr.,  M.D.,  Newport, 
of  the  Campbell-Kenton  County  Medical  Society, 
moved  to  amend  the  Approved  Board  Action  by  in- 
serting after  the  words  “that  the  incidence  of  TB 
testing  in  the  schools”  the  statement  that  “such  testing 
to  be  undertaken  only  with  the  advice  and  consent 
of  the  county  medical  society  in  the  county  in  which 
a school  is  located.”  (This  amendment  was  seconded 
and  the  motion  carried.) 

Report  of  the 

Advisory  Committee  to  Selective  Service 

The  KMA  Advisory  Committee  to  Selective  Service 
has  held  four  meetings  since  September  1965  with 
top  officials  of  the  State  Headquarters  for  Selective 
Service.  The  purpose  of  this  committee,  which  is 
quasi-governmental,  is  to  try  to  maintain  an  ap- 
propriate balance  and  distribution  of  medical  care  for 
our  people,  as  well  as  the  armed  forces. 

This  committee  reviews  cases  and  makes  recom- 
mendations to  the  State  Selective  Service  who  in  turn 
can  then  recommend  to  a local  draft  board.  Since 
1961,  the  quota  has  been  filled  with  interns,  but  with 
the  escalation  of  the  war  in  Viet  Nam  the  call  this 
year  included  any  physician  35  years  of  age  or  under 
who  had  not  completed  his  military  obligation.  In 
this  classification,  Kentucky  had  approximately  160 
physicians  under  the  age  of  35. 

The  order  of  selection  began  at  the  age  of  26  in 
the  order  of  birth  dates,  with  the  youngest  selected 
first.  The  national  call  was  for  2,496  physicians. 
Since  it  was  not  the  intention  of  the  Selective  Service 
to  wreck  a hospital,  college  board,  or  a community, 
the  recommendation  has  been  made  that  some 
physicians  be  reclassified  as  “2A”,  which  is  an  oc- 
cupational deferment.  The  Advisory  Committee  has 
carefully  reviewed  each  applicant  referred  to  it  and 
has  applied  the  policy  of  adhering  to  the  regulations 
issued  by  Selective  Service  Headquarters  in  Washing- 
ton. 

We  have  had  excellent  cooperation  on  the  part  of 
Col.  Everett  Stephenson  and  Col.  Marshall  Sanders 
and  are  indebted  to  the  KMA  Headquarters  Staff 
for  much  basic  information  required  by  the  com- 
mittee. Your  committee  has  been  most  conscientious 
and  if  any  mistakes  were  made,  this  is  most  regret- 
table. 

Your  chairman  attended  an  AMA  meeting  on  Na- 
tional Selective  Service  held  in  Chicago  on  June  27. 
1966.  which  confirms  that  the  action  of  advisory 
groups  in  other  states  were  consistent  with  our  pro- 
gram. 

ADVISORY  COMMITTEE  TO  SELECTIVE 
SERVICE 

J.  Duffy  Hancock.  M.D.,  Louisville,  Chairman 
Glenn  U.  Dorroh,  M.D.,  Lexington,  Vice-Chairman 
James  Archer,  M.D.,  Paintsville  (Deceased) 

Charles  B.  Billington,  M.D.,  Paducah 
Sydney  G.  Dyer,  M.D.,  LaCenter 
Sam  A.  Overstreet,  M.D.,  Louisville 
Marcus  G.  Randall,  D.D.S.,  Louisville 
L.  S.  Shirrell,  D.V.M.,  Frankfort 
Russell  E.  Teague,  M.D.,  Frankfort 
L.  O.  Toomey,  M.D.,  Bowling  Green 
Miss  Celestia  Uftring,  R.N.,  Louisville 

Recommendations,  Reference  Committee  No.  5 
Mr.  Speaker,  I move  the  adoption  of  this  section  of 
the  report.  (Motion  seconded  and  carried.) 

Report  of  the 

Rural  Kentucky  Medical  Scholarship  Fund 

The  Fund  is  pleased  to  report  that  a total  of  35 
new  and  renewal  loans  were  approved  for  an  ap- 
propriation of  $60,200.  The  Fund,  in  approving  these 


loans  now  has  a record  of  having  helped  a total  of  282 
students.  Scholarship  recipients  are  now  located  in 
80  of  the  120  counties  in  Kentucky. 

The  KMA  staff  processes  alt  loans  and  contracts 
and  does  the  record  keeping  for  the  Rural  Kentucky 
Medical  Scholarship  Fund.  A quarterly  financial  re- 
port is  submitted  to  the  Board  of  Trustees  of  the 
Fund,  which  now  has  over  $450,000  on  loan.  Progress 
reports  are  secured  on  students  in  medical  school, 
and  contact  is  maintained  with  interns,  recipients  in 
the  armed  services,  those  in  specialty  training  and  past 
recipients  in  practice. 

There  are  two  scholarship  programs  offered  by  the 
Fund.  One  plan  stipulates  that  a recipient  may  make 
a loan  up  to  $1,300  per  year  at  the  rate  of  2%  to 
maturity,  when  the  rate  increases  to  6%,  if  he 
practices  in  a rural  section  acceptable  to  the  Fund 
for  each  year  he  secures  a loan. 

Under  the  second  plan,  a student  may  borrow 
up  to  $2,000  a year  providing  he  contracts  to  practice 
in  a county  designated  as  having  a critical  shortage 
of  physicians.  One  year’s  loan  will  be  waived  for  each 
year  that  he  practices  in  one  of  the.se  counties. 

To  encourage  physicians  to  locate  in  the  more 
needed  areas,  two  types  of  loans  with  forgiveness 
features  are  now  available  through  the  Fund.  Under 
the  first  arrangement,  to  any  physician  who  will 
establish  a practice  in  one  of  the  ten  most  critical 
counties,  the  Fund  will  lend  $2,000  and  waive  $500 
per  year  for  each  year  of  practice  in  this  location. 
The  ten  critical  counties  for  1966-67  are:  Carter, 
Martin,  Knott,  Crittenden,  Metcalfe,  Powell,  Lewis, 
Wolfe,  Rockcastle  and  Magoffin. 

The  second  plan,  featured  for  the  first  time  this 
year,  designates  the  next  ten  counties  where  there 
is  a critical  shortage  as  “semi-critical”  counties.  This 
new  phase  permits  a physician  to  borrow  $1,000  to 
set  up  a practice  with  $250  per  year  forgiven.  Semi- 
critical  counties  are:  Leslie,  Owsley,  Jackson.  Butler, 
Breathitt,  Lincoln,  Meade,  Owen,  Clay  and  Estill. 

The  twenty  counties  are  selected  on  the  basis  of 
information  supplied  by  the  Kentucky  Medical  As- 
sociation and  the  Kentucky  State  Board  of  Health. 
Although  the  critical  county  program  is  relatively 
new,  the  results  have  been  most  encouraging.  There 
are  now  eight  physicians  in  practice  in  these  areas, 
and  eight  medical  students  who  have  agreed  to  locate 
where  the  need  is  most  vital. 

The  Fund  constantly  keeps  in  mind  the  need  for 
physicians  in  all  the  rural  areas  of  Kentucky  and 
has  now  supplied  physicians  to  over  three-fourths  of 
the  counties  in  the  state.  We  now  have  122  physicians 
in  active  practice  and  103  scholarship  recipients  who 
are  either  in  medical  school,  in  the  service  or  now 
completing  their  training,  who  have  agreed  to  prac- 
tice in  rural  areas  other  than  the  ten  critical  counties. 

The  Board  of  Trustees  is  especially  appreciative 
of  the  continued  interest  and  support  of  Governor 
Edward  T.  Breathitt.  Health  Commissioner  Russell 
E.  Teague,  M.D..  and  the  Kentucky  General  As- 
sembly. 

The  Chairman  of  the  Fund  was  very  grateful  for 
the  special  tribute  that  was  presented  by  the  Vice- 
Chairman  at  the  May  18  meeting,  commemorating 
the  20th  Anniversary  of  the  Rural  Kentucky  Medical 
Scholarship  Fund. 

RURAL  KENTUCKY  MEDICAL 
SCHOLARSHIP  FUND 
C.  C.  Howard,  M.D.,  Glasgow 
Chairman,  Board  of  Trustees 

Recommendations,  Reference  Committee  No.  5 

Reference  Committee  No.  5 approves  this  report 
as  submitted  with  the  comment  that  discussion  in 
the  committee  brought  out  the  fact  that  this  appears 
to  be  a most  valuable  program,  well  worth  future 
encouragement  and  report. 

Mr.  Speaker.  I move  the  adoption  of  this  section 
of  the  report.  (Motion  seconded  and  carried.) 
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by  The  Journal  this  past  year  has  increased. 

Mr.  Speaker,  I move  the  acceptance  of  this  portion 
of  the  report.  (The  motion  was  .seconded  and  carried.) 


Mr.  Speaker,  I move  the  adoption  of  the  report  of 
Reference  Committee  No.  5 as  a whole,  as  amended. 
(Motion  seconded  and  carried.) 

1 should  like  personally  to  thank  the  members  of 
this  committee  for  quite  cheerful  and  interested  sup- 
port and  help  throughout,  Doctors  Johnson,  Ferrell, 
Moore,  and  Wyatt,  and  once  again  thank  those  of 
you  kind  enough  to  help  us  by  bringing  pertinent 
information  and  opinions  before  the  committee  Mon- 
day afternoon. 

REFERENCE  COMMITTEE  NO.  5 

James  L.  Eerrell,  M.D.,  Paris 

Robert  T.  Johnson,  M.D.,  Beaver  Dam 

Andrew  M.  Moore,  M.D.,  Lexington 

William  Wyatt,  M.D.,  Somerset 

Walter  I.  Hume,  Jr.,  M.D.,  Louisville,  Chairman 

REFERENCE  COMMITTEE  NO.  6t 

IV.  Vinson  Pierce,  M.D.,  Chairman 
Reports  on  Constitution  and  Bylaws; 
Special  Committees 

See  Note  (f)  bottom  of  column  one,  page  1122. 

Reference  Committee  No.  6 considered  the  fol- 
lowing reports: 

17.  Advisory  Committee  to  the  Editor 

18.  Judicial  Council 

19.  Committee  on  Third  Party  Medicine 

20.  Committee  to  Study  the  Constitution  and  By- 
laws 

21.  Interim  Meeting  Program  Committee 

22.  Insurance  Review  Board 

This  Reference  Committee  also  considered  a por- 
tion of  Report  No.  14,  Report  of  the  Council  on 
Medical  Services,  paragraph  3,  page  2;  and  Report 
No.  16,  Report  of  the  Council  on  Allied  Professions 
and  Related  Groups,  page  14,  paragraph  2. 

Report  of  the 

Advisory  Committee  to  the  Editor 

During  the  1965-66  associational  year,  your  com- 
mittee held  no  meetings  with  the  editors. 

The  business  of  The  Journal  has  been  extremely 
smooth  and  satisfactory  this  year.  There  have  been 
no  problems  which  the  Editors,  the  staff,  or  the 
committee  felt  were  necessary  to  consider  or  to  re- 
quire any  action  by  the  committee. 

Your  committee  chairman  attended  a meeting  in 
Chicago  by  the  State  Medical  Journal  Advertising 
Bureau  and  learned  a good  deal  about  the  handling 
of  the  advertising  for  the  various  state  journals.  There 
has  been  marked  improvement  in  the  amount  of  ad- 
vertising The  Journal  receives.  The  foremat  of  The 
Journal  has  continued  as  in  the  previous  year  with 
one  change  in  the  cover,  deleting  the  word  “state” 
from  Kentucky  Medical  Association. 

The  committee  members  express  their  apprecia- 
tion to  the  Editors  for  the  splendid  service  they  are 
rendering  the  profession  as  a result  of  their  work  on 
The  Journal. 

ADVISORY  COMMITTEE  TO  THE 
EDITORS 

Patrick  J.  Murphy,  M.D.,  Lebanon  Junction 
Robert  G.  Overstreet,  M.D.,  Louisville 
Eugene  Q.  Parr,  M.D.,  Lexington 
Gerald  B.  Reams,  M.D.,  Ashland 
Orson  P.  Smith,  M.D.,  Louisville 
Erederick  A.  Scott,  M.D.,  Madisonville 
Blaine  Lewis,  Jr.,  M.D.,  Louisville, 
Chairman 

Recommendations,  Reference  Committee  No.  6 

During  the  past  year,  the  business  of  The  Journal 
has  been  so  well  managed  that  no  problems  arose 
which  required  action  by  the  Advisory  Committee. 
The  Chairman  of  the  Committee,  Blaine  Lewis,  Jr., 
M.D.,  attended  a meeting  in  Chicago  of  the  State 
Medical  Journal  Advertising  Bureau.  It  is  encourag- 
ing to  note  that  the  amount  of  advertising  received 


Report  of  the  Judicial  Council 

The  Judicial  Council  has  just  completed  its  first 
full  year  since  the  adoption  of  rules  and  regulations 
for  processing  grievances  and  matters  involving 
ethics.  It  had  five  meetings  in  the  past  Associational 
year,  during  which  it  considered  ten  complaints  and 
ten  requests  for  opinions  on  the  ethics  of  various 
practices.  Under  the  rules  of  the  Council,  its  records 
relative  to  grievances  and  complaints  are  confidential 
and  not  accessible  to  anyone  other  than  the  members 
of  the  Council,  its  staff,  the  parties  involved  and 
their  counsel,  if  any.  For  this  reason,  it  would  be 
improper  to  include  in  this  report  any  details  of 
specific  cases. 

However,  it  is  appropriate  for  the  Council  to  in- 
form you  that,  according  to  our  records,  only  21 
county  societies  have  grievance  committees.  Much 
needs  to  be  done  at  the  local  level  in  this  regard. 

Your  council  has  also  been  deeply  concerned  about 
the  current  difficulty  in  which  specialists  in  radiology 
and  pathology  find  themselves.  We  were  asked  by 
both  specialty  groups  to  enunciate  the  ethical  guide- 
lines within  which  they  should  pattern  their  relation- 
ship with  hospitals.  We  adopted  the  following  five 
statements  of  legal  and  ethical  principles  applicable 
to  the  practice  of  medicine  in  hospitals: 

“1.  The  practice  of  pathology  and  the  practice  of 
radiology  are  no  less  the  practice  of  medicine  because 
carried  on  in  a hospital. 

“2.  The  practice  of  medicine  includes  the  services 
of  technicians  performed  under  the  supervision  and 
direction  of  licensed  physicians,  at  least  to  the  extent 
that  those  services  would  constitute  the  unlicensed 
practice  of  medicine  if  not  performed  as  the  agent 
of  a licensed  physician,  and  to  the  extent  that  the 
supervising  physician  is  legally  responsible  to  the 
patient  or  the  hospital  for  the  quality  of  such  technical 
services. 

“3.  A hospital  cannot  be  licensed  to  practice 
medicine  and  therefore  cannot  provide  medical  serv- 
ices to  patients  through  and  by  means  of  employed 
licensed  physicians,  or  technicians  whose  services  are 
performed  as  the  agents  of  licensed  physicians. 

“4.  If  a hospital  cannot  provide  medical  services 
to  patients,  it  would  seem  to  follow  that  it  cannot 
collect  a fee  for  medical  services  from  patients,  unless 
it  does  so  as  a clearly  identified  collecting  agent 
for  the  physicians  who  provided  those  services. 

“5.  Any  physician  who  is  a party  to  any  arrange- 
ment under  which  a hospital  is  permitted  to  purvey 
his  services  or  those  of  technical  personnel  who  are 
his  legal  agents,  to  patients,  is  therefore  not  only 
guilty  of  unethical  practice  but  is  liable  to  revocation 
of  his  license  for  aiding  and  abetting  the  unlicensed 
practice  of  medicine.” 

We  have  withheld  enforcement  of  those  rules  out 
of  deference  to  the  current  state  of  confusion  within 
the  two  specialties  most  intimately  involved.  When 
the  air  has  cleared  to  the  point  that  the  Council  is  of 
the  opinion  that  physicians  who  are  not  in  com- 
pliance with  the  foregoing  principles  should  be  dis- 
ciplined, the  membership  will  be  so  advised  through 
appropriate  channels  of  communication. 

KMA  JUDICIAL  COUNCIL 

Henry  B.  Asman,  M.D.,  Louisville 

J.  Duffy  Hancock,  M.D.,  Louisville 

Hugh  L.  Houston,  M.D.,  Murray 

Clyde  C.  Sparks,  M.D.,  Ashland 

N.  L.  Bosworth,  M.D.,  Lexington,  Chairman 

Recommendations,  Reference  Committee  No.  6 

The  Judicial  Council  in  completing  its  first  full 
year  under  the  new  rules  and  regulations  held  five 
meetings  in  which  it  considered  ten  complaints  and 
ten  requests  for  opinions  on  ethics. 
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The  Council  report  called  attention  to  the  fact 
that  only  21  county  societies  are  on  record  as  having 
grievance  committees.  Much  needs  to  be  done  in  the 
local  level  in  this  regard. 

The  Council  has  been  deeply  concerned  about  the 
current  difficulty  in  which  specialists  in  radiology 
and  pathology  find  themselves.  The  Committee  is  also 
aware  that  other  physicians  may  encounter  similar 
difficulties  in  the  practice  of  medicine.  The  Judicial 
Council  proposed  the  following  five  statements  of 
legal  and  ethical  principles  regarding  the  practice  of 
medicine  in  hospitals: 

“1.  The  practice  of  pathology  and  the  practice  of 
radiology  are  no  less  the  practice  of  medicine  because 
carried  on  in  a hospital. 

“2.  The  practice  of  medicine  includes  the  services 
of  technicians  performed  under  the  supervision  and 
direction  of  licensed  physicians,  at  least  to  the  extent 
that  those  services  would  constitute  the  unlicensed 
practice  of  medicine  if  not  performed  as  the  agent 
of  a licensed  physician,  and  to  the  extent  that  the 
supervising  physician  is  legally  responsible  to  the 
patient  or  the  hospital  for  the  quality  of  such 
technical  services. 

“3.  A hospital  cannot  be  licensed  to  practice  medi- 
cine and  therefore  cannot  provide  medical  services 
to  patients  through  and  by  means  of  employed 
licensed  physicians,  or  technicians  whose  services  are 
performed  as  the  agents  of  licensed  physicians. 

“4.  If  a hospital  cannot  provide  medical  services 
to  patients,  it  would  seem  to  follow  that  it  cannot 
collect  a fee  for  medical  services  from  patients,  unless 
it  does  so  as  a clearly  identified  collecting  agent  for 
the  physicians  who  provided  those  services. 

“5.  Any  physician  who  is  a party  to  any  arrange- 
ment under  which  a hospital  is  permitted  to  purvey 
his  services  or  those  of  technical  personnel  who  are 
his  legal  agents,  to  patients,  is  therefore  not  only 
guilty  of  unethical  practice  but  is  liable  to  revocation 
of  his  license  for  aiding  and  abetting  the  unlicensed 
practice  of  medicine.” 

The  Judicial  Council  does  not  feel  that  enforce- 
ment of  these  rules  is  applicable  at  this  time,  but  is 
of  the  opinion  that  when  the  air  has  sufficiently 
cleared  physicians  who  are  not  in  compliance  with  the 
foregoing  principles  should  be  disciplined.  Your 
Reference  Committee  wishes  to  point  out  that  the 
most  important  aspect  is  to  recognize  that  certain 
services  performed  in  the  hospital  are  the  practice 
of  medicine  and  these  services  should  be  clearly 
delineated. 

Mr.  Speaker,  I move  the  adoption  of  this  portion 
of  the  report.  (Motion  seconded:  carried.) 


Report  of  the 

Committee  On  Third  Party  Medicine 

Problems  in  regard  to  Third  Party  Medicine  have 
not  been  presented  or  referred  to  this  Committee 
since  the  last  session  of  the  House  of  Delegates. 
For  this  reason,  the  Third  Party  Committee  did  not 
have  a meeting. 

COMMITTEE  ON  THIRD  PARTY 
MEDICINE 

Walter  L.  Boswell,  M.D.,  Lexington 
Ballard  W.  Cassady,  M.D.,  Pikeville 
Robert  B.  Jasper,  M.D.,  Somerset 
Robert  E.  Norsworthy,  M.D.,  Hartford 
John  S.  Harter,  M.D.,  Louisville,  Chairman 

Recommendations,  Reference  Committee  No.  6 

The  Committee  on  Third  Party  Medicine  did  not 
meet  since  no  problems  have  been  referred  to  it 
during  the  past  year. 

Mr.  Speaker,  I move  the  adoption  of  this  portion 
of  the  report.  (The  motion  was  seconded;  carried.) 


Report  of  the 

Constitution  and  Bylaws  Committee 

The  Committee  to  Study  the  Constitution  and  By- 
laws held  an  afternoon  meeting  on  June  2.  Mr.  E. 
Gaines  Davis,  KMA  Legal  Counsel,  was  in  at- 
tendance. 

A discussion  was  held  on  a number  of  matters 
relative  to  making  changes,  additions,  and  deletions 
to  our  Bylaws.  Your  committee  is  of  the  opinion 
that  there  are  changes  needed  in  the  following  four 
areas: 

1.  All  committees,  including  those  appointed  as 
Ad  Hoc  Committees,  should  be  terminated  simul- 
taneous with  the  appointing  authority.  This  means 
that  no  such  committee  is  appointed  for  a term  of 
office  for  more  than  one  year  although  it  can  be 
reappointed  by  the  incoming  Board  of  Trustees.  This 
will  eliminate  the  continuance  of  committees  that 
are  no  longer  essential  to  the  association’s  activities. 

2.  No  committee  should  consist  of  more  than 
seven  members  unless  given  specific  approval  by  the 
Board  of  Trustees.  Some  committees  have  become 
unnecessarily  burdened  in  size  and  have  difficulty 
in  securing  a quorum  for  their  meetings. 

3.  Your  association  often  finds  itself  in  a position 
of  being  asked  by  the  House  of  Delegates  to  conduct 
programs  requiring  substantial  financing  when  such 
expenditures  have  not  been  budgeted  and  no  means 
for  financing  such  programs  have  been  presented. 
This  works  a hardship  on  the  budget  since  funds 
must  be  available  from  some  source  within  the  budget. 
Your  committee  feels  it  to  be  in  the  best  interest 
of  all  concerned  that  the  House  of  Delegates  not 
authorize  any  program  for  which  no  funds  are  known 
to  be  available  without  recommending  a source  for 
securing  such  funds. 

4.  Our  major  item  for  your  consideration  this 
year  has  resulted  from  a study  of  the  KMA  Com- 
mittee and  Council  Structure  requested  by  the  Board 
of  Trustees  from  an  Ad  Hoc  Committee  consisting 
of:  George  Brockman,  M.D.,  Greenville,  Chairman; 
W.  Vinson  Pierce,  M.D.,  Covington;  and  Wyatt  Nor- 
vell.  M.D.,  New  Castle. 

This  study  represents  the  desire  of  your  Board  of 
Trustees  to  continue  its  leadership  in  vigorously  pro- 
moting the  betterment  of  the  Association,  planning 
for  the  future,  and  coping  with  the  rapid  expansion 
of  governmental  health  programs.  This  is  the  first 
major  change  in  our  present  organizational  structure, 
and  initiates  a continuing  program  of  close  scruntiny 
of  the  Association’s  organizational  structure,  policies, 
projects,  and  related  activities  to  provide  the  mem- 
bership with  the  best  possible  service. 

Upon  completion  of  their  study,  the  committee 
members  recommended  a revised  committee  and 
council  structure,  eliminating  some  committees  and 
combining  their  duties  with  other  committees  or 
councils,  elimination  , of  one  council  and  addition  of 
a Council  on  Governmental  Medical  Services  and 
other  similar  changes.  The  recommendations  of  the 
Ad  Hoc  Committee  have  been  approved  by  the  Board 
of  Trustees  and  your  Bylaws  Committee  has  been 
asked  to  submit  proposed  changes  in  our  Bylaws  to 
implement  these  changes  in  our  organizational 
structure. 

The  above  recommendations  will  be  implemented 
upon  House  of  Delegates  approval  of  the  following 
proposed  Bylaw  changes: 

CHAPTER  Vlll.  Standing  Committees  and  Councils. 

Present  Section  1.  The  Board  of  Trustees  shall, 
upon  nomination  of  its  Executive  Committee,  appoint 
and  designate  the  chairmen  of  four  standing  com- 
mittees composed  of  not  less  than  five  nor  more 
than  seven  members,  as  follows: 
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(a)  A Committee  to  Study  the  Constitution  and 
Bylaws. 

(b)  A Committee  on  Third  Party  Medicine. 

(c)  A Committee  on  Arrangements  for  the  In- 
terim Meeting. 

(d)  An  Advisory  Committee  to  the  Editor  of  the 
Journal. 

Proposed  Section  1.  The  Board  of  Trustees  shall, 
upon  nomination  of  its  Executive  Committee,  appoint 
and  designate  the  chairman  of  six  standing  commit- 
tees composed  of  not  less  than  five  nor  more  than 
seven  members,  as  follows: 

(a)  A Committee  to  Study  the  Constitution  and 
Bylaws. 

(h)  A Committee  on  Arrangements  for  the  In- 
terim Meeting. 

(c)  An  Advisory  Committee  to  the  Editor  of  the 
Journal. 

id)  A Board  of  Managers  of  the  McDowell  House. 

{e)  An  Insurance  Review  Board. 

(/)  A Memorials  Commission. 

Present  Section  2.  The  Board  of  Trustees  shall,  in 
the  same  manner,  (except  as  hereinafter  provided) 
appoint  and  designate  the  chairmen  of  six  Councils, 
composed  of  not  less  than  five  nor  more  than  seven 
members,  as  follows: 

(a)  A Council  on  Scientific  Assembly. 

(b)  A Council  on  Medical  Education  and  Hos- 
pitals. 

(c)  A Council  on  Legislative  Activities. 

(d)  A Council  on  Medical  Services. 

(e)  A Council  on  Communications  and  Public 
Service. 

(f)  A Council  on  Allied  Professions  and  Related 
Groups. 

Proposed  Section  2.  The  Board  of  Trustees  shall, 
in  the  same  manner,  (except  as  hereinafter  provided) 
appoint  and  designate  the  chairman  of  six  Councils, 
composed  of  not  less  than  five  nor  more  than  seven 
members,  as  follows: 

(a)  A Council  on  Scientific  Assembly. 

(b)  A Council  on  Medical  Education  and  Hos- 
pitals. 

(c)  A Council  on  Legislative  Activities. 

(d)  A Council  on  Medical  Services. 

(e)  A Council  on  Communications  and  Public 
Service. 

if)  A Council  on  Governmental  Medical  Services. 

Section  3.  No  change  proposed. 

Section  4.  No  change  proposed. 

Section  5.  No  change  proposed. 

Present  Section  6.  The  Board  of  Trustees  shall 
have  power  to  establish  such  other  committees  as 
may,  from  time  to  time,  appear  to  it  to  be  advisable, 
and  to  prescribe  their  composition,  the  method  of 
their  appointment,  and  their  duties.  Such  committees 
shall  serve  at  the  pleasure  of  the  Board. 

In  addition,  the  Board  of  Trustees  shall  have  power 
to  appoint  a representative  from  this  Association  to 
the  Conference  of  Presidents  and  such  other  organi- 
zations as  it  shall  determine. 

Proposed  Section  6.  The  Board  of  Trustees  shall 
have  power  to  establish  such  other  committees  as 
may,  from  time  to  time,  appear  to  it  to  be  advisable, 
and  to  prescribe  their  composition,  the  method  of 
their  appointment,  and  their  duties.  No  committee 
shall  he  composed  of  more  than  seven  members  un- 
less specifically  so  provided  by  the  Board.  All  such 
committees  shall  expire  at  the  end  of  the  Associa- 
tional  year  unless  earlier  dissolved  by  the  Board. 

In  addition,  the  Board  of  Trustees  shall  have  power 
to  appoint  a representative  from  this  Association  to 
the  Conference  of  Presidents  and  such  other  organi- 
zations as  it  shall  determine. 

Section  7.  No  change  proposed. 

Section  8.  Delete  entire  present  section,  which  per- 
tains to  the  Committee  on  Third  Party  Medicine. 

Proposed  Section  8.  The  Committee  on  Arrange- 
ments for  the  Interim  Meeting  shall  have  the  re- 


sponsibility of  preparing  the  program  for  the  Interim 
Meeting,  and  presenting  it  to  the  Board  of  Trustees 
or  its  Executive  Committees  for  approval.  Upon  ap- 
proval of  the  program  thus  presented,  the  Committee 
shall  have  the  further  responsibility  of  approving  all 
arrangements  for  the  Conference. 

Proposed  Section  9.  The  Advisory  Committee  to  the 
Editor  of  the  Journal  shall  provide  support  to  the 
Editor  and  be  available  to  him  for  consultation  with 
respect  to  any  matter  concerning  the  Journal,  on 
which  he  desires  the  Committee’s  advice  and  assist- 
ance. All  papers  of  doubtful  suitability  for  publica- 
tion shall  he  referred  by  the  Editor  to  the  Advisory 
Committee,  and  its  approval  shall  be  required  prior 
to  the  publication  of  any  matter  which  is  recognized 
to  be  of  a controversial  nature. 

Propo.sed  Section  10.  The  Insurance  Review  Board 
shall  provide  a forum  in  which  disputes  between 
physicians,  their  patient-insureds,  and  insurance  car- 
riers can  be  mediated. 

Proposed  Section  II.  The  Board  of  Managers  of 
the  McDowell  House  shall  be  responsible  for  the 
proper  maintenance  and  operation  of  the  McDowell 
House  and  Apothecary  Shop  under  the  general  guid- 
ance of  the  Board  of  Trustees. 

Proposed  Section  12.  The  Memorials  Commission 
shall  endeavor  to  finance  the  furnishing  of  the  Board 
Room  and  the  Presidents  Office,  may  accept  memo- 
rial contributions  to  the  Association  and  collect  books, 
medical  in.struments  and  other  memorabilia  associated 
with  the  early  practice  of  medicine  for  inclusion  in 
the  display  on  exhibition  in  the  President’s  Office. 

Propo.sed  Section  IS.  The  Council  on  Scientific 
Assembly  shall  consist  of  seven  (7)  members.  The 
President,  the  President-Elect,  and  the  chairmen  of 
the  Committees  on  Scientific  and  Technical  Exhibits 
shall,  by  virtue  of  their  respective  offices,  be  voting 
members  of  the  Council,  with  the  President  serving 
as  Chairman  and  the  President-Elect  as  Vice-Chair- 
man. The  remaining  three  members  shall  serve  for 
terms  of  three  (3)  years  each,  with  the  term  of  one 
member  expiring  each  year.  The  Council  shall  super- 
vise and  direct  the  planning,  development  and  pres- 
entation of  the  .scientific  programs  of  the  Annual 
Meeting  each  year.  In  addition,  it  shall  be  responsi- 
ble for  scientific  and  technical  exhibits  and  all  activi- 
ties incident  to  the  Annual  Meeting,  including  golf 
and  other  forms  of  recreation  and  entertainment. 
These  will  include  the  duties  heretofore  imposed  upon 
the  Awards  Committee  to  nominate  the  recipients  of 
the  Distinguished  Service  Medal,  the  Outstanding 
General  Practitioner  Award,  and  the  R.  Haynes  Barr 
A ward. 

Thirty  (30)  days  previous  to  each  Annual  Meet- 
ing, the  Council  shall  prepare  and  issue  a program 
announcing  the  order  in  which  papers,  discussions, 
and  other  business  shall  be  presented,  which  program 
shall  be  adhered  to  as  nearly  as  practicable.  No 
county  society,  as  such,  shall  serve  as  host  society 
to  the  Annual  Meeting. 

Proposed  Section  (14).  The  Council  on  Medical  Ed- 
ucation and  Hospitals  shall  direct  and  supervise  the 
activities  of  the  Association  in  the  field  of  medical 
education  and  shall  maintain  active  liaison  with  the 
Kentucky  Hospital  Association.  It  shall  seek  to  ele- 
vate the  standards  of  postgraduate  medical  education 
in  Kentucky,  establishing  and  maintaining  liaison 
with  Kentucky’s  two  medical  schools  and  the  Com- 
mittee for  the  American  Medical  Association  Educa- 
tion Research  Foundation,  and  concerning  itself  with 
problems  relating  to  nongovernmental  medical  and 
hospital  care,  general  practice,  research  and  such 
other  matters  in  this  general  field  as  may  be  referred 
to  it  by  the  Board. 

Proposed  Section  15.  The  Council  on  Legislative 
Activities  shall  direct  and  supervise  the  work  of  the 
Association  as  it  pertains  to  state  and  national  legisla- 
tion, and  shall  formulate  and  submit  a legislative 
program  to  the  Board  of  Trustees  for  its  considera- 
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rion.  The  Council  shall  seek  the  enactment  of  the 
Association’s  legislative  program  into  law,  and  shall 
resist  the  enactment  of  bills  which  the  Board  finds 
to  be  not  in  the  best  interests  of  the  public  or  the 
profession.  It  shall  maintain  liai.son  with  officials  of 
state  and  national  governments  and  shall  work  closely 
with  the  various  county  societies  in  carrying  out  the 
legislative  program  at  both  state  and  national  levels. 

Proposed  Section  16.  The  Council  on  Medical 
Services  shall  supervise  and  direct  the  activities  of 
the  Association  in  the  field  of  socio-economic  de- 
velopment. It  shall  be  charged  with  the  promotion  of 
voluntary  health  insurance  programs  in  general  and 
shall  maintain  active  liaison  with  Kentucky  Physicians 
Mutual,  Inc.  and  Blue  Cross  plans.  It  shall  serve  as  a 
clearing  house  on  all  non-governmental  fee  schedules 
and  other  questions  affecting  the  economics  of  medi- 
cine. It  shall  concern  itself  with  the  problem  of 
providing  adequate  medical  care  to  all  segments  of 
the  population  through  physician  placement  and  other 
means. 

Propo.sed  Section  17.  The  Council  on  Communica- 
tions and  Public  Service  shall  supervise  and  direct 
all  Associational  activity  in  the  fields  of  public  rela- 
tions and  service,  including,  but  not  limited  to,  rural 
health,  schools,  public  health,  highway  .safety,  di.sas- 
ter  medical  care  and  diabetes.  In  addition,  it  shall 
assist  the  Board  in  presenting  the  Orientation  Course 
referred  to  in  Chapter  I,  Section  5. 

Proposed  Section  18.  The  Council  on  Governmental 
Medical  Services  shall  concern  itself  with  all  pro- 
grams of  medical  care  offered  by  governmental  agen- 
cies, maintaining  close  liaison  with  the  State  Depart- 
ment of  Health  and  other  governmental  units  in- 
volved with  such  programs.  It  shall  keep  the  Board 
of  Trustees  informed  of  all  innovations  in  the  field 
of  governmental  medicine  and  advise  the  Board  as 
to  any  action  which  the  Association  should  take  with 
regard  to  such  programs. 

COMMITTEE  TO  STUDY  THE  CONSTI- 
TUTION AND  BYLAWS 
John  S.  Baughman,  III,  M.D.,  Harrodsburg 
Matthew  C.  Darnell,  Jr„  M.D.,  Lexington 
W.  Bruce  Hamilton,  M.D.,  Shepherdsville 
James  G.  Sills,  M.D.,  Hardinsburg 
William  B.  Stodghill,  M.D.,  Louisville 
Douglas  H.  Jenkins,  M.D..  Richmond, 

Chairman 

Addendum  To  The  Report  Of  The 
Committee  to  Study  The  Constitution  and  Bylaws 

Present  Chapter  IX,  Section  3 of  the  Bylaws; 

“All  motions  and  resolutions  appropriating  money 
shall  specify  a definite  amount  or  so  much  thereof 
as  may  be  necessary  for  the  purpose,  and  must  have 
prior  approval  of  the  Board  of  Trustees  before  they 
can  become  effective”. 
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discretion.  This  will  eliminate  the  continuance  of 
committees  that  are  no  longer  essential  to  the  As- 
sociation’s activities. 

2.  No  committee  should  consist  of  more  than  seven 
members  unless  given  specific  approval  by  the  Board 
of  Trustees. 

3.  The  Association  often  finds  itself  in  a position 
of  being  asked  by  the  House  of  Delegates  to  conduct 
programs  requiring  substantial  financing  when  such 
expenditures  have  not  been  budgeted  and  no  means 
for  financing  such  programs  have  been  presented. 
This  works  a hardship  on  the  budget.  The  Committee 
feels  that  the  House  of  Delegates  should  not  authorize 
any  program  for  which  no  funds  are  known  to  be 
available  without  recommending  a source  for  securing 
such  funds  and  recommends  present  Chapter  IX,  Sec- 
tion 3 to  be  changed  as  follows; 

"AH  motions  and  resolutions  appropriating  money 
shall  specify  a definite  amount  or  so  much  there- 
of as  may  he  necessary  for  the  purpose,  and  must 
have  prior  approval  of  the  Board  of  Trustees  be- 
fore they  can  become  effective.  No  motion  or 
resolution,  the  adoption  of  which  would  require 
a substantial  e.xpenditure  of  funds,  shall  be  con- 
sidered by  the  House  of  Delegates  unless  the 
funds  have  been  budgeted  or  are  provided  by 
the  motion  or  resolution." 

Mr.  Speaker,  I move  the  adoption  of  this  portion 
of  the  report.  (Motion  seconded  and  carried.) 

4.  Earlier  this  year  the  Board  of  Trustees  ap- 
pointed an  Ad  Hoc  Committee  consisting  of  George 
E.  Brockman,  M.D.,  W.  Vinson  Pierce,  M.D.,  and 
Wyatt  Norvell.  M.D.,  to  make  a study  of  the  KMA 
committee  and  council  structure.  This  study  repre- 
sents the  desire  of  the  Board  of  Trustees  to  continue 
its  leadership  in  promoting  the  betterment  of  the 
Association,  planning  for  the  future,  and  coping  with 
the  rapid  expansion  of  governmental  health  programs. 
This  is  part  of  a continuing  program  of  close  scrutiny 
of  the  Association’s  structure,  policies,  projects  and 
activities. 

Several  recommendations  of  the  Ad  Hoc  Commit- 
tee which  were  studied  by  the  Constitution  and  By- 
laws Committee  are  incorporated  in  the  following 
changes,  which  we  feel  should  be  specifically  pointed 
out  in  order  to  permit  House  action  regarding  these 
recommendations.  If  approved  by  the  House  of  Dele- 
gates, the  suggested  changes  will  then  be  effective. 

Chapter  VIII.  Standing  Committees  and  Councils. 
Section  1,  the  proposed  Section  1 reads  as  follows: 
“The  Board  of  Trustees  shall,  upon  nomination  of 
its  Executive  Committee,  appoint  and  designate 
the  chairmen  of  six  standing  committees  composed 
of  not  less  than  five  nor  more  than  seven  members, 
as  follows: 

(a)  A Committee  to  Study  the  Constitution  and 
Bylaws. 

(b)  A Committee  on  Arrangements  for  the  In- 
terim Meeting. 

(c)  An  Advisory  Committee  to  the  Editor  of  the 
Journal. 

(d)  A Board  of  Managers  of  the  McDowell  House. 

(e)  An  Insurance  Review  Board. 

(f)  A Memorials  Commission.” 

Comment:  The  last  three  of  these  are  newly  creat- 
ed committees  of  the  House.  The  Reference  Com- 
mittee suggests  the  following  amendment  to  the  word- 
ing of  the  proposed  Section  1,  towit  instead  of  saying 
“the  chairmen  of  six  standing  committees”  this  should 
read  “the  chairmen  of  six  standing  committees  and 
or  boards  or  commissions”. 

Mr.  Speaker.  I move  the  adoption  of  the  amend- 
ment. (Motion  seconded;  carried.) 

Mr.  Speaker.  I move  the  deletion  of  present  Sec- 
tion 1 and  the  adoption  of  proposed  Section  1 as 
amended.  (The  motion  was  seconded  and  carried.) 
Proposed  Section  2: 

“The  Board  of  Trustees  shall,  in  the  same  manner, 
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Proposed  Chapter  IX,  Section  3 of  the  Bylaws; 

“All  motions  and  resolutions  appropriating  money 
shall  specify  a definite  amount  or  so  much  thereof 
as  may  be  necessary  for  the  purpose,  and  must  have 
prior  approval  of  the  Board  of  Trustees  before  they 
can  become  effective.  No  motion  or  resolution,  the 
adoption  of  which  would  require  a substantial  ex- 
penditure of  funds,  shall  be  considered  by  the  House 
of  Delegates  unless  the  funds  have  been  budgeted  or 
are  provided  by  the  motion  or  re.solution." 

Recommendations,  Reference  Committee  No.  6 

The  Constitution  and  Bylaws  Committee  is  of  the 
opinion  that  changes  are  needed  in  four  areas  in  our 
present  Constitution  and  Bylaws. 

1.  All  committees  should  be  terminated  simultane- 
ous with  the  appointing  authority.  This  means  that 
no  committee  is  appointed  for  a term  of  office  of 
more  than  one  year,  unless  the  Bylaws  otherwise 
specifically  provide.  The  outgoing  committee  can  be 
reappointed  by  the  incoming  Board  of  Trustees  at  its 


(except  as  hereinafter  provided)  appoint  and  desig- 
nate the  chairmen  of  six  Councils,  composed  of  not 
less  than  five  nor  more  than  seven  menbers,  as 
follows: 

(a)  A Council  on  Scientific  Assembly. 

(b)  A Council  on  Medical  Education  and  Hos- 
pitals. 

(c)  A Council  on  Legislative  Activities. 

(d)  A Council  on  Medical  Services. 

(e)  A Council  on  Communications  and  Public 
Service. 

(f)  A Council  on  Governmental  Medical  Services. 

Your  Reference  Committee  wishes  to  call  atten- 
tion to  the  fact  that  one  Council  has  been  dropped 
from  the  present  Section  2,  viz,  the  Council  on 
Allied  Professions  and  Related  Groups.  The  Refer- 
ence Committee  also  calls  your  attention  to  the 
fact  that  a new  Council,  the  Council  on  Govern- 
mental Medical  Services,  has  been  created  by  this 
proposed  change. 

The  Reference  Committee  feels  that  in  dropping 
the  Council  on  Allied  Professions  and  Related  Groups 
some  provision  should  be  made  for  the  functions 
previously  performed  by  said  Council  and  recom- 
mends that  the  Board  of  Trustees  properly  assign 
these  functions  among  appropriate  other  Councils. 

Mr.  Speaker,  I move  the  deletion  of  present  Section 
2 and  the  adoption  of  proposed  Section  2.  (Motion 
seconded  and  carried.) 

Section  3.  No  change  proposed. 

Section  4.  No  change  proposed. 

Section  5.  No  change  proposed. 

Proposed  Section  6: 

“The  Board  of  Trustees  shall  have  power  to  es- 
tablish such  other  committees  as  may,  from  time 
to  time,  appear  to  it  to  be  advisable,  and  to  pre- 
scribe their  composition,  the  method  of  their  ap- 
pointment, and  their  duties.  No  committee  shall 
he  composed  of  more  than  seven  members  unless 
specifically  so  provided  by  the  Board.  A II  such 
committees  shall  expire  at  the  end  of  the  Associa- 
tional  year  unle.ss  earlier  dissolved  by  the  Board. 
“In  addition,  the  Board  of  Trustees  shall  have 
power  to  appoint  a representative  from  this  Asso- 
ciation to  the  Conference  of  Presidents  and  such 
other  organizations  as  it  shall  determine.” 

Mr.  Speaker,  I move  the  deletion  of  present  Section 
6 and  the  adoption  of  proposed  Section  6.  (The  mo- 
tion was  seconded  and  carried.) 

Section  7.  No  change  proposed. 

Section  8.  The  Committee  on  Constitution  and 
Bylaws  recommends  deletion  of  the  present  entire 
Section  8,  which  pertains  to  the  Committee  on  Third 
Party  Medicine. 

Mr.  Speaker,  I move  the  adoption  of  this  recom- 
mendation. (Motion  seconded;  carried.) 

Proposed  Section  8: 

“The  Committee  on  Arrangements  for  the  Interim 
Meeting  shall  have  the  responsibility  of  preparing 
the  program  for  the  Interim  Meeting,  and  present- 
ing it  to  the  Board  of  Trustees  or  its  Executive 
Committee  for  approval.  Upon  approval  of  the 
program  thus  presented,  the  Committee  shall  have 
the  further  responsibility  of  approving  all  arrange- 
ments for  the  Conference.” 

Mr.  Speaker,  I move  the  adoption  of  proposed 
.Section  8.  (Motion  was  seconded  and  carried.) 

Proposed  Section  9 is  in  the  present  Constitution 
and  Bylaws  as  Section  10  and  no  change  has  been 
made  other  than  changing  it  to  Section  9. 

Mr.  Speaker,  I move  approval  of  proposed  Section 
9.  (Motion  was  seconded  and  carried.) 

Proposed  Section  10: 

“The  Insurance  Review  Board  shall  provide  a 
forum  in  which  disputes  between  physicians,  their 
patient-insureds,  and  insurance  carriers  can  be 
mediated.” 

Mr.  Speaker,  I move  the  adoption  of  Proposed 
Section  10.  (The  motion  was  seconded;  carried.) 


Proposed  Section  1 1 : 

“The  Board  of  Managers  of  the  McDowell  House 
shall  be  responsible  for  the  proper  maintenance 
and  operation  of  the  McDowell  House  and  Apothe- 
cary Shop  under  the  general  guidance  of  the  Board 
of  Trustees." 

Mr.  Speaker,  I move  the  adoption  of  Proposed 
Section  11.  (Motion  seconded;  carried.) 

Proposed  Section  12: 

“The  Memorials  Commission  shall  endeavor  to 
finance  the  furnishing  of  the  Board  Room  and 
the  President’s  Office,  may  accept  memorial  con- 
tributions to  the  As.sociation  and  collect  books, 
medical  instruments  and  other  memorabilia  as- 
sociated with  the  early  practice  of  medicine  for 
inclusion  in  the  display  on  exhibition  in  the  Presi- 
dent's Office.” 

Mr.  Speaker,  I move  adoption  of  proposed  Section 

12.  (The  motion  was  seconded  and  carried.) 

Proposed  Section  13  defines  the  duties  of  the  Coun- 
cil on  Scientific  Assembly  and  is  the  same  as  the 
present  Section  1 1 . 

Mr.  Speaker,  I move  adoption  of  proposed  Section 

13.  (Motion  seconded;  carried.) 

Proposed  Section  14: 

“The  Council  on  Medical  Education  and  Hospitals 
shall  direct  and  supervise  the  activities  of  the 
Association  in  the  field  of  medical  education  and 
shall  maintain  active  liaison  with  the  Kentucky 
Hospital  Association.  It  shall  seek  to  elevate  the 
standards  of  postgraduate  medical  education  in 
Kentucky,  establishing  and  maintaining  liaison  with 
Kentucky’s  two  medical  schools  and  the  Com- 
mittee for  the  American  Medical  Association  Ed- 
ucation Research  Eoundation,  and  concerning  it- 
self with  problems  relating  to  non-governmental 
medical  and  hospital  care,  general  practice,  research 
and  such  other  matters  in  this  general  field  as  may 
be  referred  to  it  by  the  Board.” 

'I  his  with  minor  changes  is  the  present  Section  12. 
Mr.  Speaker,  we  propose  deletion  of  present  Sec- 
tion 12  and  move  adoption  of  proposed  Section  14. 
(Motion  seconded;  carried.) 

Proposed  Section  15,  the  Council  on  Legislative 
Activities,  is  the  same  as  present  Section  13. 

Mr.  Speaker,  we  propose  deletion  of  present  Sec- 
tion 13  and  move  the  acceptance  of  proposed  Section 
15.  (The  motion  was  seconded;  carried.) 

Proposed  Section  16: 

“The  Council  on  Medical  Services  shall  supervise 
and  direct  the  activities  of  the  Association  in  the 
field  of  socio-economic  development.  It  shall  be 
charged  with  the  promotion  of  voluntary  health 
insurance  programs  in  general  and  shall  maintain 
active  liaison  with  Kentucky  Physicians  Mutual, 
Inc.  and  Blue  Cross  plans.  It  shall  serve  as  a 
clearing  house  on  all  non-governmental  fee  sched- 
ules and  other  questions  affecting  the  economics 
of  medicine.  It  shall  concern  itself  with  the  prob- 
lem of  providing  adequate  medical  care  to  all  .seg- 
ments of  the  population  through  phy.sician  place- 
ment and  other  means.” 

The  above  proposed  Section  16  supersedes  present 
Section  14. 

Mr.  Speaker,  I move  the  deletion  of  Section  14 
and  adoption  of  proposed  Section  16.  (The  motion 
was  seconded  and  carried.) 

Proposed  Section  17: 

“The  Council  on  Communications  and  Public  Serv- 
ice shall  supervise  and  direct  all  Associational 
activity  in  the  fields  of  public  relations  and  service, 
including,  but  not  limited  to,  rural  health,  schools, 
public  health,  highway  safety,  disaster  medical  care 
and  diabetes.  In  addition,  it  shall  assi.st  the  Board 
in  presenting  the  Orientation  Course  referred  to 
in  Chapter  I,  Section  5. 

The  above  proposed  Section  7 supersedes  the 
present  Section  15. 

Mr.  Speaker,  I recommend  the  deletion  of  present 
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Section  15  and  move  adoption  of  proposed  Section 
17.  (Motion  seconded;  carried.) 

Proposed  Section  18: 

"The  Council  on  Governmental  Medical  Services 
shall  concern  itself  with  all  programs  of  medical 
care  offered  by  governmental  agencies,  maintaining 
close  liaison  with  the  State  Department  of  Health 
and  other  governmental  units  involved  with  such 
programs.  It  shall  keep  the  Board  of  Trustees  in- 
formed of  all  innovations  in  the  field  of  govern- 
mental medicine  and  advise  the  Board  as  to  any 
action  which  the  Association  should  take  with  re- 
gard to  such  programs.” 

Mr.  Speaker,  I move  the  deletion  of  present  Section 
16  which  concerns  the  Council  on  Allied  Professions 
and  Related  Groups.  (Motion  seconded;  carried.) 

Mr.  Speaker,  I move  the  adoption  of  proposed 
Section  18.  (Motion  was  seconded  and  carried.) 

Mr.  Speaker,  I move  adoption  of  Report  #20  as  a 
whole  as  amended.  (Motion  seconded;  carried.) 

Report  of  the 

Interim  Meeting  Program  Committee 

Your  committee  met  Thursday  evening,  November 
4,  in  Harrodsburg  and  in  a lengthy  session  made 
careful  plans  for  the  1966  Interim  Meeting  held  at 
Cumberland  Falls  April  13  and  14. 

The  format  for  the  1966  meeting  was  altered  at 
the  direction  of  the  Board  of  Trustees.  The  conference 
opened  with  a dinner  meeting  Wednesday  evening  at 
DuPont  Lodge,  a general  session  was  held  Thursday 
morning,  and  the  conference  closed  with  a luncheon 
meeting. 

From  an  attendance  point  of  view,  the  meeting 
was  an  outstanding  success.  An  all-time  high  of  261 
registered. 

In  formulating  the  program,  the  members  of  the 
committee  felt  that  major  emphasis  should  be  placed 
on  the  implementation  of  PL  89-97.  Special  attention 
was  given  to  utilization  and  review  and  other  specifics 
of  Title  XVIII,  Part  B of  the  law. 

Because  of  the  very  large  attendance,  some  diffi- 
culty was  experienced  in  adequately  housing  those 
in  attendance.  It  was  felt  that  more  might  have  been 
present  except  for  this  problem. 

Our  committee  wishes  to  express  the  appreciation 
of  the  members  of  KMA  for  the  hospitality  and 
full  cooperation  of  the  members  of  the  Whitley  Coun- 
ty Medical  Society  who  contributed  in  such  a fine 
way  to  the  success  of  the  1966  Interim  Meeting. 

INTERIM  MEETING  PROGRAM 
COMMITTEE 

Hubert  C.  Jones,  M.D.,  Berea 
Lawrence  U.  Gilliam,  M.D.,  Corbin 
Robert  E.  Pennington,  M.D.,  London 
Everett  H.  Baker,  M.D.,  Louisville, 

Chairman 

Recommendations,  Reference  Committee  No.  6 
Our  committee  reviewed  the  report  of  the  Interim 
Meeting  Program  Committee  and  was  pleased  to  note 
that  a new  attendance  record  was  set  at  the  1966 
Interim  Meeting  and  that  an  excellent  program  was 
presented.  Your  reference  committee  commends  the 
work  done  by  this  group. 

Mr.  Speaker,  I move  the  adoption  of  this  portion 
of  the  report.  (Motion  was  seconded  and  carried.) 

Report  of  the  Insurance  Review  Board 

The  Insurance  Review  Board  has  been  in  existence 
for  three  years  and  has  as  its  function  to  help  con- 
trol abuses  of  insurance  and  prepayment  funds, 
whether  committeed  by  physicians,  utilizers  of  the 
services,  or  by  the  insurance  and  prepayment  organi- 
zations. 

We  are  pleased  to  report  that  we  have  not  found 
it  necessary  to  conduct  a formal  meeting  this  past 


year  as  no  major  problems  have  been  referred  to  us 
for  consideration. 

It  is  anticipated  that  the  activities  of  the  Insurance 
Review  Board  will  increase  during  the  coming  months. 
The  KMA  Board  of  Trustees  has  assigned  to  this 
Review  Board  the  responsibility  of  working  with  rep- 
resentatives of  The  Metropolitan  Life  Insurance  Com- 
pany, Kentucky’s  carrier  for  Part  B,  Title  XVIII, 
PL  89-97,  for  the  purpose  of  adjudicating  any  prob- 
lems associated  with  overcharging  or  over  utilization 
not  resolved  at  the  local  level. 

INSURANCE  REVIEW  BOARD 

Bernard  J.  Baute,  M.D.,  Lebanon 

Jack  L.  Chumley,  M.D.,  Louisville 

Harvey  Chenault,  M.D.,  Lexington 

John  Dickinson,  M.D.,  Glasgow 

Albert  S.  Irving,  M.D.,  Louisville 

Paul  H.  Klingenberg,  M.D.,  South  Fort  Mitchell 

William  C.  Mitchell,  M.D.,  Louisville, 

Chancellor 

Recommendations,  Reference  Committee  No.  6 

Reference  Committee  #6  considered  the  report  of 
the  Insurance  Review  Board  and  noted  that  the  1965- 
66  year  was  a light  one.  It  was  observed,  however, 
that  the  Board  of  Trustees  had  assigned  the  Review 
Board  the  responsibility  of  adjudicating  problems 
which  may  arise  with  the  carrier  under  Part  B.  Title 
XVIII,  PL  89-97. 

Mr.  Speaker,  I move  the  acceptance  of  the  report. 
(Motion  seconded;  carried.) 

Report  of  the  Council  on  Medical  Services 
Page  2,  Paragraph  3 

Members  of  this  council  also  discussed  the  recom- 
mendations made  and  approved  by  the  Board  of 
Trustees  of  a study  made  of  the  KMA  council  and 
committee  structure.  This  council  is  in  complete  agree- 
ment with  these  changes  which  are  being  proposed 
by  the  Constitution  and  Bylaws  Committee  and  feels 
that  this  association  will  be  in  a position  to  do  a 
better  job  for  all  Kentuckians  if  these  changes  are 
approved. 

Recommendation,  Reference  Committee  No.  6 

This  paragraph  was  referred  to  Reference  Com- 
mittee No.  6 and  concerned  the  recommendations 
made  and  approved  by  the  Board  of  Trustees  of  a 
study  made  of  the  KMA  council  and  committee  struc- 
ture. Since  these  changes  have  been  implemented  in 
Report  #20,  no  further  action  is  deemed  necessary 
on  this  portion  of  Report  #14. 

Mr.  Speaker,  I move  the  acceptance  of  this  portion 
of  the  report.  (Motion  seconded;  carried.) 

Report  of  the  Council  on  Allied 
Professions  and  Related  Groups 
Page  14,  Paragraph  2 

2.  The  AMA  Council  has  changed  its  name  to 
Council  on  Occupational  Health  which  the  commit- 
tee felt  is  more  inclusive  and  up-to-date.  We  recom- 
mend that  the  name  of  the  KMA  Industrial  Medicine 
Committee  be  changed  to  Committee  on  Occupational 
Health. 

Recommendation,  Reference  Committee  No.  6 

The  AMA  Council  has  changed  its  name  to  the 
Council  on  Occupational  Health,  which  the  KMA 
Council  feels  is  more  inclusive  and  up  to  date.  The 
Council  on  Allied  Professions  and  Related  Groups 
has  recommended  that  the  name  of  the  KMA  In- 
dustrial Medicine  Committee  be  changed  to  Com- 
mittee on  Occupational  Health.  Since  these  changes 
have  been  implemented  in  Report  #20,  no  further 
action  is  deemed  necessary  on  this  portion  of  Report 
No.  16. 
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Mr.  Speaker.  1 move  the  adoption  of  this  portion 
of  the  report.  (Motion  seconded;  carried.) 

Mr.  Speaker,  I move  the  adoption  of  the  report  of 
Reference  Committee  No.  6 as  a whole.  (The  mo- 
tion was  seconded  and  carried.) 

Mr.  Speaker,  as  chairman  of  Reference  Committee 
No.  6,  I wish  to  express  my  deep  appreciation  for 
the  excellent  work  done  by  the  members  of  the  Com- 
mittee and  for  the  fine  staff  work  done  by  Mrs. 
Pat  Hire  in  transcribing  the  report  of  Reference 
Committee  No.  6. 

REFERENCE  COMMITTEE  NO.  1 
John  M.  Baird.  M.D.,  Danville 
Eugene  L.  Marion,  M.D.,  Glasgow 
Robert  McClendon,  M.D.,  Louisville 
J.  M.  Stevenson,  M.D.,  Brooksville 
W.  Vinson  Pierce,  M.D.,  Covington. 

Chairman 

REFERENCE  COMMITTEE  NO.  7+ 

Irving  F.  Kanner,  M.D.,  Chairman 
Miscellaneous  Reports 

See  Note  (f)  bottom  of  column  one,  Page  1122. 

Reference  Committee  No.  7 considered  the  follow- 
ing reports: 

25.  Report  of  McDowell  House  Committee 

26.  Report  of  Memorials  Commission 

28.  Report  of  KMA  Representative  to  Conference 
of  Presidents  and  Other  Officers  of  State  Med- 
ical Associations 

29.  Report  of  KMA  Representatives,  University  of 
Kentucky  Chapter,  Student  AMA 

30.  Report  of  KMA  Representative,  Unviersity  of 
Louisville  Chapter,  Student  AMA 

32.  Report  of  KMA  Representative,  Advisory  Com- 
mittee on  Maternal  and  Child  Health,  State 
Department  of  Health 

Resolution  F — Selective  Service. 

Report  of  the  McDowell  House  Committee 

During  the  past  year,  the  McDowell  House  Com- 
mittee met  in  Danville  on  four  occasions  for  the 
purpose  of  supervising  the  maintenance  of  the  house 
and  its  operation  for  the  benefit  of  the  public.  Con- 
siderable attention  has  been  paid  to  its  further  use- 
fulness and  to  methods  of  future  operation. 

Fortunately  no  major  repairs  have  been  necessary 
during  the  past  year,  although  they  are  required  at 
intervals.  The  state  of  the  House  is  in  good  condi- 
tion; gradual  improvements  and  addition  of  various 
items  have  made  this  one  of  the  outstanding  medical 
and  artistic  exhibitions  in  the  country. 

Within  the  past  year,  the  Department  of  Interior 
has  named  the  McDowell  House  a National  Shrine. 
On  September  29,  1965,  Mr.  Paul  McMiller  of  the 
Department  of  Interior  gave  an  address  at  the  home 
in  honor  of  this  designation  and  a plaque  was  pre- 
sented by  the  Department  which  has  been  installed 
in  the  House. 

Contributions  for  the  upkeep  of  the  House  since 
January  1.  1966,  have  been  deposited  in  a Danville 
bank,  both  for  convenience  in  depositing  the  daily 
income  from  admission  fees  and  in  order  that  the 
financial  state  of  the  House  may  be  evident  at  all 
times.  Expenditures  are  authorized  and  paid  by  the 
Treasurer  of  the  Kentucky  Medical  Association. 

Much  discussion  has  centered  around  the  possibil- 
ity of  offering  annual  memberships  of  various  types 
to  interested  individuals  over  the  country,  as  is  being 
done  with  most  Historic  Houses.  Not  only  would  this 
method  of  raising  funds  stimulate  a broader  interest 
in  the  dramatic  accomplishments  of  Ephraim  Mc- 
Dowell. but  it  may  eventually  relieve  the  Associa- 
tion of  financial  obligations. 


In  May,  1966,  an  exhibit  of  items  from  the  Mc- 
Dowell House  with  accompanying  photographs  was 
presented  at  the  meeting  of  the  American  College 
of  Obstetricians  and  Gynecologists  in  Chicago.  A 
large  number  of  people  visited  the  exhibit  and  many 
left  their  names  as  friends  of  McDowell  House.  A 
Special  Award  of  Merit  was  presented  for  this  ex- 
hibit. The  same  exhibit  is  scheduled  for  the  Ken- 
tucky Medical  Association’s  Annual  Meeting. 

Of  particular  interest  is  the  addition  of  two  new 
nonmedical  members  to  the  Committee  this  year  (now 
a total  of  four  nonmedical  members),  namely,  Mr. 
James  Cogar,  formerly  curator  at  Williamsburg,  Vir- 
ginia, and  at  present  engaged  in  the  restoration  of 
Shakertown,  and  Mr.  Enos  Swain,  editor  of  the  local 
newspaper  at  Danville.  Mr.  Cogar  acts  as  official 
advisor  in  matters  of  arrangement,  taste,  maintenance, 
and  furnishings  which  are  being  contributed.  Mr. 
Swain  offers  valuable  advice  and  his  particular  talent 
in  the  preparation  of  pamphlets,  books,  and  publicity. 

Through  the  efforts  of  Doctor  Massie,  the  original 
portrait  of  McDowell  by  John  Davenport  was  re- 
turned from  the  Kentucky  Historical  Society  where 
it  had  been  on  loan  for  a long  time.  This  portrait 
was  obtained  many  years  ago  by  Dr.  Arthur  Mc- 
Cormick from  the  descendants  of  McDowell  residing 
in  Kansas. 

Your  committee  is  honored  to  be  entrusted  with 
the  care  of  this  important  Shrine. 

MCDOWELL  HOUSE  COMMITTEE 

Laman  A.  Gray,  M.D.,  Louisville,  Chairman 

Robert  C.  Bateman,  M.D.,  Danville 

B.  B.  Baughman,  M.D.,  Frankfort 

Rankin  C.  Blount,  M.D.,  Lexington 

Mr.  Sterling  Coke,  Lexington 

Mr.  James  L.  Cogar,  Harrodsburg 

Dr.  Norman  Franke,  Lexington 

Mr.  George  Grider,  Danville 

E.  M.  Howard,  M.D.,  Harlan 

Richard  H.  Segnitz,  M.D. 

Mr.  Enos  Swain,  Danville 

Recommendations,  Reference  Committee  No.  7 

The  McDowell  House  Committee  Report  covers 
the  work  of  the  last  year  during  which  many  changes 
have  been  made  both  in  the  McDowell  House  and 
in  the  addition  of  members  to  its  committee.  The 
McDowell  House  this  past  year  has  been  designated 
as  a National  Shrine  by  the  Department  of  Interior. 

“Mr.  Speaker,  we  move  the  adoption  of  this  report.” 
(Motion  seconded  and  carried.) 


Report  of  the  Memorials  Commission 

It  was  reported  at  the  meeting  of  your  K.M.A. 
Memorials  Commission  held  April  6,  1966,  that 
the  members  of  the  Board  of  Trustees  and  other 
officers  of  our  Society  have  contributed  a total  of 
30  chairs  to  the  Board  Room  of  the  Headquarters 
Building. 

G.  Y.  Graves,  M.  D.,  of  Bowling  Green,  pre- 
sented the  K.M.A.  with  three  boxes  of  19th  century 
surgical  instruments.  The  Memorials  Commission  was 
pleased  to  accept  these  interesting  gifts  from  our  fel- 
low Commission  member.  The  boxes  will  be  labeled 
and  put  on  display  in  the  miniature  museum  in  the 
President’s  office. 

The  Memorials  Commission  is  very  much  interest- 
ed in  obtaining  representative  examples  of  older 
diagnostic  or  surgical  instruments  for  permanent  dis- 
play, and  books  and  manuscript  materials  from  the 
mid  19th  century. 

It  was  reported  to  the  Commission  that  there  was 
now  $1,800.00  in  the  Library-Museum  Fund  which 
the  Commission  expects  to  use  in  building  up  the 
library  museum.  This  figure  represents  an  accumula- 
tion of  $700,000  in  the  past  year  which  has  been 
contributed  by  past  presidents  or  their  heirs.  During 
this  past  year  there  have  been  five  additional  chairs 
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donated  for  the  Board  Room. 

The  Commission  gave  full  consideration  to  further 
promoting  the  aims  of  the  library  museum.  A book- 
case. suitable  for  use  in  the  display  of  museum 
exhibits  was  purchased  by  the  Commission.  A ex- 
hibit of  some  of  the  museum  items  and  books  is 
planned  for  the  forthcoming  K.M.A.  Annual  Meeting. 
Your  Chairman,  with  the  consent  of  the  Board,  will 
be  presenting  a promotional  discussion  of  the  aims 
and  purposes  of  the  Library  Museum  in  an  issue  of 
the  K.M.A.  Journal  early  in  the  fall  of  1966. 
MEMORIALS  COMMISSION 
G.  Y.  Graves,  M.D.,  Bowling  Green 
J.  Duffy  Hancock,  M.D.,  Louisville 
Francis  Massie,  M.D.,  Lexington 
J.  M.  Stevenson.  M.D.,  Brooksville 
Eugene  H.  Conner,  M.D.,  Louisville,  Chairman 

Recommendations,  Reference  Committee  No.  7 

A number  of  interesting  gifts  have  been  received 
by  the  commission  and  placed  on  display  in  the 
Library  Museum.  The  commission  is  interested  in 
obtaining  representative  examples  of  older  diagnostic 
or  surgical  instruments  for  permanent  display  and 
books  and  manuscript  materials  from  the  Mid- 19th 
Century. 

“Mr.  Speaker,  we  move  the  adoption  of  this  re- 
port.” (Motion  seconded  and  carried.) 

Report  of  the  Conference  of  Presidents 
and  Other  Officers  of  the  State 
Medical  Associations 

The  22nd  Annual  Meeting  of  the  Conference  of 
Presidents  and  Other  Officers  of  the  State  Medical 
Associations  was  held  June  26  in  the  Palmer  House, 
Chicago.  Conference  President,  Walter  C.  Borne- 
meier,  M.D.,  Chicago,  called  the  session  to  order  at 
9:30  a.m.  and  an  informative  presentation  by  the 
President-Elect,  Thurman  B.  Givan,  M.D.,  Brooklyn, 
followed.  A short  business  meeting  was  then  held. 

The  conference  was  then  highlighted  by  two  out- 
standing addresses.  Former  Vice-President  of  the 
United  States,  Richard  M.  Nixon,  gave  a stimulating 
talk  entitled  “Which  Way  America?”  which  provided 
much  thought  for  the  conference  participants. 

Doctor  Angus  Murray.  President  of  the  Australian 
Medical  Association,  delivered  the  closing  address 
entitled  “How  We  From  ‘Down  Under’  Got  Out 
From  Under”  in  which  he  outlined  how  Australia, 
which  was  at  one  time  under  government  medicine, 
restored  themselves  to  the  free  practice  of  medicine. 

Adjournment  of  the  conference  came  at  11:30  a.m. 
Respectfully  submitted. 

Everett  H.  Baker,  M.D..  President 
Kentucky  Medical  Association 

Recommendations,  Reference  Committee  No.  7 

Doctor  Baker’s  report  includes  an  interesting  men- 
tion of  Doctor  Angus  Murray’s  address  to  the  con- 
ference of  how  Australia  restored  itself  to  the  free 
practice  of  medicine. 

“Mr.  Speaker,  we  move  the  adoption  of  this  report.” 
(Motion  seconded  and  carried.) 

Report  of  the  KMA  Representative, 

U of  K Chapter,  Student  AMA 

The  following  is  a resume  of  the  activities  of  the 
Kentucky  Chapter  of  the  SAM  A: 

1.  The  Chapter  sponsored  two  meetings  during  the 
year  that  were  open  to  the  University  com- 
munity during  which  time,  well  known  speakers 
on  medical  topics  were  presented. 

2.  A series  of  approximately  ten  films  on  medical 
topics  were  presented  to  the  medical  student 
body. 


3.  A research  manual  was  published  listing  the 
summer  fellowships  open  for  the  students  of  the 
College  of  Medicine. 

4.  The  Chapter  sponsored  an  Awards  Day  in  May 
of  1966  for  the  purpose  of  recognizing  out- 
standing student  research  projects.  This  was  an 
event  for  the  entire  student  body  and  faculty. 

5.  A curriculum  evaluation  of  each  course  was  pre- 
sented to  interested  faculty  by  the  Chapter. 

6.  During  the  academic  year,  a local  clinico- 
pathological  conference  contest  was  held  for  the 
entire  student  body. 

7.  The  SAMA  maintained  liaison  with  the  local 
pre-medical  student  organization  and  partici- 
pated in  some  of  their  meetings. 

8.  SAMA  sponsored  a fall  picnic  for  the  entire 
student  body,  at  which  time  entering  freshmen 
were  given  an  opportunity  to  meet  the  other 
students.  In  addition,  a spring  dance  was  held 
for  the  student  body,  during  which  time  a 
lampoon  of  the  faculty  was  presented. 

Donald  E.  Edger.  M.D.,  KMA 
Representative  U of  K Chapter 

Recommendations,  Reference  Committee  No.  7 

Doctor  Edger’s  report  shows  the  Student  AMA 
Chapter  of  the  University  of  Kentucky  had  an  ex- 
tremely active  and  productive  year. 

“Mr.  Speaker,  we  move  the  adoption  of  this  report.” 
The  motion  was  seconded.  David  B.  Stevens,  M.D., 
of  the  Fayette  County  Medical  Society  asked  to  in- 
clude in  this  report  that  the  Women’s  Auxiliary  to 
the  U of  K SAMA  Chapter  was  awarded  a prize 
as  the  outstanding  chapter  in  the  country.  The  motion 
carried. 

Report  of  the  KMA  Representative, 

U of  L Chapter,  Student  AMA 

This  has  been  a stellar  year  for  the  University  of 
Louisville  Chapter  of  the  Student  AMA.  It  has  been 
particularly  so  because  we  have  had  the  distinction 
of  having  James  Moss  as  President  of  SAMA.  His 
performance  has  brought  considerable  dignity  to  the 
organization  and  has  certainly  brought  much  pride 
to  our  school  that  we  could  be  a sponsor  of  a young 
man  with  such  high  talent. 

Our  local  chapter  has  been  busy  in  the  usual 
affairs,  and  we  are  particularly  pleased  with  the  ef- 
forts of  WA-SAMA  headed  by  Margie  Buckner,  who 
has  held  monthly  meetings  at  which  time  discussions 
on  various  ancillary  aspects  of  medicine  were  held. 
The  membershio  of  the  local  WA-SAMA  chap- 
ter has  tripled  during  her  term  as  president. 

Our  local  chapter  had  representatives  at  the  South- 
ern Regional  meeting  in  Nashville  and  took  active 
parts  in  the  program. 

Brennan  Cassidy  represented  our  U of  L at  the 
National  Convention  in  Los  Angeles  and  did  a most 
commendable  job  and  served  on  two  of  the  com- 
mittees. 

Ted  Buckner  has  been  elected  as  next  year’s  presi- 
dent for  the  U of  L Chapter  and  we  are  looking 
forward  to  another  excellent  year. 

We  are  particularly  fortunate  to  have  such  a strong 
chapter  at  the  University  of  Louisville  and  is  so 
recognized  across  the  country  as  having  had  many 
distinguished  leaders  in  the  past,  culminating  in  Jim 
Moss’  election  to  the  Presidency.  Because  of  the 
ebullient  fashion  that  they  pursued  the  responsibili- 
ties of  this  organization,  it  is  felt  that  we  shall  con- 
tinue to  see  many  more  strong  leaders  evolve  in  the 
future  from  here. 

The  Kentucky  Medical  Association  was  pleased  to 
help  sponsor  our  membership  trip  to  Los  Angeles 
and  we  are  very  pleased  with  the  type  of  performance 
that  these  young  future  doctors  are  giving. 
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Next  year's  national  convention  will  be  in  Chicago, 
and  we  are  looking  forward  to  some  more  of  the 
same  excellent  record. 

Hoyt  D.  Gardner,  M.D.,  KMA 
Representative  of  U of  L Chapter 

Recommendations,  Reference  Committee  No.  7 

Doctor  Gardner  reports  that  the  University  of 
Louisville  Chapter,  Student  AMA  has  been  equally 
busy  and  particularly  notes  the  growth  of  its  Wom- 
en's Auxiliary. 

“Mr.  Speaker,  we  move  the  adoption  of  this  report.” 

The  Reference  Committee  notes  that  the  Kentucky 
Medical  Association  financially  sponsored  the  at- 
tendance of  representatives  from  the  two  Chapters 
to  the  National  Convention  and  recommends  that 
this  be  continued. 

“Mr.  Speaker,  we,  therefore,  move  the  KMA  again 
sponsor  the  representative  from  each  of  the  two 
Student  AMA  Groups  to  the  National  Convention.” 
(Motion  seconded  and  carried.) 

Report  of  the  Representative 
Advisory  Committee  on  Maternal  and 
Child  Health 

State  Department  of  Health 

No  report  received 

Recommendations,  Reference  Committee  No.  7 

No  report  was  received  from  the  representative  of 
the  Advisory  Committee  on  Maternal  and  Child 
Health  of  the  State  Department  of  Health.  The  Com- 
mittee notes  that  excellent  and  thorough  reports  were 
received  by  the  Council  on  Allied  Professions  and 
Related  Groups  both  from  the  Maternal  Mortality 
Study  Committee  and  from  the  Peri-Natal  Mortality 
and  Morbidity  Study  Committee  and  these  are  in- 
cluded in  Report  No.  16. 

"Mr.  Speaker,  we  move  that  in  the  future  the  report 
of  the  representative  of  the  Advisory  Committee  on 
maternal  and  child  health  be  combined  with  reports 
from  the  above-mentioned  committees.”  (Motion  sec- 
onded and  carried.) 

Resolution  F 

Muhlenberg  County  Medical  Society 

WHEREAS  the  State  Department  of  Health  has 
released  statistics  indicating  that  there  are  approxi- 
mately 90  physicians  in  Kentucky  for  each  100.000 
people;  and 

WHEREAS  in  many  counties  there  are  fewer  than 
90  physicians  per  100,000  population,  for  instance 
in  Muhlenberg  County  there  are  less  than  half  this 
many  per  100,000  population;  and 

WHEREAS  physicians  are  subject  to  Selective 
Service  in  the  Armed  Eorces  of  the  United  States 
under  nebulous  standards  upon  which  selections  are 
made;  and 

WHEREAS  the  mathematical  ratio  of  physicians 
to  total  population  would  seem  to  furnish  a reliable 
index  to  the  need  for  a physician  in  a given  area, 
and  the  use  of  such  an  index  would  be  consistent 
with  the  efforts  of  the  Commonwealth  of  Kentucky 
(through  its  appropriations  to  the  Rural  Kentucky 
Medical  Scholarship  Eund)  to  secure  physicians  for 
areas  in  which  there  is  a shortage  of  physicians. 

NOW  THEREEORE,  BE  IT  RESOLVED  BY 
THE  HOUSE  OE  DELEGATES  OE  THE  KEN- 
TUCKY MEDICAL  ASSOCIATION  that  this  House 
endorses  the  concept  of  determining  the  availability 
of  physicians  for  service  in  the  Armed  Forces  on 
the  basis  of  the  number  of  physicians  in  a given 
population  area  (the  county  being  a convenient  unit 


of  population)  and  recommends  to  the  Selective  Serv- 
ice System  that  eligible  physicians  whose  ages  fall 
within  the  age  limits  desired  in  a given  call,  be 
called  in  sequence  beginning  in  counties  with  the 
most  satisfactory  ratio  of  physicians  to  patient  popu- 
lation, and  proceeding  to  those  counties  with  a less 
desirable  ratio,  and  that  the  ratio  of  physicians  to 
lay  population  in  each  county  be  the  only  criterion 
for  selecting  physicians  in  a given  county. 

Recommendations,  Reference  Committee  No.  7 

The  Reference  Committee  discussed  this  resolution 
in  depth  and  agreed  in  principle.  It  felt,  however, 
that  the  simple  ratio  of  physician  to  patient  popula- 
tion in  a community  might  not  always  represent 
a fair  proportion  of  active  physicians,  since  a county 
might  have  a large  percentage  of  its  physicians  ill  or 
retired.  In  addition,  it  felt  that  although  the  ratio  of 
active  physicians  to  lay  population  in  a county  should 
be  a major  criteria  in  selecting  physicians  for  service, 
it  should  not  be  the  only  criteria. 

We  move  the  amendment  of  Resolution  F as  fol- 
lows: 

the  addition  of  the  word  “active”  before  the 
word  “physicians,”  the  substitution  of  the  word 
“major”  for  the  word  “only”  at  the  end  of  line 
1 1 in  the  same  paragraph. 

“Mr.  Speaker,  I move  the  adoption  of  this  portion 
of  the  report.”  (Motion  seconded  and  carried.) 

“Mr.  Speaker,  I move  the  adoption  of  the  report 
of  the  Reference  Committee  No.  7 as  a whole.” 
(Motion  seconded  and  carried.) 

I would  like  to  thank  the  members  of  the  Reference 
Committee  who  served  with  me  and  the  physicians 
who  commented  at  the  meeting. 

REFERENCE  COMMITTEE  NO.  7 
Harvey  Page.  M.D.,  Pikeville 
W.  Fielding  Rubel,  M.D.,  Louisville 
James  G.  Sills,  M.D.,  Hardinsburg 
Loman  Trover,  M.D.,  Madisonville 
Irving  F.  Kanner,  M.D.,  Lexington. 

Chairman 


Unfinished  Business 

Doctor  Greathouse  recognized  Hubert  C.  Jones, 
M.D.,  chairman  of  the  Board  of  Trustees  for  the 
final  report  of  that  group.  The  report  follows; 

“The  Judicial  Council  has  just  completed  its  first 
full  year  of  work  after  having  been  elected  by  this 
House  of  Delegates.  You  will  recall  that  the  terms 
of  four  members  were  staggered  so  that  a vacancy 
on  the  Council  would  take  place  every  year.  The  first 
vacancy  on  the  Council  is  for  the  position  now 
held  by  Hugh  L.  Houston,  M.D.,  Murray. 

“According  to  the  Bylaws,  Chapter  VII,  Section  1, 

‘to  be  eligible  for  membership  on  the  Judicial  Council, 
a nominee  shall  possess  at  least  one  of  the  following 
qualifications:  (1)  Have  served  one  term  as  an  of- 
ficer, trustee,  or  as  Delegate  to  the  AMA  or  (2) 
Have  served  five  years  as  a member  of  the  House  of 
Delegates.' 

“The  Bylaws  further  provide  that  the  Board  of 
Trustees  shall  nominate  at  least  one  candidate  for 
each  vacancy  and  that  additional  nominations  may 
be  made  from  the  floor. 

“The  Board  of  Trustees  has  voted  unanimously  to 
nominate  to  you,  John  Dickinson.  M.D.,  Glasgow. 
Kentucky,  to  succeed  Hugh  L.  Houston,  M.D.” 

Doctor  Jones  moved  the  adoption  of  the  report. 

The  motion  was  seconded  and  carried. 

Election  of  Officers 

The  Vice-Speaker  called  for  the  report  of  the  Nomi- 
nating Committee,  which  was  presented  by  its  Chair- 
man, W.  Vinson  Pierce,  M.D.,  Covington.  Doctor 
Pierce  read  the  following  list  of  nominations  for  the 
positions  to  be  filled  as  follows: 
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President-Elect 

Vice-Presidents 

Central 

Eastern 

Western 

Secretary 

Treasurer 
Speaker  of  the 
House 

Vice-Speaker 


George  F.  Brockman,  M.D., 
Greenville 

Roy  H.  Moore,  Jr.,  M.D., 
Louisville 

J.  Campbell  Cantrill,  M.D., 
Georgetown 

James  W.  Harris,  M.D., 

Paducah 

Henry  B.  Asman,  M.D., 
Louisville 

Keith  P.  Smith,  M.D.,  Corbin 

Richard  F.  Greathouse,  M.D., 
Louisville 

Carl  Cooper,  Jr„  M.D.,  Bedford 


AMA  Delegate  J.  Thomas  Giannini,  M.D., 
Louisville 

AMA  Alternate  Charles  G.  Bryant,  M.D., 

Delegate  Louisville 

After  each  nomination  was  presented,  the  Vice- 
Speaker  called  for  nominations  from  the  floor.  No 
nominations  were  received  and  it  was  moved  and 
seconded  that  the  nominees  be  elected.  Motion  car- 
ried. 

The  following  nominations  for  the  offices  of 
trustees  were  submitted  by  Doctor  Pierce: 


Fifth  District 
Sixth  District 
Eighth  District 
Eleventh  District 


Fourteenth  District 


George  A.  Sehlinger.  M.D., 
Louisville 

Rex  E.  Hayes.  M.D.. 
Glasgow 

LeRoy  C.  Hess,  M.D., 
Florence 

Douglas  H.  Jenkins,  M.D., 
Richmond 

Ballard  W.  Cassady,  M.D.. 
Pikeville 


Fifteenth  District  E.  C.  Seeley,  M.D.. 

London 

The  same  procedure  followed  in  electing  the  gen- 
eral officers  was  followed  in  the  election  of  the 
trustees.  Since  there  were  no  nominations  from  the 
floor,  the  above-named  nominees  were  elected. 

Doctor  Brockman,  the  new  president-elect,  was 
escorted  to  the  rostrum.  He  received  a standing 
ovation. 


Nominations  for  Board  of  Directors, 
Kentucky  Physicians  Mutual,  Inc. 

The  following  list  of  nominees  for  the  Board  of 
Directors.  Kentucky  Physicians  Mutual,  Inc.,  was 
submitted  and  received  for  information  only; 

John  Dickinson.  M.D.,  Glasgow 
John  D.  Gordinier,  M.D.,  Louisville 
J.  Duffy  Hancock,  M.D.,  Louisville 
Coleman  C.  Johnston,  M.D.,  Lexington 
Thomas  O.  Meredith,  M.D.,  Harrodsburg 
Wyatt  Norvell,  M.D.,  New  Castle 
Richard  J.  Rust,  M.D.,  Newport 
Garnett  J.  Sweeney,  M.D.,  Liberty 
George  P.  Archer,  M.D.,  Prestonsburg 
Charles  J.  Bisig,  M.D.,  Louisville 
Donald  K.  Dudderar,  M.D.,  Newport 
William  W.  Hall,  M.D.,  Owensboro 
James  M.  Keightley,  M.D.,  Harrodsburg 
John  C.  Quertermous,  M.D.,  Murray 
Keith  P.  Smith,  M.D.,  Corbin 
Stanley  Smith.  M.D.,  Louisville 
Karl  C.  Kelty,  M.D.,  Lexington 
Carroll  H.  Robie,  M.D.,  Louisville 

Election  of  1967  Nominating  Committee 

The  Nominating  Committee  to  serve  at  the  1967 
Annual  Meeting  was  elected  as  follows; 

John  S.  Ashworth,  M.D.,  Ashland 
Harold  B.  Barton,  M.D.,  Corbin 
Robert  L.  McClendon,  M.D.,  Louisville 
Andrew  M.  Moore,  M.D.,  Lexington 
W.  Vinson  Pierce.  M.D..  Covington 

Robert  E.  Pennington,  M.D.,  London,  was  in- 
stalled as  President,  the  oath  of  office  being  ad- 
ministered by  the  Chairman  of  the  Board  of  Trustees. 
Hubert  C.  Jones.  M.D.  President  Pennington  pre- 
sented the  Past  President’s  Plaque  to  the  retiring 
president.  Doctor  Baker. 

The  newly  installed  President  made  brief  remarks 
to  the  members  of  the  House  of  Delegates.  Doctor 
Greathouse  thanked  the  members  of  the  House  of 
Delegates  for  their  cooperation  during  both  sessions. 
The  second  session  of  the  1966  House  of  Delegates 
was  adjourned  at  10:15  p.m. 
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against  the  usual  gram-negative  urinary  pathogens 


Why  use  five...where  one  will  do? 


In  a recent  217-patient  hospital  study, ^ urinary  tract  infections  were  treated  with  a 
variety  of  widely  prescribed  antimicrobial  agents  including:  a sulfonamide  (40  pa- 
tients), chloramphenicol  (20  patients),  nitrofurantoin  (33  patients),  nalidixic  acid  (30 
patients),  tetracycline  (27  patients),  colistimethate  sodium  (22  patients) . . . and  2 com- 
binations of  5 agents  each  (45  patients).  The  2 combinations  were  selected  to  afford 
maximal  theoretical  antibacterial  coverage  against  the  usual  urinary  pathogens.  They 
were  (1)  tetracycline,  chloramphenicol,  nitrofurantoin,  ristocetin  and  polymyxin  B; 
and  (2)  tetracycline,  chloramphenicol, erythromycin,  nitrofurantoin  and  colistimethate 
sodium. 

This  clinical  study  shows  that  the  two  combinations  of  antibiotics  were  not  superior 
to  some  of  their  single  components.  The  authors  point  out  that  antibiotic  antagonism 
often  negates  theoretical  advantages  of  multiple  therapy.  Coly-Mycin  Injectable 
(colistimethate  sodium)  was  one  of  the  single  components  that  was  shown  to  be 
equal  to  the  combinations  and  eradicated  bacteriuria  in  two-thirds  of  the  patients. 

Theoretical  choice  of  multiple  antibacterial  therapy  has  been  shown  to  be  no  more 
effective  than  one  well-chosen  agent  which  also  offers  least  patient  exposure  to 
possible  side  reactions,  toxicities,  allergic  manifestations  and  higher  drug  costs. 

1.  McCabe,  W.  R.,  and  Jackson,  G.  G.:  New  England  J.  Med.  272:1037, 1965. 


in  gram-negative  urinary  tract  infections  often  the  single  well-chosen  agent 


ColyMycir  Injectable 

(colistimethate  sodium) 


Indications:  Especially  indicated  for  the  treatment  of  severe  acute  and  resistant 
chronic  urinary  tract  infections  due  to  sensitive  strains  of  gram-negative  organisms. 
Also  indicated  in  respiratory  tract,  surgical,  wound  and  burn  infections  and  in  septi- 
cemia due  to  sensitive  organisms.  Particularly  indicated  when  any  of  these  infections 
are  caused  by  sensitive  strains  of  Pseudomonas  aeruginosa. 

Adverse  Reactions:  Occasional  reactions  such  as  circumoral  paresthesias,  tingling 
of  the  extremities,  pruritus,  vertigo  or  dizziness  may  occur.  Reduction  of  dosage  may 
alleviate  symptoms.  Therapy  need  not  be  discontinued,  but  such  patients  should  be 
observed  with  extra  care. 


Warning:  Patients  should  be  cautioned  not  to  drive  vehicles  or  use  hazardous  ma- 
chinery while  on  therapy. 

Precautions:  In  cases  of  impaired  or  suspected  renal  impairment,  use  with  greater 
caution  and  reduce  dosage  in  proportion  to  extent  of  impairment.  Transient  eleva- 
tions of  BUN  have  been  reported.  As  a routine  precaution,  appropriate  blood  studies 
should,  therefore,  be  made  during  prolonged  therapy. 

As  with  all  polypeptides,  the  possibility  of  muscular  weakness,  including  apnea,  due 
to  inadvertent  overdosage  or  normal  dosage  in  the  presence  of  impaired  renal  func- 
tion, should  not  be  overlooked.  In  cases  of  apnea,  medication  should  be  promptly  dis- 
continued and  assisted  respiration  given  until  serum  levels  fall  and  normal  breathing 
is  restored. 

Other  antibiotics,  such  as  kanamycin,  streptomycin,  dihydrostreptomycin,  polymyxin, 
and  neomycin,  may  also  have  varying  neurotoxic  or  nephrotoxic  potential.  They 
should  be  used  with  great  caution  concomitantly  with  Coly-Mycin  Injectable  (colis- 
timethate sodium). 

For  deep  intramuscular  injection  only. 

Dosage:  By  the  I.M.  route  only,  in  2 to  4 divided  doses  ranging  from  1.5  to  5 mg./Kg./ 
day  (0.7  mg.  to  2.3  mg./lb./day).  Average  adult  dose  is  2.5  mg./Kg./day  (1.1  mg./ 
Ib./day).  In  the  presence  of  bacteremia,  septicemia,  or  other  serious  infection,  greater 
than  average  doses  may  be  required:  however,  maximum  daily  doses  should  not 
exceed  5 mg./Kg.  (2.3  mg./lb.)  where  renal  function  is  normal. 

Not  recommended  against  Proteus. 

Colistin  is  also  available  (as  colistin  sulfate)  in:  Coly-Mycin®  Pediatric  for  Oral  Sus- 
pension (not  for  systemic  use),  and  Coly-Mycin®  Otic  with  Neomycin  and  Hydro- 
cortisone. 


Full  information  is  available  on  request. 


WARN  ER  - CHiLCOTT  Morris  Plains.  New  Jersey 
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To  help  dispel  the  symptoms 
of  mild  depressive  states 


CONSIDER 


DEXAMYL 


FIRST 


brand  of  dextroamphetamine  sulfate  and  amobarbital 


Often  within  the  hour,  ‘Dexamyl’  works 
to  help  dispel  such  symptomsas  apathy, 
pessimism,  loss  of  interest  and  initia- 
tive, and  lack  of  ability  to  concentrate. 


Formulas:  Each  'Dexamyl'  Spansule®  capsule  (brand  of  sustained  release  capsule)  No.  1 
contains  10  mg.  of  Dexedrine®  (brand  of  dextroamphetamine  sulfate)  and  1 gr.  of  amobarbital, 
derivative  of  barbituric  acid  [Warning,  may  be  habit  forming].  Each  'Dexamyl'  Spansule  capsule 
No.  2 contains  15  mg.  of  Dexedrine  (brand  of  dextroamphetamine  sulfate)  and  ^V2  gr.  of 
amobarbital  [Warning,  may  be  habit  forming]. 

The  following  is  a brief  precautionary  statement.  Before  prescribing,  the  physician  should  be 
familiar  with  the  complete  prescribing  information  in  SK&F  literature  or  PDR. 

Precautions:  Use  with  caution  in  patients  hypersensitive  to  sympathomimetics  or  barbiturates 
and  in  coronary  or  cardiovascular  disease  or  severe  hypertension.  Do  not  use  in  patients 
taking  MAO  inhibitors.  Excessive  use  of  the  amphetamines  by  unstable  individuals  may 
result  in  a psychological  dependence;  in  these  instances,  withdraw  the  medication.  Use 
cautiously  in  pregnant  patients,  especially  in  the  first  trimester.  Side  effects:  Insomnia,  excita- 
bility and  increased  motor  activity  are  infrequent  and  ordinarily  mild. 
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House  Approved  Usual  and  Customary  Confidential  Fee  Survey 
to  be  Made  Soon:  Reasons  for  Delay  Explained* 


Plans  are  moving  ahead  for  the  confidential  sur- 
veying of  physicians’  fees  in  Kentucky,  in  order  that 
it  may  be  possible  to  learn  what  the  usual  and 
customary  fee  is.  The  study  was  authorized  by  the 
KM  A House  of  Delegates,  September  21,  and  will 
be  conducted  jointly  by  the  Kentucky  Blue  Shield 
Plan  and  the  State  Department  of  Health,  with  the 
cooperation  of  the  Kentucky  Medical  Association. 

The  survey  was  recommended  in  Resolution  A, 
introduced  by  the  KMA  Board  of  Trustees.  In  a 
meeting  September  18,  the  Board  of  Directors  of 
Kentucky  Physicians’  Mutual,  Inc.,  (the  Blue  Shield 
Plan  for  Kentucky),  Resolution  A as  written  by  the 
KMA  Board  of  Trustees  was  considered  and  ap- 
proved in  its  original  form. 

Delay  in  implementing  Resolution  A occurred  when 
the  Fayette  County  and  the  Jefferson  County  Medical 
Society  amendments  to  the  resolution  were  accepted 
by  the  House  of  Delegates.  It  was  then  necessary  to 
take  the  amended  resolution  back  to  the  Blue  Shield 
Board  for  reconsideration.  At  its  November  10  meet- 
ing, the  Blue  Shield  Board  voted  to  go  ahead  with 
the  amended  resolution. 

When  Title  XIX  of  Public  Law  89-97  was  imple- 
mented in  Kentucky,  the  State  Department  of  Health 
regulations  called  for  a schedule  of  fees  that  varied 
according  to  whether  or  not  the  provider  of  the  serv- 
ices was  a specialist  or  non-specialist.  Department 
officials  said  the  fixed  fee  schedule  was  necessary  in 
order  to  budget  the  cost  of  the  program. 

According  to  KMA  President,  Robert  E.  Penning- 
ton, M.D.,  “A  large  number  of  physicians  in  private 
practice  contend  it  would  be  more  economical  for  the 
physicians  participating  in  the  program  to  be  paid 
their  usual  and  customary  fees  for  services  rendered”. 
He  pointed  out  that  in  order  to  substantiate  this 
contention,  such  a schedule  as  approved  by  the  House 
of  Delegates  would  have  to  be  made. 

Because  of  its  expert  experience  and  availability  of 
data  processing  equipment,  the  KMA  Board  of  Trus- 
tees turned  to  the  Blue  Shield  for  assistance.  Repre- 
sentatives of  Blue  Shield  and  the  State  Department 
of  Health  met  with  the  Board  of  Trustees  in  the 
late  summer  to  consider  the  feasibility  of  such  a 
survey.  It  was  agreed  by  all  that  in  order  for  the 


*See  page  1170,  this  issue  for  full  text  of  Resolution 
A and  House  action. 


survey  to  have  credibility,  it  would  have  to  follow 
accepted  procedures  similar  to  those  established  by 
the  Blue  Shield  in  its  Jefferson  County  Medical 
Society  Survey,  and  that  at  least  75  per  cent  of 
Kentucky  physicians  should  participate. 

Agreement  was  reached  that  provided  for  the  joint 
sharing  of  this  costly  survey  by  the  Blue  Shield  and 
the  State  Department  of  Health,  working  in  close 
cooperation  with  the  KMA.  It  was  also  agreed  that 
the  results  of  the  survey  would  be  confidential. 

Russell  E.  Teague.  M.D.,  Commissioner  of  Health, 
said  the  Department  was  not  interested  in  names, 
but  only  in  figures  that  established  the  “range  of 
fees”.  With  this  information,  it  would  be  possible  for 
his  Department  to  learn  the  predictability  of  costs. 
With  this  accomplished,  he  hopes  to  develop  changes 
in  the  Medical  Welfare  Program  that  will  be  satis- 
factory. 

Eull  information  on  the  Survey  will  be  sent  physi- 
cians at  the  earliest  possible  date.  Hopefully,  with 
physician  cooperation,  the  survey  will  be  completed 
by  May  1. 

1st  KMA  Trustee  District  Meeting 
Jan.  25,  Paducah 

January  25  has  been  set  as  the  date  of  the  1967 
Eirst  KMA  Trustee  District  Annual  Meeting,  at 
Paducah,  according  to  District  Trustee,  Joseph  R. 
Miller.  M.D..  Benton. 

The  McCracken  County  Society  will  be  the  host 
group  for  the  Meeting  to  be  held  at  the  Paducah 
Country  Club.  The  District  Women’s  Auxiliary  will 
meet  jointly  with  the  physicians. 

The  featured  speaker  at  the  Meeting  will  be  Robert 
E.  Pennington,  M.D.,  London.  Mrs.  Raymond  E. 
Jones.  Louisville,  president  of  the  Women’s  Auxiliary 
will  attend  the  meeting  also. 

Dr.  Miller  said  that  each  member  will  receive  a 
personal  invitation  to  the  meeting. 

Chairs  AMA  Reference  Committee 

J.  Thomas  Giannini,  M.D.,  Louisville,  Delegate 
from  KMA  to  the  AMA,  served  on  Reference  Com- 
mittee “E”  at  the  1966  AMA  Interim  Meeting  held 
at  Las  Vegas,  November  20-30. 
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Decision  to  Increase  AMA  Dues 
$25  Came  After  Careful  Study 

The  decision  to  increase  the  Annual  Dues  on  Janu- 
ary 1,  1967  from  $45  to  $70  by  the  American  Medi- 
cal Association  House  of  Delegates  at  its  1966  An- 
nual Meeting  came  after  seven  months  of  intensive 
study  and  full  consideration,  not  only  by  the  AMA 
itself,  but  also  by  the  constituent  associations. 

The  reference  committee  report,  recommending  the 
increase  in  dues,  which  was  passed  by  a substantial 
majority  said  "It  is  quite  apparent  that  the  programs 
necessary  to  serve  the  needs  of  the  members  of  the 
Association  cannot  be  conducted  effectively  without 
adequate  financing  and  it  is  equally  apparent  that 
such  adequate  financing  is  impossible  without  the 
dues  increase  requested  by  the  Board  of  Trustees”. 

The  report  continued  “It  is  fully  cognizant  of  the 
responsibility  of  the  House  of  Delegates  and  of  the 
Board  of  Trustees  to  keep  the  expenses  of  the  As- 
sociation to  the  minimum  commensurate  with  the 
accomplishment  of  its  goals.  It  is  equally  conscious 
of  the  responsibility  of  the  House  of  Delegates  and 
of  the  Board  of  Trustees  to  carry  out  the  mandate  of 
the  members  to  the  end  that  the  medical  profession 
in  the  United  States  be  effectively  represented  and 
that  the  cause  of  medical  science  and  the  health 
care  of  the  public  be  protected  and  promoted”. 

In  order  that  full  consideration  could  be  given 
the  problem  of  adequate  financing  of  AMA  pro- 
grams as  developed  by  its  governing  bodies,  the 
House  of  Delegates  at  the  1965  Clinical  meeting  in 
Philadelphia,  voted  tentative  approval  to  the  1967 
dues  increase,  but  urged  its  delegates  to  go  home  and 
consider  the  matter  with  the  state  associations  they 
represented  before  taking  final  action  in  June  of  1966. 

The  matter  was  considered  at  length  by  the  mem- 
bers of  the  KMA  Board  of  Trustees  after  which  it 
voted  to  authorize  the  KMA  Delegation  to  the  AMA 
to  support  the  increase. 


KMA  Interim  Meeting,  April  19-20 
to  be  Held  at  Ken-Bar  Inn 

The  17th  KMA  annual  Interim  Meeting  will  be 
held  at  beautiful  Ken-Bar  Inn  Resort  at  Gilbertsville, 
Kentucky,  just  west  and  adjacent  to  Kentucky  Dam 
Village  State  Park,  Wednesday  and  Thursday,  April 
19  and  20,  1967. 

According  to  Robert  E.  Pennington,  M.D.,  London, 
KMA  president  and  chairman  of  the  Interim  Meeting 
Program  Committee,  an  excellent  program  is  being 
planned.  It  is  expected  that  full  details  will  be  an- 
nounced in  an  early  issue  of  this  Journal. 

“With  the  continuing  growth  of  interest  in  this 
important  meeting,  we  will,  for  the  first  time  in 
many  years,  be  able  to  offer  attractive,  adequate 
housing  in  close  proximity  to  the  meeting  rooms”. 
Doctor  Pennington  said.  He  pointed  out  that  there 
will  be  more  than  enough  first  class  bedrooms,  de- 
luxe cottages  available.  It  is  expected  that  many 


members  will  plan  a weekend  vacation  in  connection 
with  the  meeting  and  enjoy  the  fishing,  golf  and 
other  attractions  of  the  popular  park  and  resort  area. 


Dr.  Robertson  New  President  of 
Blue  Shield  Plan  for  Kentucky 


Dr.  Rust  Dr.  Robertson 

Robert  W.  Robertson,  M.D.,  Paducah,  was 
elected  president  of  the  Board  of  Directors  of  Ken- 
tucky Physician’s  Mutual,  Inc.  (Blue  Shield  Plan 
for  Kentucky),  to  succeed  Richard  J.  Rust,  M.D., 
Newport,  at  the  Annual  Meeting  of  the  Board  in 
Louisville,  November  11. 

Garnett  J.  Sweeney,  M.D.,  Liberty,  was  elected 
first  vice-president;  Wyatt  Norvell,  M.D.,  New 
Castle,  second  vice-president;  J.  P.  Sanford,  Louis- 
ville, secretary  and  Branham  B.  Baughman,  M.D., 
Frankfort,  treasurer. 

D.  Lane  Tynes,  Louisville,  who  is  president  of  the 
Kentucky  Blue  Cross  Plan  was  re-elected  executive 
director,  Stanley  T.  Simmons,  M.  D.,  Louisville,  was 
elected  medical  consultant  and  Miss  Joyce  Carter, 
Louisville,  was  re-elected  assistant  secretary. 

At  the  conclusion  of  Doctor  Rust’s  two  year  term 
of  office,  November  11,  the  Board  unanimously 
passed  a special  action  expressing  appreciation  for 
the  excellent  leadership  Doctor  Rust  provided  during 
that  time. 


After  Hours  Medical  Center  Is 
Working  Well  at  Henderson 

An  “After  Hours  Medical  Center”  has  been 
established  by  six  physicians  in  private  practice  at 
Henderson,  Kentucky  and  has  been  working  success- 
fully since  it  was  established  about  October  1,  ac- 
cording to  a report  by  Kenneth  Eblen,  M.D.,  Hen- 
derson, past  KMA  vice-president. 

The  purpose  of  the  Center,  Doctor  Eblen  says, 
is  to  provide  the  patient  with  a physician  twenty- 
four  hours  a day,  365  days  a year  and  to  provide 
participating  physicians  with  time  off  they  would 
not  otherwise  enjoy.  The  physicians  rotate  their 
services  and  see  all  patients,  except  those  that  need 
emergency  medical  care  that  should  be  provided  in 
hospitals. 
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The  Center  is  located  in  a shopping  center  at 
Henderson.  It  is  fully  equipped  and  has  a TV  for 
waiting  patients  to  view.  Some  drugs  are  dispensed 
only  when  pharmacies  are  closed. 

Each  patient  is  given  a “slip”  made  out  in 
“quadruplicate”.  One  copy  is  kept  for  the  Center’s 
record,  one  is  sent  to  the  patient’s  regular  physician, 
one  copy  to  the  physician  who  treated  the  patient 
and  the  fourth  to  the  patient  as  a receipt. 

Both  patients  and  physicians  seem  well  pleased 
with  the  Center.  As  far  as  it  is  known,  Hammond, 
Indiana  has  the  only  other  center  of  its  kind  now 
in  operation.  Doctor  Eblen  said. 


Dr.  Long,  AMA  Executives  Visit 
Vietnam,  Manila  Meeting 

Robert  C.  Long.  M.D.,  Louisville,  left  the  U.S.  on 
October  29.  enroute  to  Vietnam  and  Manila.  Philip- 
pines. He  accompanied  Charles  L.  Hudson.  M.D., 
president  of  the  AMA,  James  Z.  Appel,  M.D..  im- 
mediate past  president  and  L.O.  Simenstad.  M.D.. 
a member  of  the  Board  of  Trustees  of  the  AMA.  on 
a one  week  “on  sight  survey”  of  two  AMA  pro- 
grams being  carried  on  in  Vietnam. 

The  two  AMA  Vietnam  programs  are  the  Agency 
of  Education  Development,  a program  to  strengthen 
education,  supported  in  part  by  the  State  Department, 
and  the  AMA  Volunteer  Physicians  Program.  This 
trip  is  a continuation  of  an  earlier  visit  to  Vietnam, 
by  Doctor  Long  and  other  AMA  representatives,  in 
Eebruary  and  March  of  this  year. 

Also  in  the  group  visiting  Vietnam  is  Leo  Brown, 
assistant  to  the  executive  vice-president  of  the  AMA. 

Upon  leaving  Vietnam,  the  physicians  were  sched- 
uled to  go  to  Manila  to  attend  the  World  Health 
Association  Assembly.  November  6-12.  Doctor  Long 
has  been  asked  to  read  three  scientific  papers  during 
the  Assembly  in  Manila.  The  entire  trip  was  to  take 
three  weeks,  after  which  the  physicians  were  sched- 
uled to  return  to  the  U.S. 


Drs.  Hamburg,  McBeath  Appointed 
at  UK  Medical  Center 

Joseph  Hamburg,  M.D.,  Lexington,  a member  of 
the  faculty  of  the  University  of  Kentucky  College  of 
Medicine  since  1963.  has  been  appointed  to  the  po- 
sition of  first  dean  of  the  University’s  new  school  for 
Allied  Health  Personnel.  The  School  was  established 
as  part  of  the  U of  K Medical  Center  last  January. 

The  new  school  now  offers  or  is  preparing  to  of- 
fer instruction  in  ten  different  programs,  including 
laboratory  technology,  physical  therapy,  residency 
training,  and  more. 

At  the  same  time  the  trustees  appointed  William 
McBeath,  M.D..  as  special  assistant  to  William  Wil- 
lard, M.D.,  vice-president  of  the  Medical  Center. 
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Dr.  Griffen  to  Succeed  Dr.  Eiseman 
As  UK  Head  of  Surgery 

Ward  O.  Griffen,  Jr.,  M.D.,  associate  professor  of 
Surgery  and  of  Physiology  at  the  University  of  Ken- 
tucky, has  been  appoint- 
ed to  succeed  Ben  Eise- 
man, M.D.,  as  Chairman 
of  the  Department  of 
Surgery  of  the  Universi- 
ty’s College  of  Medicine, 
effective  July  1,  1967. 

John  Oswald,  president 
of  UK,  announced  the 
appointment  after  Doc- 
tor Eiseman  disclosed  his 
intention  to  return  to 
Denver  next  year. 

Doctor  Eiseman  has 
been  with  the  University  for  the  past  six  years  and 
was  the  department’s  first  chairman.  He  came  to 
Kentucky  from  Denver  where  he  was  a professor  of 
surgery  and  acting  dean  at  the  University  of  Colorado 
School  of  Medicine. 

Doctor  Griffen  came  to  UK  from  the  University 
of  Minnesota  Hospital,  where  he  was  an  assistant 
professor  of  surgery  and  the  director  of  the  artificial 
kidney  service.  He  graduated  from  Cornell  University 
Medical  College  in  1953,  completed  his  internship 
at  Bellevue  Hospital,  New  York,  and  University  of 
Minnesota  Hospitals.  Minneapolis,  in  1954.  He  com- 
pleted two  residencies,  one  in  1957  and  one  in 
1962,  at  the  University  of  Minnesota  Hospitals. 


Forty-Six  Ky.  Physicians  Attend 
SMA  Meeting  Nov.  14-17 

Forty-six  Kentucky  physicians  attended  the  60th 
annual  meeting  of  the  Southern  Medical  Association 
in  Washington,  D.C.,  November  14-17,  according  to 
registration  information  received  from  SMA. 

Oscar  B.  Hunter,  Jr.,  M.D.,  Washington,  D.  C.. 
was  chosen  president-elect.  Guy  T.  Vise,  M.D.,  Meri- 
dian, Miss.,  was  installed  as  president,  succeeding 
J.  Garber  Galbraith,  M.D.,  Birmingham,  Ala.,  the 
retiring  president. 

J.  Duffy  Hancock,  M.D.,  Louisville,  serves  on  the 
SMA  Board  of  Trustees  and  Sam  A.  Overstreet. 
M.D.,  is  on  the  SMA  Council. 

Kentucky  physicians  registered  at  the  meeting  were: 

William  H.  Anderson,  M.D.,  Louisville 
William  H.  Barnard,  M.D.,  Elizabethtown 
Malcolm  Barnes,  M.D.,  Louisville 
C.  M.  Brasfield,  M.D.,  Elizabethtown 
Glenn  W.  Bryant,  M.D.,  Louisville 
W.  M.  Buttermore,  M.D.,  Corbin 
Rulh  M.  Coppedge,  M.D.,  Hopkinsville 
Rachel  G.  Croft,  M.D.,  Hopkinsville 
W.  Burford  Davis,  M.D.,  Louisville 
Ralph  M.  Denham,  M.D.,  Louisville 
Roy  K.  Diamond,  M.D.,  Louisville 
O.  T.  Evans,  M.D.,  Lexington 
F.  F.  Ferguson,  M.D.,  Madisonville 
Malcolm  H.  Fine,  M.D.,  Louisville 
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SQUIBB  NOTES  ON  THERAPY 


Breast-feeding 
and  the 

“modern  mother” 

Despite  a mild  resurgence  of  interest  in  the  impor- 
tance of  breast-feeding  a few  years  ago,  many 
women  today  do  not  choose  to  nurse  their  young. 
This  is  for  a variety  of  reasons  — social,  economic, 
cultural  and  sometimes  medical.  In  such  cases  the 
physician’s  task  is  to  find  the  most  suitable  means 
of  preventing  lactation  and  easing  the  pain  of  breast 
engorgement. 


The  means  of  therapy 

The  value  of  hormone  therapy  for  this  indication  is 
of  course  well  established.  Both  androgen  and 
estrogen  are  known  to  inhibit  the  production  and 
secretion  of  the  lactogenic  hormone  by  the  anterior 
pituitary.  As  estrogen  levels  decline  sharply  at  par- 
turition, lactogenesis  is  established.  When  androgen 
and  estrogen  are  administered  to  the  patient  before 
the  release  of  the  lactogenic  hormone  lactation  and 
breast  engorgement  are  usually  prevented. 

The  time  of  therapy 

The  time  of  administration  of  this  combined  medi- 
cation is  crucial;  it  must  be  given  early  enough  to 
suppress  the  pituitary  prolactin  and  last  long 
enough  to  permit  physiologic  readjustment  during 
the  puerperium.  Excellent  results  are  most  often 
seen  when  therapy  is  administered  before  the  onset 
of  the  second  stage  of  labor. 


However,  factors  other  than  effectiveness  must 
also  be  considered.  The  agent  selected  should  not 
interfere  in  any  way  with  parturition,  subsequent 
uterine  involution  and  the  restoration  of  normal 
ovarian  cyclic  function.  Furthermore,  it  should  not 
cause  rebound  breast  engorgement  or  other  mani- 
festations of  hormonal  imbalance. 

A balanced  formulation 

Providing  single-dose  therapy  for  the  prevention  of 
lactation  and  breast  engorgement,  Deladumone  OB 
is  a potent  androgen-estrogen  combination  with  a 
prolonged  action.  The  optimal  balance  of  andro- 
genic and  estrogenic  hormones  achieved  in  this 
preparation  minimizes  the  disadvantages  inherent 
in  single  hormone  therapy,  such  as  rebound  breast 
engorgement.  Involution  of  the  uterus  and  resump- 
tion of  menstrual  cycles  are  not  affected. 

As  reported  in  a recent  published  study  (Roser, 
D.  M.:  Obstet.  & Gynec.  27:73,  1966),  Deladu- 
mone OB  provided  good  suppression  of  breast  en- 
gorgement in  95.3%  and  suppression  of  lactation 
in  81.1%  of  86  obstetrical  patients.  These  results 
are  in  general  agreement  with  those  of  many  earlier 
investigations;  in  several  studies  this  injectable  an- 
drogen-estrogen combination  proved  to  be  superior 
to  oral  medication. 

Dosage: 

As  a single  injection  of  2 cc.  before  the  onset  of  the 
second  stage  of  labor. 

Contraindications: 

Established  or  suspected  mammary  cancer  or  geni- 
tal malignancy. 

Precautions  and  Side  Effects: 

Certain  patients  may  be  unusually  responsive  to 
either  estrogenic  or  androgenic  therapy.  In  such 
individuals  virilization,  uterine  bleeding  or  masto- 
dynia  may  occur. 

Supply: 

Deladumone  OB,  providing  180  mg.  testosterone 
enanthate  and  8 mg.  estradiol  valerate  per  cc.,  is 
available  in  2 cc.  Unimatic®  disposable  syringes  and 
in  2 cc.  vials.  Both  preparations  are  dissolved  in 
sesame  oil,  with  2%  benzyl  alcohol  as  a preservative. 
Before  use,  consult  product  literature  for  full  pre- 
scribing information. 

Deladumone^  OB 

Squibb  T estosterone  Enanthate  (180  mg./ cc.) 
and  Estradiol  Valerate  (8  mg./cc.) 

Single-dose  injection  for  lactation  inhibition 


Squibb 


‘The  Priceless  Ingredient’  of  every  product 
is  the  honor  and  integrity  of  its  maker. 
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Above  is  pictured  the  Annual  Fall  Board  Meeting  of  the  Women's  Auxiliary  of  KMA,  held  in  the  Board  Room  at  the 
Headquarters  office,  November  1 . 


Carl  M.  Friesen,  M.D.,  Lexington 
John  D.  Gordinier,  M.D.,  Louisville 
George  Gumbert,  Jr.,  M.D.,  Lexington 
J.  Duffy  Hancock,  M.D.,  Louisville 
Harry  A.  Hamilton,  M.D.,  Corbin 
Douglas  M.  Haynes,  M.D.,  Louisville 
Clifford  N.  Heisel,  M.D.,  Covington 
Joseph  Humpert,  M.D.,  Fort  Mitchell 
David  H.  Johnston,  M.D.,  Lexington 
W.  M.  King,  M.D.,  Louisville 
Ferris  I.  Larsen,  M.D.,  Earlington 
Ullin  W.  Leavell,  Jr.,  M.D.,  Lexington 
Ronald  Leon  Levine,  M.D.,  Louisville 
Paul  Mapother,  M.D.,  Louisville 
J.  B.  Marshall,  M.D.,  Louisville 
Richard  B.  McElvein,  M.D.,  Lexington 
Robert  F.  Monroe,  M.D.,  Louisville 
Andrew  M.  Moore,  M.D.,  Lexington 
Charles  T.  Moran,  M.D.,  Louisville 
Horace  Norrell,  M.D.,  Lexington 
Sam  A.  Overstreet,  M.D.,  Louisville 
Eugene  Q.  Parr,  M.D.,  Lexington 
W.  Vinson  Pierce,  M.D.,  Covington 
Gradie  R.  Rowntree,  M.D.,  Louisville 
Marjorie  Rowntree,  M.D.,  Louisville 
B.  F.  Rush,  M.D.,  Lexington 
William  J.  Sandman,  Jr.,  M.D.,  Louisville 
F.  S.  Sigda,  M.D.,  Madisonville 
R.  M.  Slabaugh,  M.D.,  Lexington 
Keith  P.  Smith,  M.D.,  Corbin 
Thomas  G.  Stigall,  M.D.,  Louisville 
Edgar  D.  Wippermann,  M.D.,  Covington 


Lexington  Conference,  March  30 

I The  Twelfth  Annual  Conference  of  the  Lexington 

Clinic  will  be  held  on  March  30,  1967.  The  theme 
of  the  day-long  program  will  be  “Medical  and  Surgical 
Problems  of  the  Aged”,  according  to  C.  H.  Nicholson, 
M.D.,  Chairman  of  the  Annual  Spring  Conference 
Committee. 
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WA-KMA  Holds  Fall  Conference, 
Board  Meeting  Nov.  1 

State  officers,  county  presidents  and  presidents- 
elect  of  the  Women’s  Auxiliary  to  KMA  met  Tues- 
day, November  1 for  their  annual  Fall  Conference 
in  the  Board  Room  at  the  KMA  Headquarters  office. 

Mrs.  Raymond  Jones,  M.D..  Louisville,  Auxiliary 
president,  presided  at  the  meeting. 

The  conference  program  was  held  in  the  morning, 
and  the  afternoon  was  devoted  to  the  routine  meeting 
of  the  Board. 

The  members  viewed  a film  concerning  Venereal 
Disease  among  teen-agers,  and  heard  Miss  Virginia 
Durrett,  representative  of  the  Louisville-Jefferson 
County  Health  Department,  speak  on  VD.  The  pro- 
gram was  in  keeping  with  the  Auxiliary’s  emphasis 
on  community  service  by  its  members  during  the 
coming  year. 


Ky.  Physicians  Attend  Congress  On 
Medical  Quackery,  in  Chicago 

December  Medical  Journal  8 TR  X17  Wanda  Gentry 
Three  Kentucky  physicians  attended  the  recent 
AMA  Third  National  Congress  on  Medical  Quack- 
ery, held  in  Chicago. 

J.  Campbell  Cantrill,  M.D.,  Georgetown,  KMA 
vice-president  for  the  Eastern  District,  presented  a 
paper  at  the  meeting. 

Frederick  R.  Scroggin,  M.D.,  Williamsburg,  who 
serves  as  a member  of  the  AMA  Congress  on  Medical 
Quackery,  presided  at  the  day-and-a-half  session. 
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David  B.  Stevens,  M.D.,  Lexington,  who  Chairs 
the  KM  A Committee  on  Cults,  along  with  Gilbert 
L.  Armstrong,  director  of  field  services  for  KMA, 
also  attended  the  meeting. 

Mrs.  Glaser  Named  to  Head  Nurses 
At  KNA  Annual  Meeting 

Mrs.  William  Glaser,  Assistant  Educational  Di- 
rector of  St.  Joseph's  Infirmary,  Louisville,  was 

elevated  to  President  of 
the  Kentucky  Nurses 
Association  at  its  An- 
nual Meeting  in  Lexing- 
ton late  in  October. 

Mrs.  Glaser  succeeds 
Mrs.  Nadine  Turner, 
Superintendent  of  Nurses 
of  Murray  Kentucky 
Hospital. 

/ Robert  E.  Pennington, 
g M.D.,  represented  the 
KMA  at  the  KNA  banquet  held  at  the  Phoenix 
Hotel. 

Mrs.  Glaser  has  long  been  active  in  association 
work  and  has  chaired  its  legislative  committee  and 
other  groups. 

Nursing  Home  Association  Elects 
Officers  at  Annual  Meet 

Leon  Kingsolver,  Danville,  was  elected  president 
of  the  Kentucky  Association  of  Nursing  Homes  and 
Personal  Care  Homes  during  the  association’s  13th 
annual  meeting  in  Louisville  in  November. 

Other  officers  elected  at  this  year’s  meeting,  which 
was  attended  by  230,  include:  Jamie  Miller,  Lexing- 
ton, first  vice  president;  Robert  Keefer,  Highland 
Heights,  second  vice  president;  Ira  O.  Wallace,  New 
Castle,  third  vice  president;  Mrs.  Ola  Peacock,  Owens- 
boro, secretary;  and  Mrs.  Edward  Elliott,  Springfield, 
treasurer. 

Featured  speaker  was  Ed  Walker,  Miami,  Ohio, 
president  of  the  American  Nursing  Home  Associa- 
tion. who  called  conditions  for  participation  in  the 
Medicaid  program  (Title  19  of  the  Social  Security 
Act)  “too  severe  for  the  average  nursing  home”. 
The  next  annual  meeting  will  be  in  Owensboro  on  a 
date  which  will  be  set  later. 

New  UK  Biology  School  Named 
For  Famous  Ky.  Scientist 

John  W.  Oswald,  president  of  the  University  of 
Kentucky,  has  announced  that  the  new  U.  of  K. 
School  of  Biological  Sciences  will  be  named  for 
Thomas  Hunt  Morgan,  a graduate  of  the  University 
who  became  one  of  the  world’s  leading  geneticists 
and  won  the  Nobel  Prize  for  medicine  and  physiology 
in  1933. 


The  announcement  was  made  at  a banquet  ending 
a three-day  symposium  on  genetics  which  honored  the 
100th.  anniversary  of  Morgan’s  birth.  About  one- 
hundred-and-fifty  leading  geneticists,  physiologists 
and  biologists  throughout  the  world  attended  the 
symposium. 

Dr.  Oswald  also  announced  that  distinguished 
scholars  will  be  appointed  to  “Thomas  Hunt  Morgan 
professorships  in  biology”,  and  fellowships  and 
scholarships  honoring  the  Lexington  scientist  will  go 
to  the  best  graduate  and  undergraduate  in  biology. 

Frank  F.  Conti,  M.D.,  formerly  of  Dartmouth  Col- 
lege, is  director  of  the  new  school,  which  includes 
departments  of  botany,  microbiology,  zoology,  bio- 
chemistry, cell  biology,  physiology  and  biophysics. 

Plans  for  Senior  Day  Announced 

The  KMA  Senior  Day  Committee  met  on  Novem- 
ber 10  and  finalized  the  programs  for  the  1967 
Senior  Day  sessions  for  the  University  of  Louisville 
and  the  University  of  Kentucky  senior  medical  stu- 
dents. The  Thirteenth  Annual  U.  of  L.  program  was 
set  for  Monday,  March  20  in  Louisville,  while  the 
Fourth  Annual  U.  of  K.  program  was  scheduled  in 
Lexington  for  Tuesday,  April  11. 

Sponsored  by  KMA  in  conjunction  with  the  Fayette 
County  and  Jefferson  County  medical  societies,  these 
affairs  are  highlighted  by  members  of  KMA  making 
presentations  throughout  the  day  designed  to  help 
the  medical  student  in  his  transition  into  the  prac- 
tice of  medicine.  Each  session  also  includes  an  out- 
standing guest  speaker  at  the  program’s  closing  din- 
ner. The  committee  agreed  to  follow  a similar  format 
to  that  used  in  previous  years. 


No.  Ky.  Seminar  Slated  for  Jan.  19 

The  Northern  Kentucky  Seminar,  sponsored  by 
the  Kentucky  Academy  of  General  Practice,  has  been 
scheduled  for  Thursday,  January  19,  at  Holiday  Inn 
Cincinnati  South,  South  Fort  Mitchell. 

The  day-long  meeting  will  begin  with  registration 
at  9:00.  The  program,  according  to  Carl  J.  Bruegge- 
mann,  M.D.,  Chairman,  will  include  such  topics  as 
“Obstructive  Airway  Disease”,  Ronald  Fragge,  M.D., 
Covington:  “Common  Orthopaedic  Problems  Seen  by 
the  General  Practitioner”,  Robert  Runde,  M.D.,  Cov- 
ington; “Intracranial  Neoplasms”,  B.  O.  Rand,  M.D., 
Lexington  and  “Allergy  in  General  Practice”,  Norman 
Cohen,  M.D.,  Louisville.  The  entire  program  will 
consist  of  eight  topics  of  interest  to  general  practi- 
tioners in  the  state. 


Dr.  Barrett  to  Head  Dermatologists 

Carey  C.  Barrett,  M.D.,  Lexington,  was  chosen  the 
president-elect  of  the  Kentucky  Dermatological  So- 
ciety on  Thursday,  September  22  at  the  Society’s 
meeting  held  during  the  KMA  Annual  Meeting  in 
Louisville.  William  E.  McDaniel,  M.D.,  Lexington, 
was  elected  Secretary  of  the  Society. 
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You  are  ''Spedar 
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Because  doctors  hove  the  highest 
credit  rating,  take  better  core  of 
their  cars,  and  ore  our  best  custo- 
mers we  extend  to  you 

★ SPECIAL  RATES 

★ SPECIAL  TERMS 


LEASING 

ANY  MAKE 
OR  MODEL 

NEW '67  CAR 


Leasing  Is  often  better  than 
owning  a car.  You  have  no 
capital  investment  and  certain 
tax  advantages.  But  the  main 
thing  is  you  always  have  a 
dependable  car  at  your  com- 
mand— a brand  new  car  every 
two  years,  or  oftener,  if  you 
wish.  See  us  for  particulars  of 
our  special  plan  for  doctors. 


LEASING 

MEDICAL  OR 
SURGICAL 

EQUIPMENT 

Young  doctors  just  beginning 
practice  who  need  complete  of- 
fice furnishings  and  medical  or 
surgical  equipment  will  find  our 
leasing  plan  is  specially  de- 
signed for  them.  Established 
doctors  planning  enlarged  facil- 
ities and  new  equipment  will 
also  find  our  leasing  plan  eco- 
nomical and  convenient.  Call  us 
for  details. 


PHONE:  897-1641 

General  Leasing  Corporation 

A DIVISION  OF  KOSTER-SWOPE,  INC. 
3712  FRANKFORT  AVENUE, 
LOUISVILLE,  KY.  40207 


Dr.  Woodard,  Ky.  Orthopaedic  Head 

At  the  Tuesday,  September  20  meeting  of  the 
Kentucky  Orthopaedic  Society,  which  took  place  in 
Louisville  at  the  time  of  the  KMA  Annual  Meeting, 
Robert  Woodard,  Jr.,  M.D.,  Louisville,  was  elected 
president  of  the  Society.  O.  James  Hurt,  M.D.,  Louis- 
ville, was  elected  vice-president  and  Wayne  W.  Kot- 
camp,  M.D.,  Louisville,  was  elected  secretary-treas- 
urer. 


Psychiatrists  Elect  Dr.  Farabee 

Dale  Farabee,  M.D.,  Lexington,  was  named  presi- 
dent-elect at  the  Thursday,  September  22  meeting 
of  the  Kentucky  Psychiatric  Association  in  Louis- 
ville, coinciding  with  the  KMA  Annual  Meeting, 
Harvey  R.  St.  Clair,  M.D.,  Louisville,  assumed  the 
office  of  President  of  the  Association.  Ray  Hayes, 
M.D.,  Lexington,  was  elected  secretary,  and  Louis 
Foltz,  M.D.,  Louisville,  was  elected  to  serve  as  a 
delegate  to  the  Assembly  of  District  Branches  of  the 
American  Psychiatric  Association. 


Ky.  E.  E.  N.  T.  Soc.  Elects  Officers 

The  Kentucky  State  E.  E.  N.  T.  Society  elected 
its  officers  for  the  year  on  Thursday,  September  22, 
during  the  KMA  Annual  Meeting  in  Louisville.  James 
O.  Willoughby,  M.D.,  Bowling  Green,  was  installed 
as  the  president  of  the  Society.  Harry  A.  Pfingst, 
M.D.,  Louisville,  was  named  president-elect,  and 
Gerald  D.  Landau,  M.D.,  Louisville,  was  elected 
secretary. 


Radiologists  Announce  Officers 

The  Kentucky  Radiological  Society  elected  its  of- 
ficers on  Thursday,  September  22,  in  Louisville,  dur- 
ing the  KMA  Annual  Meeting.  Robert  Shepard, 
M.D.,  Lexington,  will  be  installed  as  president  of  the 
Society  in  March  of  1967.  H.  Q.  Davis.  M.D.,  Louis- 
ville, president-elect,  will  assume  office  in  March  of 
1968.  The  newly  elected  secretary,  Robert  Greenlaw, 
M.D.,  Lexington,  will  take  office  on  March  1.  1967. 
The  other  officer  elected  by  the  Society  was  Frank 
Betchel,  M.D.,  Louisville,  Counselor. 


A.  D.  Doak,  M.D.,  Shelbyville  general  practitioner, 
has  joined  the  Veteran’s  Administration,  at  a hospital 
in  Johnson  City,  Tenn.  He  graduated  from  Harvard 
Medical  School  in  1933  and  served  his  internship  at 
Johns  Hopkins  and  Duke  University.  He  began  his 
practice  in  Shelbyville  in  1936.  In  1941  Doctor 
Doak’s  practice  was  interrupted  by  World  War  II, 
when  he  served  in  a medical  capacity  with  the  U.S. 
Army  overseas.  In  1945  he  left  Shelbyville  to  serve 
one  year  in  Seattle  with  the  Veteran's  Administration. 
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Frankly,  most  anti  hyper- 
tensives are  pretty  good  if 
you  give  an  adequate  dose. 
I’m  looking  for  one  with  a 
simple  regimen  so  that  mix- 
ups  in  doses  and  therefore 
the  chance  of  side  effects 
are  minimized. 


Regroton® 

chlorthalidone  50  mg.  reserpine  0.25  mg. 

1 tablet  daily 
brings  pressure  down 

Advantage:  Both  components  of  Regroton 
are  long-acting. 

Average  dosage:  One  tablet  daily  with 
breakfast. 

Contraindications:  History  of  mentai 
depression,  hypersensitivity,  and  most 
cases  of  severe  renal  or  hepatic  diseases. 
Warning:  Discontinue  2 weeks  before 
general  anesthesia,  1 week  before  electro- 
shock therapy,  and  if  depression  or 
peptic  uicer  occurs.  With  administration 
of  enteric-coated  potassium  supplements, 
the  possibility  of  small  bowel  lesions 
should  be  kept  in  mind. 

Precautions:  Reduce  dosage  of  con- 
comitant antihypertensive  agents  by  one- 
half.  Discontinue  if  the  BUN  rises  or 
liver  dysfunction  is  aggravated.  Electro- 
lyte imbalance  and  potassium  depletion 
may  occur:  take  particular  care  in 
cirrhosis  or  severe  ischemic  heart  disease, 
and  in  patients  receiving  corticosteroids, 
ACTH,  or  digitalis.  Salt  restriction  is  not 
recommended.  Use  with  caution  in 
patients  with  ulcerative  colitis,  gall- 
stones, or  bronchial  asthma. 

Side  effects:  Nausea,  vomiting,  diarrhea, 
muscle  cramps,  headaches  and  dizziness. 
Potential  side  effects  include  angina  pecto- 
ris, anxiety,  depression,  drowsiness, 
hyperglycemia,  hyperuricemia,  lassitude, 
leukopenia,  nasal  stuffiness,  nightmare, 
purpura,  urticaria,  and  weakness. 

For  full  details,  see  the  complete  prescrib- 
ing information. 

Avaifability:  Bottles  of  100  and  1000  tablets. 

Geigy 


Councils  and  Committees  of  the  Councils,  Standing  and  Miscellaneous 
Committees  for  the  1966-1967  Associational  Year 


Council  on  Scientific  Assembly 

Robert  E.  Pennington,  M.D.,  London,  Chairman 
George  F.  Brockman,  M.D.,  Greenville,  Vice-Chair- 
man 

Peter  P.  Bosomworth,  M.D.,  Lexington 
Richard  F.  Grise,  M.D.,  Bowling  Green 
Roderick  Macdonald,  Jr.,  M.D.,  Louisville 
Thomas  R.  Marshall,  M.D.,  Louisville 
Willett  H.  Rush,  M.D.,  Frankfort 

Scientific  Program  Committee 

Roderick  Macdonald.  Jr.,  M.D.,  Louisville,  Chair- 
man 

Peter  P.  Bosomworth,  M.D.,  Lexington 
Eugene  H.  Conner,  M.D.,  Louisville 
Richard  R.  Crutcher,  M.D.,  Lexington 
Robert  E.  Pennington,  M.D.,  London 
Ray  J.  Timmerman,  M.D.,  Newport 
J.  Sankey  Williams,  M.D.,  Nicholasville 

Golf  Committee 

Berel  Lee  Abrams,  M.D.,  Louisville,  Chairman 

Bernard  J.  Baute,  M.D.,  Lebanon 

Benjamin  D.  Boone,  M.D.,  Louisville 

McHenry  S.  Brewer,  M.D.,  Louisville 

Merle  W.  Fowler,  Jr.,  M.D.,  Paducah 

P.  B.  Hall,  M.D.,  Paintsville 

Edward  G.  Houchin,  M.D.,  LaGrange 

Daniel  E.  Mahaffey,  M.D.,  Louisville 

D.  Maurice  Royalty,  M.D.,  Lexington 

Harvey  B.  Stone,  M.D.,  Hopkinsville 

Technical  Exhibits  Committee 

Willett  H.  Rush,  M.D.,  Frankfort,  Chairman 
Clyde  M.  Brassfield,  M.D.,  Elizabethtown 
Giles  L.  Stephens,  M.D.,  Louisville 

Awards  Committee 

Richard  F.  Grise,  M.D.,  Bowling  Green,  Chairman 
William  A.  Blodgett,  M.D.,  Louisville 
Frank  L.  Duncan,  M.D.,  Monticello 
C.  Wayne  Franz,  M.D.,  Ashland 
Joseph  Keith,  Jr.,  M.D.,  Lexington 

Scientific  Exhibits  Committee 

Thomas  R.  Marshall,  M.D.,  Louisville,  Chairman 
Benjamin  B.  Jackson,  M.D.,  Louisville 
David  H.  Johnston,  M.D.,  Lexington 

Council  on  Medical  Education  and  Hospitals 

Walter  I.  Hume,  Jr.,  M.D.,  Louisville,  Chairman 

Carlisle  V.  Dodson,  M.D.,  Russellville 

James  B.  Holloway,  M.D.,  Lexington 

Andrew  M.  Moore,  M.D.,  Lexington 

Donn  L.  Smith,  M.D.,  Louisville 

Charles  B.  Spalding,  M.D.,  Bardstown 

Tom  F.  Whayne,  M.D.,  Lexington 

Advisory  Committee  to  Medical  Schools 

Andrew  M.  Moore,  M.D.,  Lexington,  Chairman 

David  B.  Clark,  M.D.,  Lexington 

Harry  C.  Denham,  M.D.,  Maysville 

Charles  C.  Kissinger,  M.D.,  Henderson 

Rudolf  J.  Noer,  M.D.,  Louisville 

William  J.  Sandman,  Jr.,  M.D.,  Louisville 

Arnold  C.  Williams,  M.D.,  Lexington 


Hospital  Committee 

James  B.  Holloway,  M.D.,  Lexington,  Chairman 

Frank  A.  Bechtel,  M.D.,  Louisville 

James  E.  Bryan,  M.D.,  Louisville 

Lewis  Dickinson,  M.D.,  Glasgow 

Philip  L.  Fuson,  M.D.,  Middlesboro 

James  A.  Harris,  M.D.,  Paducah 

Laurence  M.  Quill,  M.D.,  Newport 

General  Practice  Committee 

Charles  B.  Spalding,  M.D.,  Bardstown,  Chairman 

James  Douglas  Adams,  M.D.,  Prestonsburg 

C.  Walker  Air,  M.D.,  Ludlow 

Howard  I.  Frisbie,  M.D.,  Stanford 

Patrick  J.  Murphy,  M.D.,  Lebanon  Junction 

Norma  T.  E.  Shepherd,  M.D.,  Hopkinsville 

Max  E.  Wheeler,  M.D.,  Ashland 

Maternal  Mortality  Study 

Douglas  M.  Haynes,  M.D.,  Louisville,  Chairman 

James  L.  Becknell,  M.D.,  Manchester 

Glenn  W.  Bryant,  M.D.,  Louisville 

Joe  M.  Bush,  M.D.,  Mt.  Sterling 

Joseph  F.  Daugherty,  M.D.,  Florence 

Jorge  Deju,  M.D.,  Frankfort 

William  C.  Durham,  M.D.,  Louisville 

Donald  E.  Edger,  M.D.,  Lexington 

Oliver  H.  Fearing,  M.D.,  Ashland 

Doane  Fischer,  M.D.,  Harlan 

Lewis  Francis,  M.D.,  Lexington 

John  W.  Greene,  Jr.,  M.D.,  Lexington 

Robert  J.  Griffin,  M.D.,  Lexington 

John  D.  Handley,  M.D.,  Hodgenville 

Edwin  H.  Hanekamp,  M.D.,  Owensboro 

Douglas  M.  Haynes,  M.D.,  Louisville 

Lawrence  T.  Hiltz,  M.D.,  Covington 

Charles  E.  Hornaday,  M.D.,  Owensboro 

Robert  L.  Houston,  Jr.,  M.D.,  Eminence 

Peggy  J.  Howard,  M.D.,  Louisville 

George  C.  McClain,  M.D.,  Benton 

Clarence  J.  McGruder,  M.D.,  Henderson 

Robert  A.  Orr,  M.D..  Mavfield 

John  A.  Petry,  M.D.,  Fern  Creek 

R.  D.  Pitman,  M.D.,  Williamsburg 

Barton  L.  Ramsey,  Jr.,  M.D.,  Somerset 

Jere  C.  Robertson,  M.D.,  Hopkinsville 

John  H.  Siehl,  M.D.,  Covington 

A.  H.  Whitehouse,  M.D.,  Lexington 

Walter  M.  Wolfe,  Jr.,  M.D.,  Louisville 

M.  Harper  Wright,  M.D.,  Bowling  Green 

Perinatal  Mortality  and  Morbidity  Study  Com- 
mittee 

Guy  C.  Cunningham,  M.D.,  Ashland,  Chairman 

Jeffries  L.  Blackerby,  M.D.,  Lexington 

Keith  M.  Coverdale,  M.D.,  Bowling  Green 

Henry  F.  Delong,  M.D.,  Louisville 

John  H.  Doyle,  M.D.,  Louisville 

William  R.  Gabbert,  M.D.,  Owensboro 

Carolyn  S.  McKinley,  M.D.,  Glasgow 

Robert  N.  McLeod,  M.D.,  Somerset 

Robert  L.  Rice,  M.D.,  Richmond 

William  J.  Temple,  M.D.,  Covington 

Fred  B.  Weller,  M.D.,  Middlesboro 

Warren  E.  Wheeler,  M.D.,  Lexington 

James  F.  Williamson,  M.D.,  Ashland 

William  C.  Young,  M D.,  Hopkinsville 
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Council  on  Medical  Services 

George  W.  Pedigo,  M.D.,  Louisville,  Chairman 

John  A.  Bishop,  M.D.,  Louisville 

Ellis  A.  Fuller,  M.D.,  Louisville 

Logan  Gragg,  Jr.,  M.D.,  Lexington 

Walter  L.  O’Nan,  M.D.,  Henderson 

A.  Evans  Overstreet,  M.D.,  Louisville 

Harold  J.  Schupbach,  M.D.,  Owensboro 

Advisory  to  Blue  Shield 

W.  Vinson  Pierce,  M.D.,  Covington,  Chairman 

Charles  J.  Bisig,  M.D.,  Louisville 

Charles  O.  Bruce,  Jr„  M.D.,  Louisville 

Kenneth  P.  Crawford,  M.D.,  Louisville 

Ellis  A.  Fuller,  M.D.,  Louisville 

William  W.  Hall,  M.D.,  Owensboro 

James  A.  Holbrook,  M.D.,  Prestonsburg 

W.  Donald  Janney,  M.D.,  Covington 

Walter  R,  Johnson,  Jr„  M.D.,  Paducah 

J.  T.  Ling,  M.D.,  Louisville 

James  T.  McClellan,  M.D.,  Lexington 

Robert  L.  McClendon,  M.D.,  Louisville 

William  K.  Massie,  Jr.,  M.D.,  Lexington 

Harvey  R.  St.  Clair,  M.D.,  Louisville 

David  C.  Shipp,  M.D.,  Louisville 

Wellington  B.  Stewart,  M.D.,  Lexington 

William  B.  Stodghill,  M.D.,  Louisville 

Garnett  J.  Sweeney,  M.D.,  Liberty 

John  C.  Weeter,  M.D.,  Louisville 

Advisory  to  Blue  Cross 

George  W.  Pedigo,  M.D.,  Louisville,  Chairman 

David  C.  Asher,  M.D.,  Pineville 

Dwight  L.  Blackburn,  M.D.,  Berea 

Robert  M.  Blake,  M.D.,  Maysville 

Milton  Comer,  M.D.,  Louisville 

James  R.  Dade.  M.D.,  Hopkinsville 

Richard  F.  Grise,  M.D.,  Bowling  Green 

James  E.  Hix.  M.D.,  Owensboro 

James  B.  Holloway,  M.D.,  Lexington 

James  M.  Keightley,  M.D.,  Harrodsburg 

Esten  S.  Kimbel,  M.D.,  Frankfort 

C.  C.  Lowry,  M.D.,  Murray 

Harold  B.  McWhorter,  M.D.,  Ashland 

Sam  A.  Overstreet,  M.D.,  Louisville 

James  R.  Schrand,  M.D.,  Florence 

John  J.  Sonne,  M.D.,  Bardstown 

Oscar  W.  Thompson,  Jr.,  M.D.,  Pikeville 

Mental  Health 

Logan  Gragg,  Jr.,  M.D.,  Lexington,  Chairman 

Charles  D.  Clark,  M.D..  Murray 

Verne  V.  Eskridge,  M.D.,  Owensboro 

Earl  J.  Farrell,  M.D.,  Ft.  Thomas 

Frank  M.  Gaines,  M.D.,  Louisville 

Hollis  Johnson,  M.D.,  Louisville 

Joseph  B.  Parker,  Jr.,  M.D.,  Lexington 

Physical  Medicine  and  Rehabilitation 

William  K.  Massie,  Jr.,  M.D.,  Lexington,  Chairman 

Samuel  L.  French.  M.D.,  Paducah 

Kenton  D.  Leatherman,  M.D.,  Louisville 

Israel  Muss,  M.D.,  Louisville 

Joe  T.  Pettey,  M.D.,  Russell  Springs 

Otto  H.  Salsbery,  M.D.,  Covington 

Joseph  E.  Warren,  M.D.,  Lexington 

Disability  and  Impairment  Ratings 

William  K.  Massie,  Jr.,  M.D.,  Lexington,  Chairman 
Thomas  D.  Brower,  M.D.,  Lexington 

Tuberculosis 

Adam  Miller,  M.D.,  Lexington,  Chairman 
Robert  L.  Hast,  M.D.,  Owensboro 
Thomas  H.  Biggs.  M.D.,  London 
Joseph  Humpert,  M.D.,  South  Forth  Mitchell 


Richard  E.  Mardis,  M.D.,  Louisville 
Herbert  Ransdell,  Jr.,  M.D.,  Louisville 
Lawrence  A.  Taugher,  M.D.,  Louisville 

Cancer  Coordinating 

Condict  Moore,  M.D.,  Louisville,  Chairman 
C.  Melvin  Bernhard,  M.D.,  Louisville 
Robert  H.  English,  M.D.,  Henderson 
Edward  J.  Fadell,  M.D.,  Louisville 
Coleman  C.  Johnston,  M.D.,  Lexington 
Benjamin  F.  Roach,  M.D.,  Midway 
Benjamin  F.  Rush,  Jr.,  M.D.,  Lexington 
Ralph  M.  Scott,  M.D.,  Louisville 
Robert  C.  Tate,  M.D.,  Louisville 

Public,  Rural  and  Occupational  Health 

Walter  L.  O’Nan,  M.D.,  Henderson,  Chairman 

John  M.  Baird,  M.D.,  Danville 

John  E.  Eckerle,  M.D.,  Louisville 

Harold  L.  King,  M.D.,  Benton 

Ralph  D.  Lynn,  M.D.,  Elkton 

Robert  E.  Robbins,  M.D.,  Greenville 

Thomas  S.  Wallace,  Jr.,  M.D.,  Louisville 

Dental-Nurse-Pharmacy  and  Related  Groups 

A.  Evan  Overstreet.  M.D.,  Louisville,  Chairman 

Coy  Edwin  Ball,  M.D.,  Owensboro 

Winston  L.  Burke,  M.D.,  Lexington 

Max  Ervin,  M.D.,  Louisville 

John  C.  Keeley,  M.D.,  Owensboro 

Melvin  J.  Weber,  M.D.,  Ludlow 

Emmett  W.  Wood,  M.D.,  Bardstown 

Council  on  Legislative  Activities 

John  C.  Quertermous,  M.D.,  Murray,  Chairman,  Na- 
tional Affairs 

Fred  C.  Rainey,  M.D.,  Elizabethtown,  Chairman, 
State  Affairs 

B.  B.  Baughman,  M.D.,  Frankfort 
Hoyt  D.  Gardner,  M.D.,  Louisville 
Daryl  P.  Harvey,  M.D.,  Glasgow 
David  Hull.  M.D.,  Lexington 
W.  Fielding  Rubel,  M.D.,  Louisville 

Sub-Committee  on  Cults 

David  B.  Stevens,  M.D.,  Lexington,  Chairman 
Neal  Calhoun,  M.D.,  Madisonville 
William  B.  Haley,  M.D.,  Paducah 
Jesse  W.  Tapp,  M.D.,  Lexington 
William  P.  VonderHaar,  M.D.,  Louisville 

Council  on  Communications  and  Public  Service 

N.  Lewis  Bosworth,  M.D.,  Lexington,  Chairman 
R.  Burke  Casper,  M.D.,  Louisville 

Donald  E.  Edger,  M.D.,  Lexington 
Irving  F.  Kanner,  M.D.,  Lexington 
William  K.  Keller,  M.D.,  Louisville 
Willis  P.  McKee,  M.D.,  Shelbyville 

O.  B.  Murphy,  M.D.,  Lexington 

Disaster  Medical  Care 

William  T.  Rumage,  Jr.,  M.D.,  Louisville,  Chair- 
man 

James  C.  Drye,  M.D.,  Louisville 
George  E.  Estill,  M.D.,  Maysville 
Richard  D.  Floyd,  III,  M.D.,  Lexington 
Don  C.  Haugh,  M.D.,  Mayfield 
Charles  E.  Hornaday,  M.D.,  Owensboro 
Robert  E.  Reichert,  M.D..  Covington 

School  Health  Committee 

O.  B.  Murphy,  M.D.,  Lexington 
Stephen  F.  Collins,  M.D.,  Shelbyville 
William  B.  Haley,  M.D.,  Paducah 
Noble  T.  MacFarlane,  M.D.,  Lexington 
William  C.  Mitchell,  M.D.,  Louisville 
William  T.  Watkins,  M.D.,  Somerset 
Robert  G.  Wheeler,  M.D.,  Georgetown 
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WHERE 

HAPPINESS  IS 

SKILLFULLY  ADMINISTERED 


In  Addition  To  Suitable  Medical  and 
Nursing  Care  for  Chronic, 
Convalescent  and  Geriatric  Patients 


NEW  CASTLE  SANITARIUM 

TELEPHONE  3621 
NEW  CASTLE,  KY. 


MEMBER 

National  Geriatrics  Society 
American  Hospital  Association 
American  Nursing  Home  Association 
Licensed  and  Approved  by  State  of  Ky. 


Active  medical  staff  of  six  physicians.  Physicians  available  at  all  hours.  24  hour  efficient  and 
cheerful  nursing  care  WITH  SPECIAL  EMPHASIS  ON  MAKING  EACH  PATIENT  FEEL  LOVED, 
WANTED  AND  IMPORTANT. 

Special  diets  prepared  and  tray  service  to  all  rooms  at  no  extra  charge. 

Diversional  activities,  physio-therapy  treatments,  rehabilitation  program  and  emergency  facilities 
available. 

Adequate  shade  trees,  ramps,  also  day  room  with  abundance  of  flowers,  television. 

PRIVATE,  SEMI-PRIVATE  AND  WARD  ACCOMMODATIONS  AVAILABLE.  Private  and  semi- 
private rooms  with  intercommunication,  beautifully  decorated  and  furnished,  beds  equipped  with  Tren- 
delenburg springs  and  innerspring  mattresses. 

Insulated  brick  and  block  structure,  heated  in  winter  by  “Selectemp”  Modulated  Steam  Heat  with 
filtered  air  for  maximum  comfort  and  safety  (each  room  having  thermostatic  even-heat  control  with  its 
own  circulating  air  unit). 

Protected  throughout  with  automatic  fire  detection  and  alarm  system. 

Cares  for  men  or  women,  nursing  or  boarding  care  cases,  bedridden  or  ambulatory.  Admits  some 
mildly  senile,  nervous  and  neurotic  patients  but  accepts  no  alcoholics  or  drug  addiction  cases. 


REASONABLE  RATES 

IRA  O.  WALLACE,  Adminisiraler  MARGARET  KELLY,  R.  N.,  Director  of  Nurtet 


MEN’S 

SHOP 


...  in  the 

SOUTHERN  OPTICAL  BUILDING,  640 

S.  4th  St.,  between  Broadway  and  Chestnut . . . 
where  a man  is  king.  In  its 
masculine  surroundings,  you’ll  experience 
the  same  comfort  while  being  fitted 
for  glasses  as  you  do  when  being  fitted 
for  clothes. 


SOUTHERN  OPTICAL  BLOG  . 640  S 4th 
(Midway  between  Broadway  & Chestnut) 
MEOICAL  ARTS  BLDG  . Eastern  Parkway 
ST.  MATTHEINS.  Wallace  Center 
MEOICAL  TOWERS  BLDG  . Floyd  & Gray 
CONTACT  LENSES.  640  S.  4th 


Contact  Lens  and  Artificial  Eye  Service  on  Opthamologist’s  Prescription  Only 
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Highway  Safety  Committee 

William  K.  Keller,  M.D.,  Louisville,  Chairman 

Herald  K.  Bailey,  M.D.,  Ashland 

R.  Arnold  Griswold,  M.D.,  Louisville 

John  J.  Robbins,  M.D.,  Louisville 

William  T.  Rumage,  Jr.,  M.D.,  Louisville 

Claude  W.  Trapp,  Jr.,  M.D..  Lexington 

Senior  Day  Committee 

Hoyt  D.  Gardner,  M.D.,  Louisville,  Chairman 
Eugene  H.  Conner,  M.D.,  Louisville 
Albert  H.  Joslin,  M.D.,  Owensboro 
John  F.  Berry,  Jr.,  M.D.,  Lexington 
Nicholas  Pisacano,  M.D.,  Lexington 
Edwin  P.  Solomon.  M.D.,  Louisville 
Robert  G.  Overstreet,  M.D.,  Louisville 
Robert  Johnson,  M.D..  Beaver  Dam 

Committee  on  Medicine  and  Religion 

R.  Burke  Casper,  M.D.,  Louisville,  Chairman 
Donald  L.  Martin,  M.D.,  Ary 
Saul  Rubin,  M.D.,  Lexington 
Joseph  H.  Saunders,  M.D.,  Lexington 
Paul  W.  Schaper,  M.D.,  Benton 
Theodore  A.  Schramm,  M.D.,  Louisville 
George  R.  Tanner,  M.D.,  Ft.  Thomas 

Advisory  To  Woman’s  Auxiliary 

George  W.  Pedigo,  M.D.,  Louisville,  Chairman 
Jesse  T.  Funk,  M.D.,  Bowling  Green 
Coleman  C.  Johnston,  M.D..  Lexington 

Representative  U.  of  K.  Student  AMA  Advisory 
Committee 

Donald  E.  Edger,  M.D.,  Lexington 

Representative  U.  of  L.  Student  AMA  Advisory 
Committee 

Hoyt  D.  Gardner,  M.D.,  Louisville 

Council  on  Governmental  Medical  Services 

Paul  J.  Parks,  M.D.,  Bowling  Green,  Chairman 
L.  Douglas  Atherton,  M.D.,  Louisville 
J.  Meredith  Evans,  M.D.,  Middlesboro 
Garnett  J.  Sweeney,  M.D.,  Liberty 
Harry  V.  Whayne,  Jr.,  M.D.,  Murray 

Technical  Advisory  Committee  on  Indigent 
Medical  Care  (Title  XIX,  PL  89-97) 

Garnett  J.  Sweeney,  M.D.,  Liberty,  Chairman 
Thorton  E.  Bryan,  Jr.,  M.D.,  Cadiz 
Thomson  R.  Bryant.  M.D.,  Lexington 
Lawrence  U.  Gilliam,  M.D.,  Corbin 
Carroll  H.  Robie,  Jr.,  M.D.,  Louisville 

Governmental  Medical  Contracts  (ODMC- 
Home  Town) 

L.  Douglas  Atherton,  M.D.,  Louisville,  Chairman 

Harold  L.  Bushey,  M.D.,  Barbourville 

Orville  S.  Clark,  M.D.,  Louisville 

Stephen  B.  Kelley,  M.D.,  Somerset 

Lowell  D.  Martin,  M.D.,  Martin 

Elmer  G.  Prewitt,  M.D.,  Corbin 

Thomas  F.  Whayne,  M.D.,  Lexington 

ODMC  Review 

William  H.  Powers,  M.D.,  Louisville,  Chairman 

William  Bizot,  M.D.,  Louisville 

Fred  E.  Coy,  M.D.,  Louisville 

T.  M.  Marshall,  M.D.,  Louisville 

William  M.  Moses,  M.D.,  Louisville 

Bernard  J.  Schoo,  M.D.,  Louisville 

Robert  S.  Tillett,  M.D.,  Louisville 

Advisory  Committee  on  Title  XVIII  (PL  89-97) 

Paul  J.  Parks,  M.D.,  Bowling  Green,  Chairman 


John  Dickinson,  M.D.,  Glasgow 
W.  A.  Litzenberger,  M.D.,  Elizabethtown 
Edward  N.  Maxwell,  M.D.,  Louisville 
S.  Randolph  Scheen,  M.D.,  Louisville 

Committee  on  Appalachian  Programs 

J.  Meredith  Evans,  M.D.,  Middlesboro,  ChaTman 

George  P.  Archer,  M.D.,  Prestonsburg 

Arch  B.  Clark,  M.D.,  Richmond 

Barton  L.  Ramsey,  Jr.,  M.D.,  Somerset 

Oscar  W.  Thompson.  Jr.,  M.D.,  Pikeville 

Committee  on  OEO  Programs 

Joseph  Keith,  Jr.,  M.D.,  Lexington,  Chairman 
James  A.  Holbrook,  M.D.,  Prestonsburg 
Edwin  Paul  Scott,  M.D.,  Louisville 
Walter  H.  Stepchuck,  M.D.,  Evarts 
Harry  U.  Whayne,  Jr„  M.D.,  Murray 

STANDING  AND 
MISCELLANEOUS  COMMITTEES 

Advisory  Committee  to  the  Editor 

Blaine  Lewis,  Jr.,  M.D.,  Louisville,  Chairman 
Paul  C.  Grider,  Jr.,  M.D.,  Louisville 
Robert  G.  Overstreet,  M.D.,  Louisville 
Eugene  Q.  Parr,  M.D.,  Lexington 
Gerald  B.  Reams,  M.D.,  Ashland 
Orson  P.  Smith,  M.D.,  Louisville 
Frederick  A.  Scott,  M.D.,  Madisonville 

Constitution  and  Bylaws  Committee 

W.  Bruce  Hamilton,  M.D.,  Shepherdsville,  Chair- 
man 

John  S.  Baughman,  III,  M.D.,  Harrodsburg 
Matthew  C.  Darnell,  Jr„  M.D.,  Lexington 
James  G.  Sills,  M.D.,  Hardinsburg 
William  B.  Stodghill,  M.D.,  Louisville 
Thomas  M.  Marshall,  M.D.,  Louisville 

Insurance  Review  Board 

William  C.  Mitchell,  M.D.,  Louisville,  Chancellor 

Bernard  J.  Baute,  M.D.,  Lebanon 

Jack  L.  Chumley,  M.D.,  Louisville 

Harvey  Chenault,  M.D.,  Lexington 

David  M.  Cox,  M.D.,  Louisville 

John  L.  Dixon,  M.D.,  Owensboro 

Paul  H.  Klingenberg,  M.D.,  South  Fort  Mitchell 

Interim  Meeting  Program  Committee 

Robert  E.  Pennington,  M.D.,  London,  Chairman 

George  F.  Brockman,  M.D.,  Greenville 

Rex  E.  Hayes,  M.D.,  Glasgow 

Joseph  R.  Miller,  M.D.,  Benton 

Carroll  W.  Traylor,  M.D.,  Calvert  City 

McDowell  House  Board  of  Managers 

Laman  A.  Gray,  M.D.,  Louisville,  Chairman 

Robert  C.  Bateman,  M.D.,  Danville 

B.  B.  Baughman,  M.D.,  Frankfort 

Mr.  Sterling  Coke,  Lexington 

Mr.  James  L.  Cogar,  Harrodsburg 

Dr.  Norman  Franke,  Lexington 

Mr.  George  Grider,  Danville 

E.  M.  Howard,  M.D.,  Harlan 

Richard  H.  Segnitz,  M.D.,  Lexington 

Mr.  Enos  Swaine,  Danville 

Memorials  Commission 

Eugene  H.  Conner,  M.D.,  Louisville,  Chairman 
G.  Y.  Graves,  M.D.,  Bowling  Green 
J.  Duffy  Hancock,  M.D.,  Louisville 
Francis  Massie,  M.D.,  Lexington 
J.  M.  Stevenson,  M.D.,  Brooksville 

Advisory  Committee  to  Selective  Service 

J.  Duffy  Hancock,  M.D.,  Louisville,  Chairman 
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Glenn  U.  Dorroh,  M.D.,  Lexington,  Vice-Chairman 

George  P.  Archer,  M.D.,  Prestonsburg 

Charles  B.  Billington,  M.D.,  Paducah 

Sydney  G.  Dyer,  M.D.,  LaCenter 

Sam  A.  Overstreet,  M.D.,  Louisville 

Marcus  G,  Randall,  D.D.S.,  Louisville 

L.  S.  Shirrell,  D.V.M.,  Frankfort 

Donn  L.  Smith,  M.D.,  Louisville 

Russell  E.  Teague,  M.D.,  Frankfort 

L.  O.  Toomey,  M.D.,  Bowling  Green 

Miss  Celestia  Uftring,  R.  N.,  Louisville 

Tom  F.  Whayne,  M.D.,  Lexington 


NEWS  ITEMS 


D.  Y.  Keith,  M.D.,  Paducah  general  practitioner, 
has  started  a practice  limited  to  psychiatry  in  Pa- 
ducah. He  graduated  from  the  University  of  Louis- 
ville in  1944,  and  completed  his  residency  at  the 
U.S.  Marine  Hospital  in  New  York  City  in  1945.  He 
completed  his  resident  training  at  Jackson  Memorial 
Hospital,  Miami,  Florida,  in  1963. 


Warren  P.  Jurgenson,  M,D.,  deputy  medical  officer 
in  charge  of  the  U.S.  Public  Health  Service  Hospital 
in  Lexington  since  1962,  has  been  transferred  to  Fort 
Worth,  Texas. 


William  N.  Blalock,  M.D.,  has  entered  practice 
in  Paducah.  Doctor  Blalock  will  limit  his  practice 
to  gastroenterology  and  internal  medicine.  He  grad- 
uated from  Washington  University  Medical  School 
in  1952,  completed  his  internship  at  Barnes  Hos- 
pital, St.  Louis,  Missouri,  in  1953,  his  internship 
at  Barnes  Hospital  in  1954,  and  resident  training 
provided  by  a Fellowship  in  medicine  in  1955.  Prior 
to  coming  to  Paducah,  Doctor  Blalock  was  Chief 
Resident  in  Medicine  at  City  Hospital,  St.  Louis, 
and  practiced  at  Grant  Medical  Clinic  in  St.  Louis. 

John  C.  Bates,  M.D.,  Elizabethtown,  has  assumed 
the  practice  of  James  A.  Sabens,  M.D.,  Scottsburg, 
who  has  entered  graduate  training  in  surgery  at  the 
Mayo  Clinic,  Rochester,  Minnesota.  Doctor  Bates 
graduated  from  the  University  of  Louisville  in  1952, 
and  completed  his  internship  at  Louisville  General 
Hospital  and  in  Grundy,  Virginia.  Doctor  Bates  has 
practiced  in  Elizabethtown  for  the  past  eleven  years. 

Erwin  W.  Straus,  M.D.,  psychiatrist  at  the  Vet- 
eran’s Administration  Hospital  in  Lexington,  re- 
ceived an  unusual  gift  for  his  75th  birthday.  The 
gift  was  a book  containing  a collection  of  papers 
written  to  Doctor  Straus  or  about  him,  by  twenty- 
two  of  the  world’s  foremost  authorities  in  psychiatry; 
all  friends  or  one  time  associates  of  Doctor  Straus. 
Doctor  Straus  has  been  on  the  faculties  of  the  Uni- 
versity of  Berlin,  Wurzberg,  North  Carolina,  Ken- 
tucky, Louisville,  and  he  is  now  a research  con- 
sultant at  the  hospital  in  Lexington. 


IN  THE  HEART  OF 
LOUISVILLE’S  MEDICAL  CENTER 

MEDICAL  INN 
MOTEL 

FLOYD  and  GRAY  STREETS 

A NEW  SERVICE  FOR  YOUR  PATIENTS 
AND  THEIR  FAMILIES 

An  ideal  temporary  residence  for  out-patients 
and  families  of  patients  admitted  to  nearby  hospitals. 

OPENING  DECEMBER  10,  1966 

Write  Or  Call  For  Reservations 
Phone  584-0345 
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Why  is  one  man’s  gastric  nicer 
another  manls  dnodenal? 


Geographic  variation  in  the  incidence  of  peptic 
ulcer  is  a familiar  fact.  But  the  proclivity  of  certain 
kinds  of  ulcer  for  certain  geographic  areas  is  a 
recently  recognized  phenomenon.^'^ 

For  example,  in  one  particular  Norwegian  fishing 
village  there  is  a tendency  for  patients  to  develop 
a gastric  ulcer;  anywhere  else  in  Norway,  ulcers  are 
usually  duodenal.  Peruvians  high  in  the  Andes 
have  more  gastric  ulcers  than  their  compatriots  in 
the  lowlands.  Why.?  Nobody  knows. 

Social  variations,  too.  Even  in  the  same 
geographic  areas  there  are  interesting  variations.  An  Englishman’s  ulcer  depends 
on  his  social  standing — professional  men  suffer  with  duodenal  ulcers,  while 
workingmen  have  more  of  the  gastric  variety.  In  southern  India  the  pattern  is 
reversed.  Here,  duodenal  ulcers  are  common  among  laborers  and  agricultural 
workers  and  rare  among  the  upper  classes. 

Investigators  are  exploring  every  possible  theoretical  avenue  in  their  search 
for  the  cause  of  peptic  ulcer.  Of  all  the  factors  implicated  in  ulcerogenesis, 
the  one  that  is  generally  acknowledged  to  be  of  primary  importance  is  hyper- 
secretion of  gastric  acid.^'®  Or,  as  one  author  states  it:  “The  medical  management 
of  peptic  ulcer  pharmacologically  is,  in  the  final  analysis,  concerned  largely 
with  the  effective  inhibition  of  peptic  activity.”^ 

Robinul  (glycopyrrolate)  provides  potent,  rapid,  specific  antisecretory  action 
confirmed  by  gastric  analyses  and  x-ray  evidence  of  clinical  eflfectiveness.^*^'^^^ 
Relieves  pain  with  “impressive”  promptness.®  Quickly  alleviates  acute  discomfort, 
and  effectively  counteracts  gnawing  pain,  preprandial  midepigastric  pain, 
belching  and  other  ulcer  symptoms.^  Suppression  of  nocturnal  pain  is  “out- 
standing.”^® Maximally  effective  doses  may  be  given  with  minimal  side 
reactions,  and  the  incidence  of  unwanted  anticholinergic  effects  is  negligible.®'’’"*'* 
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Robinul* 

(^ycopyrrolate) 

promotes  the 
essential  ulcer-healing 
environment 

Indications:  In  addition  to  its  primary  indica- 
tions for  duodenal  and  gastric  ulcer,  Robinul  (gly- 
copyrrolate)  is  indicated  for  other  GI  conditions 
that  may  benefit  from  anticholinergic  therapy. 
Robinul-PH  Forte  (glycopyrrolate  2 mg.  with 
phenobarbital)  is  indicated  when  these  situations 
are  complicated  by  mild  anxiety  and  tension. 
Contraindications:  Glaucoma,  urinary  bladder 
neck  obstruction,  pyloric  obstruction,  stenosis  with 
significant  gastric  retention,  prostatic  hypertrophy, 
duodenal  obstruction,  cardiospasm  (megaesopha- 
gus), and  cichalasia  of  the  esophagus,  and  in  the 
case  of  Robinul-PH  Forte,  sensitivity  to  pheno- 
barbital. 

Precautions : Administer  with  caution  in  the  pres- 
ence of  incipient  glaucoma. 

Adverse  Reactions : Dryness  of  the  mouth, 
blurred  vision,  urinary  difficulties,  and  constipa- 
tion are  rarely  troublesome  and  may  generally  be 
controlled  by  reduction  of  dosage.  Other  side  ef- 
fects associated  with  the  use  of  anticholinergic 
drugs  include  tachycardia,  palpitation,  dilatation 
of  the  pupil,  increased  ocular  tension,  weakness, 
nau.sea,  vomiting,  headache,  dizziness,  drowsiness, 
and  rash. 

Dosage:  Dosage  should  be  adjusted  according  to 
individual  patient  response.  Average  and  maxi- 
mum recommended  dose  is  1 tablet  3 times  a day: 
in  the  a.m.,  early  p.m.,  and  at  bedtime.  See  -prod- 
uct literature  jor  jull  prescribing  information. 
Supply:  Robinul  (glycopyrrolate  1 mg.);  Robinul 
Forte  (glycopyrrolate  2 mg.);  Robinul-PH  (glyco- 
pyrrolate 1 mg.)  with  phenobarbital  16.2  mg. 
(Warning:  May  be  habit-forming);  Robinul-PH 
Forte  (glycopyrrolate  2 mg.)  with  phenobarbital 
16.2  mg.  (Warning:  May  be  habit-forming.)  In 
bottles  of  100  and  500  scored  tablets. 

References:  1.  Jones,  F.  A.,  and  Gummer,  J.  W.  P. : 
Clinical  gastroenterology,  Springfield,  111.,  Charles  C 
Thomas,  1960,  pp.  322-3.  2.  Bockus,  H.  L.:  Gastroenter- 
ology, 2nd  ed.,  vol.  I,  Philadelphia,  Saunders,  1963,  p. 
468.  3.  Sun,  D.  C.  H.:  Ann  NY  Acad  Sci  99:153  (Feh. 
28)  1962.  4.  Moore,  V.  A.;  Postgrad  Med  38:216  (Sept.) 
1965.  5.  Dragstedt,  L.  R.,  Woodward,  E.  R.,  Storer, 
E.  H.,  Oberhelman,  H.  A.,  Jr.,  and  Smith,  C.  A.:  Ann 
Surg  132:626  (Oct.)  1950.  6.  Posey,  E.  L.,  Jr.,  Smith,  P., 
Turner,  C.,  and  Aldridge,  J.:  Amer  J Dig  Dis  10:399 
(May)  1965.  7.  Lamphier,  T.  A.,  Siegel,  L.,  and  Goldberg, 
R.  1.:  Amer  J Gastroent  37:551  (May)  1962.  8.  Kasich, 
A.  M.,  and  Fein,  H.  D.:  Ibid  39:61  Gan.)  1963.  9.  Ep- 
stein, J.  H.:  Ibid  37:295  (Mar.)  1962.  10.  Moeller, 
H.  C.:  Ann  NY  Acad  Sci  99:158  (Feb.  28)  1962. 

11.  Slanger,  A.:  J New  Drugs  2:215  (Jul.-Aug.)  1962. 

12.  Barman,  M.  L.,  and  Larson,  R.  K.:  Amer  J Med 
Sci  246:325  (Sept.)  1963.  13.  Shutkin,  M.  W.:  Amer  J 
Gastroent  38:682  (Dec.)  1962.  14.  Fleshier,  B.:  J New 
Drugs  2:211  (Jul.-Aug.)  1962.  A.  H.  ROBINS  CO.,  INC. 

Richmond,  Virginia 


EMERY  YELTON,  M.D. 

Germantown 

1882-1966 

Emery  Yelton,  M.D.,  84,  Germantown,  Kentucky, 
who  had  practiced  medicine  for  fifty-five  years  in 
the  Germantown  area,  died  October  20  in  a nursing 
home  at  Alexandria,  Pennsylvania.  Docton  Yelton 
graduated  from  the  University  of  Cincinnati  College 
of  Medicine  in  1907.  He  was  past  vice-president  of 
the  Bracken  County  Medical  Society  and  a board 
member  of  the  Bracken  County  Health  Department. 


ALPHONSO  NINO  GUIGLIA,  M.D. 

Louisville 
1901  - 1966 

Alphonso  Nino  Guiglia,  M.D.,  65,  chief  psychia- 
trist for  the  Louisville  Veteran’s  Hospital,  died 
Wednesday,  November  9 at  his  home.  He  graduated 
from  the  University  of  Louisville  Medical  School  in 
1929,  and  was  a captain  in  the  U.S.  Army  Air 
Corps  during  World  War  II.  Doctor  Guiglia  taught 
psychology  at  the  University  of  Louisville  for  thirty 
years.  The  Guiglia  family  had  been  associated  with 
the  U of  L Medical  School  for  more  than  100  years. 

HARRY  V.  JOHNSON,  M.D. 
Georgetown 
1881-1966 

Harry  V.  Johnson,  M.D.,  85,  Georgetown  surgeon, 
died  Sunday,  October  9 at  his  home,  following  a 
brief  illness.  Doctor  Johnson  graduated  from  the 
University  of  Colorado  School  of  Medicine  in  1906 
and  completed  his  internship  at  Denver  and  Rio 
Grande  Community  Hospitals  in  1907.  He  served 
in  W.W.  I as  a first  lieutenant  in  the  Medical  Corps, 
and  helped  establish  the  John  Graves  Ford  Memorial 
Hospital  in  Georgetown  soon  after  the  War.  He  was 
a past  president  and  secretary  of  the  Scott  County 
Medical  Society  and  a member  of  KMA. 

W.  RHODES  McMILLEN,  M.D. 

Covington,  Ky. 

1911  - 1966 

W.  Rhodes  McMillen,  M.D.,  55,  Covington  general 
practitioner,  died  Thursday,  October  13  at  his  home. 
Doctor  McMillen  graduated  from  the  University  of 
Cincinnati  in  1950,  and  completed  his  internship  at 
St.  Elizabeth  Hospital  in  Covington  in  1951.  He  has 
practiced  in  Covington  since  1951. 
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Now,  now,  Mrs.  Forsythe,  wFve  never  lost  a cold  patient  yet. 


When  she's  experiencing  acute  discomfort  from  cold 
symptoms,  it's  small  wonder  the  patient  becomes  dis- 
tressed about  her  condition. 

She  will  breathe  easier  when  you  prescribe  Novahistine  LP. 
Novahistine  LP  is  a long-acting  decongestant  that  helps 
restore  normal  mucus  secretion  and  ciliary  activity- 
physiologic  mechanisms  which  prevent  infection  of  the 
respiratory  tract.  A dose  of  two  tablets  taken  in  the  morn- 
ing and  repeated  in  the  evening  will  usually  keep  air 
passages  clear  for  24  hours. 

Use  cautiously  in  individuals  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or  urinary  retention. 


Caution  patients  who  operate  machinery  or  motor  vehicles 
that  drowsiness  may  result. 

Each  Novahistine  LP  tablet  oontains:  phenylephrine  hydro- 
chloride, 25  mg.,  and  chlorpheniramine  maleate,  4 mg. 


PITM  AN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 


For  relief  of  nasal  congestion. 


Wide-range  bactericidal  action 
for  genitourinary  infections 


““OMNIPEN 

( AM  P I C 1 LLI N)  WYETH 


A penicillin  that  exhibits  effectiveness  within  the  grarn- 
positive  spectrum  of  penicillin  G*  and  the  gram-negative 
spectrum  of  chloramphenicol  and  the  tetracyclines.* 

Active  at  foci  of  infections — kidney,  ureter,  bladder  or 
urethra. 

Effective  against  many  gram-negative  and  gram-positive  path- 
ogens— thus  may  be  valuable  not  only  in  genitourinary  but 
also  in  common  respiratory  and  gastrointestinal  infections. 

Normally  produces  high  and  persistent  levels  in  blood  and 
high  concentrations  in  bile  and  urine. 

Significant  inherent  stability. 

^Exclusive  of  penicillinase-producing  bacteria. 


Indications:  Urinary  tract  infections,  especially  those  caused 
by  E.  coli,  Proteus  mtrabilis,  and  Streptococcus  faecalis  and 
viridans;  respiratory  infections  caused  by  H.  influenzae, 
pneumococci,  streptococci,  and  nonpenicillinase-producing 
staphylococci;  and  gastrointestinal  infections  caused  by 
Shigella  and  Salmonella,  including  Sal.  typhosa. 


Contraindications:  Hypersensitivity  to  penicillin;  infec- 
tions due  to  penicillinase-producing  staphylococci  and  other 
penicillinase-producing  bacteria. 

Precautions:  If  allergic  reaction  occurs,  discontinue  ampi- 
cillin  and  administer  epinephrine,  corticosteroids,  antihis- 
tamines and/or  pressor  amines  as  indicated.  Transient  moderate 


elevation  of  SCOT  values  of  undetermined  significance  was 
noted  in  a few  infants.  Liver  and  kidney  function  as  well  as 
hematopoietic  tests  are  advisable  during  therapy,  particularly 
in  infants.  As  with  other  antibiotics,  precautions  should  be 
taken  against  gastrointestinal  superinfection.  Safety  for  use  in 
pregnancy  has  not  been  established. 

Adverse  Reactions:  Occasional  mild  side 
effects  as  urticaria,  skin  rash,  pruritus, 
diarrhea,  nausea  and  vomiting.  There  have 
been  no  reports  of  blood  dyscrasias,  liver 
or  kidney  damage.  Anaphylaxis  has  been 
reported. 

Composition:  Capsules,  250  mg. 

American  Hospital  Formulary 
Service  Category  No.  8:12.16. 

Wyeth  Laboratories  Philadelphia,  Pa. 


■ Despite  introduction  of  synthetic  substitutes,  efficacy  of  Empirin 
Compound  with  Codeine  remains  unchallenged. 


‘Empirin’®  Compound  with  Codeine  Phosphate  gr.  Vz  No.  3 

Each  tablet  contains;  Codeine  Phosphate  gr.  Vi  (Warning-May  be  habit 
forming),  Phenacetin  gr.  IVi,  Aspirin  gr.  31/2,  Caffeine  gr.  I/2. 

Keeps  the  Promise  of  Pain  Relief 

^12^  burroughs  WELLCOME  & CO.  (U.S.A.)  INC..  Tuckahoe,  N.  Y. 


This  tiny  amount 


of  active  ingredient 
gi^secure 


Massive  .worldwide 
clinical  experience 

Weight  gain  as  infrequent 
as  weight  loss 

New  freedom  from 
undesirable  effects 


New  low  cost 

Coniraindications-Mammary  or  genital  carcinoma  should  be 
ruled  out  prior  to  administering  Ovulen.  Undiagnosed  vaginal 
bleeding  is  also  a contraindication  to  Ovulen  use.  A history  of 
thrombophlebitis  or  pulmonary  embolism,  or  both,  is  a contra- 
indication to  the  use  of  Ovulen,  unless  its  use  is  judged  by  the 
physician  to  be  necessary  despite  the  possible  risk.  Ovulen  should 
not  be  used  in  women  with  suspected  or  overt  liver  dysfunction 
or  disease.  Ovulen  is  contraindicated  in  pregnant  and  nursing 
women  and  in  patients  with  a history  of  cerebrovascular  accident. 

Warnings— Medication  should  be  discontinued  pending  exam- 
ination if  there  is  sudden  partial  or  complete  loss  of  vision,  or  if 
there  is  a sudden  onset  of  proptosis,  diplopia  or  migraine. 
Medication  should  be  withdrawn  if  examination  reveals  papille- 
dema or  retinovascular  lesions.  Since  the  safety  of  Ovulen 
therapy  in  pregnancy  has  not  yet  been  established,  it  is  recom- 
mended that,  in  a patient  who  has  missed  two  consecutive 
menstrual  periods,  pregnancy  be  ruled  out  before  oral  contra- 
ceptive therapy  is  continued. 

Precautions— Because  Ovulen  may  aggravate  a tendency 
toward  fluid  retention  in  some  patients,  it  should  be  administered 
cautiously  to  patients  with  a history  of  renal  or  cardiovascular 
disease  (including  hypertension),  asthma,  epilepsy  or  migraine. 
Any  possible  influence  of  long-term  Ovulen  therapy  on  pituitary, 
adrenal  cortical,  ovarian,  hepatic  or  uterine  functions  requires 
further  study.  Oral  contraceptives  also  should  be  administered 
cautiously  to  diabetic  patients  since  a decrease  in  glucose  toler- 
ance has  been  observed  in  some  patients  taking  these  drugs. 
Patients  on  Ovulen  may  occasionally  show  abnormal  glucose 
tolerance  tests,  but  this  does  not  necessarily  indicate  the  presence 
of  diabetes.  Significant  increases  in  platelet  count,  prothrombin 
and  proconvertin  tests,  plasma  thrombotic  activity  and  plasma 
proteolytic  activity  have  been  reported. 

Since  estrogens  may  affect  results  of  serum  protein  bound 
iodine  and  other  thyroid  function  tests,  these  tests  should  not  be 
considered  definitive  until  Ovulen  therapy  has  been  discontinued 
for  at  least  sixty  days.  Adrenal  steroid  serum  levels  and  excretion 
may  be  affected  by  estrogens;  the  Metopirone®  (SU-4885)  test  of 
pituitary-adrenal  function  may  also  be  depressed.  Abnormalities 
in  hepatic  function  tests  have  also  been  reported,  including  some 
interference  with  dye  excretion  by  the  liver.  This  interference 
may  give  rise  to  Bromsulphalein®  retention  and  jaundice  in  sus- 
ceptible individuals.  Serious  liver  dysfunction  should  be  ruled 
out  before  continuing  Ovulen  administration  when  abnormalities 
in  liver  function  tests  occur. 

Patients  with  a history  of  psychic  depression  should  be 
observed  carefully  during  treatment  with  oral  contraceptives, 
and  such  treatment  should  be  discontinued  if  depression  recurs  to 
a serious  degree.  Pre-existing  fibroids  may  increase  in  size  during 
Ovulen  therapy.  Such  fibroids  may  regress  to  pretreatment  size 
after  Ovulen  is  stopped.  In  the  event  of  breakthrough  bleeding 
the  possibility  of  nonfunctional  causes  should  be  borne  in  mind. 
Additional  means  of  contraception  should  be  used  during  the 
first  seven  days  of  Ovulen  administration  in  the  first  treated  cycle, 
because  early  ovulation  may  possibly  occur. 

Side  Actions— The  following  adverse  reactions  have  been 
reported  with  Ovulen;  however,  a causal  relationship  to  Ovulen 
administration  has  not  been  established  in  all  of  the  listed 
complaints;  headache,  dizziness,  depression,  breast  complaints, 
amenorrhea,  chloasma,  vomiting,  allergy,  edema,  migraine, 
pulmonary  embolism,  thrombophlebitis,  visual  difficulties, 
nervousness,  rash,  itching,  decrease  in  libido,  tiredness,  malaise, 
hair  loss  and  hair  growth.  A small  incidence  of  nausea,  spotting 
and  breakthrough  bleeding  has  been  reported;  these  complaints 
tend  to  diminish  markedly  or  disappear  after  the  first  cycle  of 
treatment.  Some  of  these  side  actions  have  required  discontinu- 
ance of  the  drug. 

Dosage— One  tablet  daily  for  20  consecutive  days  beginning 
5 days  after  the  onset  of  menstruation. 

Before  prescribing  see  Detailed  Product  Information,  Ovulen. 

An  extensive  list  of  references  on  Ovulen  is  included  in  the 
literature  mailed  to  physicians. 

Research  in  the  Service  of  Medicine 
G.  D.  SEARLE  & CO. 

P.O.  Box  5110.  Chicago,  Illinois  60680 


SEARLE 


Ovulen* 


tmg 


Each  tablet  contains: 
ethynodiol  diacetate  1 inj 
® mestranol  0.1  mg. 


d 


why  wonder  about  a drug 

when  you  know 

DECLOMYCllV 

DEMETHYIXIHIjOKrErRACYCLINE 

is  effective  b.Ld 


Ifs  made  for  b.i.d. 


Effective  in  a wide  range  of  everyday  infections  — respira- 
tory, urinary  tract  and  others— in  the  young  and  aged  — 
the  acutely  or  chronically  ill  — when  the  offending  organ- 
isms are  tetracycline-sensitive. 

[ Contraindication  — History  of  hypersensitivity  to  demethyl- 
chlortetracycline. 

IVarning— In  renal  impairment,  usual  doses  may  lead  to 
j excessive  systemic  accumulation  and  liver  toxicity.  Under 
. such  conditions,  lower  than  usual  doses  are  indicated 
and,  if  therapy  is  prolonged,  serum  level  determinations 
may  be  advisable.  A photodynamic  reaction  to  natural  or 
artificial  sunlight  has  been  observed.  Small  amounts  of 
drug  and  short  exposure  may  produce  an  exaggerated 
sunburn  reaction  which  may  range  from  erythema  to 
[ severe  skin  manifestations.  In  a smaller  proportion,  pho- 
toallergic  reactions  have  been  reported.  Patients  should 
' avoid  direct  exposure  to  sunlight  and  discontinue  drug  at 
the  first  evidence  of  skin  discomfort. 

Precautions  and  Side  Effects  — Overgrowth  of  nonsuscep- 
I tible  organisms  may  occur.  Constant  observation  is  essen- 


tial. If  new  infections  appear,  appropriate  measures 
should  be  taken.  Use  of  demethylchlortetracycline  during 
tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  early  childhood)  may  cause  discoloration  of 
the  teeth  (yellow-grey-brownish).  This  effect  occurs  mostly 
during  long-term  use  but  has  also  been  observed  in  short 
treatment  courses.  In  infants,  increased  intracranial  pres- 
sure with  bulging  fontanels  has  been  observed.  All  signs 
and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment.  Side  reactions  include  glossitis,  stomatitis, 
proctitis,  nausea,  diarrhea,  vaginitis  and  dermatitis.  If 
adverse  reaction  or  idiosyncrasy  occurs,  discontinue  med- 
ication and  institute  appropriate  therapy.  Anaphylactoid 
reactions  have  been  reported. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d. 
Should  be  given  1 hour  before  or  2 hours  after  meals, 
since  absorption  is  impaired  by  the  concomitant  admin- 
istration of  high  calcium  content  drugs,  foods  and  some 
dairy  products. 

Capsules;  150  mg;  Tablets:  film  coated,  300  mg,  150  mg, 
and  75  mg  of  demethylchlortetracycline  HCI. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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But  what  does 


Many  overweight  patients 
can  benefit  from  the  appetite 
control  provided  by  the  sustained 
anorexigenic-tranquilizing 
action  of  BAMADEX  SEQUELS: 
anorexigenic  action  of 
amphetamine;  tranquilizing 
action  of  meprobamate; 
prolonged  action  through 
sustained  release  of 
active  ingredients. 

Bamadex^  Sequels® 

DEXTRO-AMPHETAMINE  sulfate  (15  mg.l  SUSTAINED  RELEASE  CAPSULES 
WITH  MEPROBAMATE  (300  mg.) 

to  help  establish 
a new  dietary  pattern 


Contraindications;  Dextro-amphetamine  sulfate:  In 
hyperexcitability  and  in  agitated  prepsychotic 
states.  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate. 

Precautions:  Use  with  caution  in  patients  hypersensi- 
tive to  sympathomimetic  compounds,  who  have 
coronary  or  cardiovascular  disease,  or  are  severely 
hypertensive. 

Dextro-amphetamine  sulfate:  Excessive  use  by  un- 
stoble  individuals  may  result  in  psychological 
dependence. 

Meprobamate;  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised,  especially  for  po- 
tients  with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use  in 
susceptible  persons,  e.g.  alcoholics,  former  addicts, 
and  other  severe  psychoneurotics,  has  been  re- 
ported to  result  in  dependence  on  the  drug.  Where 
excessive  dosage  has  continued  for  weeks  or  months, 
reduce  dosage  gradually.  Sudden  withdrawal  may 
precipitate  recurrence  of  preexisting  symptoms  such 
as  anxiety,  anorexia,  or  insomnia;  or  withdrawal  re- 
actions such  as  vomiting,  ataxia,  tremors,  muscle 
twitching  and,  rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  distur- 
bances, reduce  dosage  and  avoid  operation  of 
motor  vehicles,  machinery  or  other  activity  requir- 
ing alertness.  Effects  of  excessive  alcohol  consump- 
tion may  be  increased  by  meprobamate.  Appropri- 
ate caution  is  recommended  with  patients  prone  to 
excessive  drinking.  In  patients  prone  to  both  petit 
ond  grand  mal  epilepsy  meprobamate  may  precipi- 
tate grand  mal  attacks.  Prescribe  cautiously  and  in 
small  quantities  to  patients  with  suicidal  tendencies. 
Side  Ellects:  Overstimulation  of  the  centrol  nervous 
system,  jitteriness  and  insomnia  or  drowsiness. 
Dextro-amphetamine  sulfate;  Insomnia,  excitability, 
and  increased  motor  activity  are  common  and  ordi- 
narily mild  side  effects.  Confusion,  anxiety,  aggres- 
siveness, increased  libido,  and  hallucinotions  have 
also  been  observed,  especiolly  in  mentolly  ill  pa- 
tients. Rebound  fatigue  and  depression  may  follow 
central  stimulation.  Other  effects  may  include  dry 
mouth,  onorexio,  nausea,  vomiting,  diarrhea,  and 
increased  cardiovascular  reactivity. 

Meprobamate:  Drowsiness  may  occur  and  can  be 
associated  with  ataxia;  the  symptom  can  usuolly  be 
controlled  by  decreasing  the  dose,  or  by  concomi- 
tant administration  of  central  stimulants.  Allergic  or 
idiosyncratic  reactions;  maculopapular  rash,  acute 
nonthrombocytopenic  purpura  with  pelechiae,  ecchy- 
moses,  peripheral  edema  and  fever,  transient  leu- 
kopenia. A case  of  fatal  bullous  dermatitis,  following 
administration  of  meprobamate  and  prednisolone, 
has  been  reported.  Hypersensitivity  has  produced 
fever,  fainting  spells,  angioneurotic  edema,  bron- 
chial spasms,  hypotensive  crises  (I  fotal  case), 
anuria,  stomatitis,  proctitis  (1  case),  anophylaxis, 
agranulocytosis  and  thrombocytopenic  purpura,  and 
a fatal  instance  of  aplastic  anemia,  but  only  when 
other  drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity,  usually  after 
excessive  dosage.  Impairment  of  visual  occommo- 
dotion.  Massive  overdosage  may  produce  drowsi- 
ness lethargy,  stupor,  ataxia,  coma,  shock,  vaso- 
motor and  respiratory  collapse. 


LEDERLE  LABORATORIES 
A Division  of  American  Cyanamid  Company, 
Pearl  River,  New  York 
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The  comfortable  way  to  get  well.™ 


When  headache,  fever,  pain, 
malaise  accompany  bacterial  URI 

Tetrex-APC 

WITH  BRISTAMIN® 

(tetracycllr^e  phosphate  complex  with  analgesics  and  ontihistamine) 


With  a single  prescription,  you 
can  add  all  the  known  benefits 
of  Tetrex  (tetracycline  phos- 
phate complex)  to  the  tradi- 
tional relief  provided  by  ARC. 
At  the  same  time  Bristamin 
( phenyltoloxamine  citrate), 
provides  relief  of  allergic 
symptoms— watery  eyes,  rhi- 
norrhea  and  congestion. 


BRISTOL  THERAPEUTIC  SUMMARY.  For  complete 
Information,  consult  Officlol  Pockoge  Circular. 
Ind/cotlons;  Upper  respiratory  infections  due  to 
sensitive  bocterla  where  concomitant  sympto- 
matic relief  of  fever,  maloise  and  congestion  is 
desired.  Controindicotion.-  A past  history  of  hy- 
persensitivity to  one  or  more  components.  Worn- 
ings;  Photodynamic  reactions  hove  been  produced 
by  tetracyclines.  Natural  and  artificial  sunlight 
should  be  avoided  during  theropy.  Stop  treat- 
ment if  discomfort  occurs.  With  renal  impairment, 
systemic  accumulation  ond  hepatotoxicity  may 
occur.  In  this  situation,  lower  doses  should  be 
used.  Tooth  staining  and  enamel  hypoplasia  may 
be  induced  during  tooth  development  (lost  tri- 
mester of  pregnancy,  neonatal  period  and  child- 
hood). Precoutions;  Antihistamines  may  cause 
drowsiness  ond  potients  should  not  perform  tasks 


requiring  mental  alertness  while  taking  this  agent. 
Bacterial  or  mycotic  superlnfection  may  occur. 
Infants  moy  develop  increased  intracranial  pres- 
sure with  bulging  fontanels.  In  gonorrheal  ther- 
opy, serologic  tests  for  syphilis  should  be 
performed  initially  ond  monthly  for  three  months. 
Adverse  Peocfions:  Glossitis,  stomatitis,  nausea, 
diorrheo,  flatulence,  proctitis,  vaginitis,  derma- 
titis and  allergic  reactions  moy  occur,  t/sua/ 
Adult  Dose.-  Two  copsules  q.i.d.  Continue  ther- 
apy for  at  least  10  days  in  beta-hemolytic  strep- 
tococcal Infections.  Administer  one  hour  before 
or  two  hours  ofter  meols.  Supplied:  Bottles  of  24 
and  100. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 
Syracuse,  New  York 
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Definitions 

Article  I.  Name  of  Association 
The  name  and  title  of  this  organization  shall  be  the 
Kentucky  Medical  Association. 

Article  II.  Purpose  of  the  Association 
The  purpose  of  the  Association  shall  be  to  federate 
and  bring  into  compact  organization  the  entire  medi- 
cal profession  of  the  State  of  Kentucky  and  to  unite 
with  similar  associations  in  other  states  to  form  the 
American  Medical  Association,  with  a view  to  the 
extension  of  medical  knowledge;  the  advancement  of 
medical  science  and  charity;  the  evaluation  of  the 
standards  of  medical  education;  the  enactment  and 
enforcement  of  just  medical  laws;  the  promotion  of 
friendly  intercourse  among  physicians  and  the  guard- 
ing and  fostering  of  their  material  interests;  the 
protection  of  the  members  thereof  against  unjust  as- 
saults upon  their  professional  care,  skill  or  integrity; 
and  to  the  enlightenment  and  direction  of  public 
opinion  in  regard  to  the  great  problems  of  state 
medicine  so  that  the  profession  shall  become  more 
capable  and  honorable  within  itself  and  more  useful 
to  the  public  in  the  prevention  and  cure  of  disease 
and  in  prolonging  and  adding  comfort  to  life. 

Article  III.  Component  Societies 

Component  societies  shall  consist  of  those  medical 
societies  which  hold  charters  from  this  Association. 

Article  IV.  Composition  and  Meetings  of  the  Association 
The  Association  shall  consist  of  the  members  of 
the  component  societies  but  the  House  of  Delegates 
shall  have  authority  to  adopt  such  bylaws  regulating 
the  admission  and  classification  of  members  as  it 
may  deem  advisable.  The  Association  shall  hold  an 
Annual  Meeting  and  such  Special  Meetings  as  may 
be  called  pursuant  to  the  bylaws. 


Article  V.  Officers 

Section  1.  The  officers  of  this  Association  shall  be 
a President,  a President-elect,  three  Vice-Presidents, 
a Secretary,  a Treasurer,  a Speaker  and  Vice-Speaker 
of  the  House  of  Delegates,  a Trustee  from  each 
District  that  may  be  established,  and  such  other  offi- 
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cers  as  may  be  provided  for  in  the  bylaws. 

Section  2.  The  duties  and  terms  of  office  of  all 
officers  of  the  Association  shall  be  as  prescribed  in 
the  bylaws. 

Section  3.  All  officers  shall  serve  until  their  suc- 
cessors have  been  elected  and  installed. 

Section  4.  All  officers  shall  be  elected  by  the  House 
of  Delegates  at  its  Regular  Session  and  shall  take 
office  on  the  last  day  of  the  Annual  Meeting. 

Article  VI.  House  of  Delegates 

Section  1.  The  House  of  Delegates  shall  be  the 
legislative  body  of  the  Association  and  shall  have 
power,  by  a two-thirds  vote  of  all  the  delegates 
present  at  that  session,  to  adopt  bylaws  to  carry  out 
the  provisions  of  this  Constitution  and  to  provide  for 
the  government  of  the  Association  in  any  other  man- 
ner not  inconsistent  with  this  Constitution.  It  shall 
meet  in  Regular  Session  annually  during  the  Annual 
Meeting  of  the  Association,  and  may  be  called  into 
Special  Session  under  such  conditions  as  may  be 
prescribed  in  the  bylaws. 

Section  2.  Delegates  shall  be  members  of  and 
elected  by  component  societies  in  such  manner  as 
may  be  provided  in  the  bylaws.  Officers  of  the  As- 
sociation, Delegates  and  Alternate  Delegates  to  the 
American  Medical  Association,  and  the  five  im- 
mediate Past  Presidents  shall  be  ex  officio  members 
of  the  House  of  Delegates  and  entitled  to  vote. 

Section  3.  The  House  of  Delegates  shall  elect  a 
Speaker  and  a Vice-Speaker,  one  of  whom  shall  pre- 
side during  the  meetings  of  the  House  of  Delegates. 
The  presiding  officer  shall  not  be  entitled  to  a vote 
except  in  the  event  of  a tie. 

Section  4.  The  House  of  Delegates  shall  be  the 
final  judge  as  to  the  qualification  of  its  members. 

Article  VII.  Districts,  Sections  and  District  Societies 

The  House  of  Delegates  shall  divide  the  state  into 
Districts  composed  of  one  or  more  counties,  for  ad- 
ministrative purposes.  It  may  also  provide  for  a di- 
vision of  the  scientific  work  of  the  Association  into 
appropriate  Sections,  and  for  the  organization  of  such 
District  Societies,  composed  exclusively  of  members 
of  component  societies,  as  will  promote  the  best  in- 
terests of  the  profession. 

Article  VIII.  Board  of  Trustees 

The  House  of  Delegates  shall  make  provision  in 
the  bylaws  for  a Board  of  Trustees  composed  of  one 
Trustee  from  each  District  and  such  of  the  other 
officers  of  the  Association  as  the  House  may  deem 
appropriate,  which  shall  be  charged  with  the  general 
direction  of  the  Association’s  affairs  during  the 
interim  between  meetings  of  the  House.  The  House 
may  delegate  such  powers  to  the  Board  of  Trustees  as 
are  not  specifically  required  by  this  Constitution  to  be 
exercised  by  the  House,  and  may  limit  the  Board’s 
powers  to  such  extent  as  it  may  determine  to  be  nec- 
essary or  desirable.  Provided,  however,  that  in  no 
event  shall  the  Board  of  Trustees  have  power  to  com- 
mit the  Association  to  any  course  of  action  which  is 
contrary  to  or  at  variance  with  any  policy  established 
by  the  House  of  Delegates. 

Article  IX.  Funds  and  Expenses 

The  House  of  Delegates  shall  provide  funds  for 
meeting  the  expenses  of  the  Association  by  such 
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methods  and  from  such  sources  as  it  may  select, 
including  but  not  limited  to  an  equal  per  capita  assess- 
ment by  class  of  membership,  upon  each  component 
county  society.  Funds  may  be  appropriated  by  the 
House  of  Delegates  to  defray  the  expenses  of  the  an- 
nual session,  for  publications  and  for  such  other 
purposes  as  will  promote  the  welfare  of  the  Associa- 
tion and  the  profession. 

Article  X.  Referendum 

The  membership  of  the  Association,  by  written 
petition  signed  by  not  less  than  10%  of  the  active 
membership,  may  obtain  a referendum  on  any  ques- 
tion pending  before  the  House  of  Delegates.  The 
Secretary,  upon  the  presentation  of  such  a petition  to 
him  shall  cause  the  question  to  be  submitted  to  the 
active  membership  by  mail,  and  if  a majority  of  the 
active  members  shall  signify  its  approval  or  dis- 
approval of  a certain  policy  or  course  of  action  with 
respect  to  the  question  thus  submitted,  the  will  of  the 
majority  shall  determine  the  question  and  shall  be 
binding  upon  the  House  of  Delegates  and  the  As- 
sociation upon  certification  of  the  result  of  the  vote 
by  the  Secretary  to  the  President  and  Board  of 
Trustees. 

Article  XI.  The  Seal 

The  Association  shall  have  a common  Seal  with 
power  to  break,  change  or  renew  the  same  at  pleasure. 


Article  XII.  Amendments 

The  House  of  Delegates  may  amend  any  article  of 
this  Constitution  by  a two-thirds  vote  of  the  delegates 
registered  at  the  Regular  Session,  provided  that  such 
amendment  shall  have  been  presented  in  open  meeting 
at  the  previous  regular  session,  and  that  it  shall  have 
been  sent  officially  to  each  component  county  so- 
ciety at  least  two  months  before  the  session  at  which 
final  action  is  to  be  taken. 

Article  XIII.  Definitions 

Whenever  used  in  this  Constitution,  the  Articles  of 
Incorporation  or  the  Bylaws — 

(a)  “County  society,”  “component  county  so- 
ciety,” or  “component  medical  society”  means  “com- 
ponent society.” 

(b)  “Annual  Meeting”  means  the  annual  three- 
day  meeting  of  the  Association. 

(c)  “Scientific  Sessions”  mean  those  sessions  dur- 
ing the  Annual  Meeting  at  which  scientific  subjects 
are  programmed  and  discussed. 

(d)  “Regular  Session”  means  the  regular  session 
of  the  House  of  Delegates  which  is  held  during  the 
Annual  Meeting. 

(e)  “Special  Session”  means  a special,  called  meet- 
ing or  session  of  the  House  of  Delegates. 


Chapter  I. 
Chapter  II. 

Chapter  III. 
Chapter  IV. 
Chapter  V. 
Chapter  VI. 
Chapter  VII. 
Chapter  VIII. 
Chapter  IX. 
Chapter  X. 
Chapter  XI. 
Chapter  XII. 
Chapter  XIII 
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CHAPTER  I.  MEMBERSHIP 

Section  1.  Membership  in  this  Association  shall  be 
coterminous  with  membership  in  a component  county 
society.  No  physician  shall  be  eligible  for  membership 
in  this  Association  unless  he  is  a member,  in  good 


standing  of  a component  society,  nor  may  he  main- 
tain membership  in  a component  county  society 
unless  he  is  a member,  in  good  standing  of  this  As- 
sociation. 

When  a physician  who  meets  the  qualifications 
hereinafter  set  forth,  is  certified  to  the  Secretary  as 
a member  in  good  standing  of  a component  society, 
properly  classified  as  to  type  of  membership,  and 
when  the  dues  pertaining  to  his  membership  classifi- 
cation have  been  received  by  the  Secretary  of  the 
Association,  the  name  of  the  member  shall  be  in- 
cluded in  the  official  roster  of  the  Association  and 
he  shall  be  entitled  to  all  the  privileges  of  his  class 
of  membership.  Provided,  however,  that  members  in 
good  standing  from  other  state  societies  may,  if 
admitted  to  membership  by  a component  society,  be 
accepted  by  KMA  for  membership  without  paying 
dues  for  the  remainder  of  the  calendar  year  in  which 
the  transfer  is  made.  Provided  further,  that  the  Board 
of  Trustees  shall  have  power,  upon  written  applica- 
tion, approved  annually  by  the  county  society  of 
which  the  applicant  is  a member,  to  excuse  any 
member  from  the  payment  of  dues  because  of  finan- 
cial hardship. 

Section  2.  Membership  in  the  Association  shall  be 
divided  into  seven  classes,  to-wit:  Active,  Emeritus, 
Associate.  Inactive,  Student,  Honorary  and  Special. 

(a)  Active  Members.  The  active  membership  of 
the  Association  shall  consist  of  the  active  members 
of  the  various  component  county  medical  societies. 
To  be  eligible  for  active  membership  in  any  com- 
ponent county  society,  the  applicant  must  be  a 
doctor  of  medicine  of  good  moral,  ethical,  and 
professional  standing,  who  is  licensed  to  practice 
medicine  in  Kentucky. 

(b)  Emeritus  Members.  Component  societies  may 
elect  as  a member-emeritus  any  doctor  of  medicine 
who  is  70  years  of  age  or  who  has  retired  from 
active  practice  and  who  has  previously  maintained 
active  membership  in  good  standing  in  his  own 
society  for  twenty  years  or  more.  Emeritus  mem- 
bers shall  have  the  right  to  vote  but  shall  not  pay 
dues,  hold  office  or  be  entitled  to  the  benefits  of 
Chapter  VI,  Section  9 of  these  Bylaws.  They  shall 
receive  the  Journal  and  other  publications  of  the 
Association. 

(c)  Associate  Members.  The  associate  membership 
of  the  Association  shall  consist  of  the  associate 
members  of  the  various  component  county  medical 
societies.  To  be  eligible  for  associate  membership 
in  any  component  county  society,  the  applicant 
must  be  ineligible  for  active  membership  and 
qualify  under  one  or  more  of  the  following  groups: 

(1)  Medical  officers  of  the  United  States  Army, 
Navy,  Air  Force,  Veterans  Administration,  Public 
Health  Service,  or  other  governmental  service 
while  on  duty  in  the  State. 

(2)  Interns,  residents  or  teaching  fellows  who 
are  doctors  of  medicine  and  who  have  complied 
with  all  pertinent  regulations  of  the  State  Board 
of  Health. 

Associate  members  shall  not  have  the  right  to  vote 
nor  to  hold  office,  but  shall  receive  the  Journal  and 
other  publications  of  the  Association. 

(d)  Inactive  Members.  The  inactive  membership  of 
the  Association  shall  consist  of  the  inactive  mem- 
bers of  the  various  component  county  societies. 
Any  doctor  of  medicine  licensed  to  practice  medi- 
cine in  Kentucky  who  is  not  engaged  in  the  practice 
of  medicine  but  who  is  otherwise  eligible  for  active 
membership  in  the  Association  may  be  admitted  to 
inactive  membership  by  any  component  county 
society.  Inactive  members  shall  not  have  the  right 
to  vote  nor  hold  office,  but  shall  receive  the  Journal 
and  other  publications  of  the  Association. 

(e)  Student  Members.  Any  student  in  an  accredited 
m^ical  school  in  Kentucky  or  any  resident  of 
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Kentucky  who  is  a student  in  any  accredited  medi- 
cal school  in  the  United  States  shall  be  eligible 
for  student  membership.  Student  members  shall  not 
have  the  right  to  vote  nor  hold  office.  They  may 
apply  directly  to  the  State  Association  for  mem- 
bership and  be  assigned  to  the  county  society  of 
their  choice.  The  membership  year  for  student 
members  shall  run  from  September  1 to  August  31 
of  each  year. 

(f)  Honorary  Members.  Any  physician  possessed 
of  scientific  attainments  who  is  a member  of  a 
constituent  state  medical  association  and  who  has 
participated  in  the  program  of  the  scientific  session 
and  who  is  not  a citizen  of  Kentucky  may  by 
unanimous  vote  of  the  House  of  Delegates  be 
elected  to  honorary  membership.  Honorary  mem- 
bers shall  be  entitled  to  the  privileges  of  the  floor 
in  all  scientific  sessions. 

(g)  Special  Members.  Component  societies  may 
invite  dentists,  pharmacists,  funeral  directors,  or 
other  professional  persons  to  become  special  mem- 
bers. Special  members  shall  have  no  rights  or  ob- 
ligations under  these  Bylaws,  but  may  be  accorded 
the  privilege  of  attending  and  participating  in  the 
scientific  meetings  of  the  society.  Provided,  how- 
ever, that  a registration  fee  may  be  required  of 
special  members  who  desire  to  attend  the  Annual 
Meeting  of  the  Association. 

Section  3.  Guests  of  Honor.  Any  distinguished 
physician  not  a resident  of  this  State  may  become  a 
guest  of  honor  during  any  Annual  Meeting  upon 
invitation  of  the  Board  of  Trustees  and  shall  be  ac- 
corded the  privilege  of  participating  in  all  of  the 
scientific  work  of  that  meeting. 

Section  4.  Except  as  provided  in  Chapter  VI,  Section 
4 of  these  Bylaws,  no  person  who  is  under  sentence 
of  suspension  or  expulsion  from  any  component  so- 
ciety of  this  Association,  shall  be  entitled  to  any  of 
the  rights  or  benefits  of  membership  in  this  Associa- 
tion. 

Section  5.  Every  new  active  member  shall  be  re- 
quired to  attend  and  successfully  complete  an  orien- 
tation course  to  be  presented  at  stated  intervals  by 
the  Board  of  Trustees  or  one  of  its  committees.  The 
form  and  content  of  this  course  shall  be  prescribed 
by  the  Board  and  unless  excused  by  the  Board  for 
good  cause  shown,  failure  to  attend  and  successfully 
complete  the  course  within  two  years  after  the 
member  is  first  admitted  to  active  membership  shall 
automatically  revoke  the  delinquent’s  membership 
and  terminate  all  of  his  rights  and  privileges  as  a 
member,  and  he  shall  thereafter,  for  a period  of  one 
year,  be  ineligible  for  membership  in  any  component 
society,  and  shall  not  after  one  year  be  admitted  to 
meml^rship  unless  and  until  he  has  successfully  com- 
pleted the  required  orientation  course. 


CHAPTER  II.  ANNUAL  AND  SPECIAL  MEETINGS 
OF  THE  ASSOCIATION 

Section  1.  The  Association  shall  hold  its  annual  and 
special  meetings  at  such  times  and  places  as  may  be 
determined  by  the  House  of  Delegates. 

Section  2.  The  Annual  Meeting  shall  consist  of  one 
or  more  scientific  sessions,  at  least  two  meetings  of 
the  House  of  Delegates,  and  such  other  gatherings 
as  may  be  authorized  by  the  Board  of  Trustees.  Each 
scientific  session  shall  be  presided  over  by  the  Presi- 
dent or  in  his  absence  or  disability  or  at  his  request 
by  the  President-Elect  or  one  of  the  vice  presidents. 
TTie  entire  time  of  the  scientific  sessions,  as  far  as 
may  be,  shall  be  devoted  to  papers  and  di.scussions 
related  to  scientific  medicine. 

Section  3.  The  name  of  a physician  upon  the  proper- 
ly certified  roster  of  members  or  list  of  delegates  of 
a component  society  which  has  paid  its  annual  assess- 
ment, shall  be  prima  facie  evidence  of  his  right  to 


register  at  any  meeting  of  this  Association. 

Section  4.  Each  member  in  attendance  at  any  meet- 
ing shall  enter  his  name  on  the  registration  book 
indicating  the  component  society  of  which  he  is  a 
member.  When  his  right  to  membership  has  been 
verified  by  reference  to  the  roster  of  the  society,  he 
shall  receive  a badge  which  shall  be  evidence  of  his 
right  to  all  the  privileges  of  membership  at  that  meet- 
ing. No  member  or  delegate  shall  take  part  in  any 
of  the  proceedings  of  any  meeting  until  he  has  com- 
plied with  the  provisions  of  this  section. 


CHAPTER  III.  THE  HOUSE  OF  DELEGATES 

Section  1.  The  House  of  Delegates  shall  meet  in 
Regular  Session  at  the  time  and  place  of  the  Annual 
Meeting,  and  shall,  insofar  as  is  practicable,  fix  its 
hours  of  meeting  so  as  to  give  delegates  an  opportun- 
ity to  attend  the  scientific  sessions  and  other  proceed- 
ings. Provided,  however,  that  if  the  business  interests 
of  the  Association  and  profession  require,  the  Speaker, 
with  the  consent  of  the  Board  of  Trustees,  may  con- 
vene the  Regular  Session  in  advance  of  the  Annual 
Meeting,  and  the  House  may  remain  in  session  after 
the  final  adjournment  thereof. 

Section  2.  The  House  may  be  called  into  Special 
Session  by  the  President  with  the  approval  of  the 
Board  of  Trustees,  and  a special  session  shall  be 
called  by  the  President  on  the  written  request  of 
delegates  representing  fifty  or  more  component  so- 
cieties. The  purpose  of  all  special  sessions  shall  be 
stated  in  the  call,  and  all  business  transacted  at  any 
such  special  session  shall  be  germane  to  the  stated 
purpose. 

Section  3.  When  a special  session  is  called,  the 
Secretary  shall  mail  a notice  of  the  time,  place,  and 
purpose  of  such  meeting  to  the  last  known  address 
of  each  delegate  at  least  ten  days  before  such  session. 

Section  4.  The  Speaker  shall,  by  virtue  of  his  office, 
be  responsible  for  making  all  arrangements  for  all 
sessions,  regular  or  special,  of  the  House. 

Section  5.  In  the  event  a component  society  is  not 
represented  at  anv  meeting  of  the  House,  the  Speaker 
shall  consult  with  any  officer  of  the  component  so- 
ciety who  is  in  attendance  and,  with  the  approval  of 
the  Credentials  Committee,  may  appoint  any  active 
member  of  such  component  society  who  is  in  at- 
tendance, as  its  alternate  delegate.  If  no  officer  of 
such  society  is  present,  the  Speaker  may  make  the 
appointment  without  consultation,  but  with  the  ap- 
proval of  the  Credentials  Committee.  All  such  ap- 
pointments shall  also  be  subject  to  the  approval  of 
the  House. 

Section  6.  Forty  per  cent  of  the  qualified  delegates, 
as  defined  by  Article  VI  of  the  Constitution,  shall 
constitute  a quorum  and  all  of  the  meetings  of  the 
House  shall  be  open  to  the  members  of  the  Associa- 
tion. The  House  shall  have  the  right  to  go  into  ex- 
ecutive session  whenever  in  its  judgment  such  action 
is  indicated;  except  that  active  members  of  the  Asso- 
ciation shall  have  the  right  to  attend  all  executive 
sessions. 

Section  7.  Each  resolution  introduced  into  the  House 
shall  be  in  writing  and  signed  by  the  author  and 
presented  to  the  Secretary  following  its  introduction. 
If  the  author  be  an  individual  member,  it  shall  be 
signed  by  him.  If  the  author  be  a group  of  members, 
it  shall  be  signed  by  the  authorized  spokesman  for 
that  group.  Immediately  after  the  Delegate  has  intro- 
duced the  Resolution,  it  shall  be  referred  to  the 
proper  Reference  Committee  before  action  thereon  is 
taken. 

Section  8.  No  new  business  shall  be  introduced  in 
the  last  meeting  of  the  House  without  unanimous 
consent,  except  when  presented  by  the  Board  of 
Trustees.  All  new  business  so  presented  shall  require 
the  affirmative  vote  of  three-fourths  of  thase  delegates 
present  and  voting,  for  adoption. 
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Section  9.  The  House  shall  give  diligent  attention 
to  and  foster  the  scientific  work  and  spirit  of  the 
Association,  and  shall  constantly  study  and  strive  to 
make  each  Annual  Meeting  a stepping  stone  to  further 
ones  of  higher  interest. 

Section  10.  It  shall  consider  and  advise  as  to  the 
material  interests  of  the  profession,  and  of  the  public 
in  those  important  matters  wherein  the  public  is 
dependent  upon  the  profession,  and  shall  use  its 
influence  to  secure  and  enforce  all  proper  medical 
and  public  health  legislation,  and  to  diffuse  informa- 
tion in  relation  thereto. 

Section  11.  It  shall  make  careful  inquiry  into  the 
condition  of  the  profession  of  each  county  in  the 
State,  and  shall  have  authority  to  adopt  such  methods 
as  may  be  deemed  most  efficient  for  building  up 
and  increasing  the  interest  in  such  county  societies 
as  already  exist  and  for  organizing  the  profession  in 
counties  where  societies  do  not  exist.  It  shall  especially 
and  systematically  endeavor  to  promote  friendly  inter- 
course between  physicians  of  the  same  locality  and 
shall  continue  these  efforts  until  every  physician  in 
every  county  of  the  State  who  will  agree  to  abide 
by  the  constitution,  bylaws  and  other  rules  and  regula- 
tions of  the  Association  and  the  appropriate  com- 
ponent society,  has  been  brought  under  medical  society 
influence. 

Section  12.  It  shall  encourage  postgraduate  work 
in  medical  centers  as  well  as  home  study  and  research 
and  shall  endeavor  to  have  the  results  of  the  same 
utilized  and  intelligently  discussed  in  the  county  soci- 
eties. 

Section  13.  It  shall  elect  representatives  to  the 
House  of  Delegates  of  the  American  Medical  Associa- 
tion in  accordance  with  the  Constitution  and  Bylaws 
of  that  body. 

Section  14.  It  shall,  upon  application,  provide  and 
issue  charters  to  county  societies  organized  in  con- 
formity with  the  Constitution  and  Bylaws  of  this 
Association. 

Section  15.  The  state  shall  be  divided  into  the  fol- 
lowing districts: 

No.  1 — Ballard,  Calloway,  Carlisle,  Fulton,  Graves, 
Hickman,  Livingston.  McCracken,  and  Marshall. 

No.  2 — Daviess.  Hancock.  Henderson.  McLean. 
Ohio,  Union,  and  Webster. 

No.  3 — Caldwell,  Christian,  Crittenden.  Hopkins, 
Lyon,  Muhlenberg,  Todd,  and  Trigg. 

No.  4 — Breckinridge,  Bullitt,  Grayson,  Green,  Har- 
din, Hart,  Larue.  Marion,  Meade,  Nelson.  Taylor, 
and  Washington. 

No.  5 — Jefferson. 

No.  6 — Adair,  Allen,  Barren,  Butler.  Cumberland, 
Edmonson,  Logan,  Metcalf,  Monroe,  Simpson,  and 
Warren. 

No.  7 — Anderson,  Carroll,  Franklin,  Gallatin. 
Grant,  Henry,  Oldham,  Owen.  Shelby,  Spencer,  and 
Trimble. 

No.  8 — Boone,  Campbell,  and  Kenton. 

No.  9 — Bath,  Bourbon.  Bracken,  Fleming,  Har- 
rison, Mason,  Nicholas,  Pendleton,  Scott,  and  Robert- 
son. 

No.  10 — Fayette,  Jessamine,  and  Woodford. 

No.  11- — Clark,  Estill,  Jackson,  Lee,  Madison, 
Menifee,  Montgomery,  Owsley,  Powell,  and  Wolfe. 

No.  12 — Boyle,  Casey,  Clinton,  Garrard,  Lincoln, 
McCreary,  Mercer,  Pulaski,  Rockcastle,  Russell,  and 
Wayne. 

No.  13 — Boyd,  Carter,  Elliott,  Greenup,  Lawrence. 
Lewis,  Morgan,  and  Rowan. 

No.  14 — Breathitt,  Floyd,  Johnson,  Knott,  Letcher, 
Magoffin,  Martin,  Perry,  and  Pike. 

No.  15 — Bell.  Clay,  Harlan,  Knox,  Laurels,  Leslie, 
and  Whitley. 

District  meetings  may  be  held  as  desired,  and  Dis- 
trict Medical  Associations  may  be  organized  as  de- 
sired, according  to  the  districts  outlined  above. 


Section  16.  It  shall  have  authority  to  appoint  com- 
mittees for  special  purposes  from  among  members  of 
the  Association  who  are  not  members  of  the  House 
of  Delegates  and  such  committees  may  report  to  the 
House  of  Delegates  in  person,  and  may  participate  in 
the  debate  thereon. 

Section  17.  Except  as  provided  in  Chapter  VI, 
Section  4,  it  shall  approve  all  memorials  and  resolu- 
tions issued  in  the  name  of  the  Association  before  the 
same  shall  become  effective. 

Section  18.  A digest  of  proceedings  of  the  House 
of  Delegates  shall  be  published  in  the  Journal  of  the 
Association. 

CHAPTER  IV.  ELECTION  OF  OFFICERS 

Section  1.  The  President-Elect  and  the  Vice  Presi- 
dents shall  be  elected  for  a term  of  one  year.  The 
Speaker  of  the  House  of  Delegates,  the  Vice-Speaker 
of  the  House,  the  Secretary  and  the  Treasurer  shall  be 
elected  for  terms  of  three  years.  The  Trustees  shall  be 
elected  for  terms  of  three  years  and  shall  be  limited  to 
serving  for  not  more  than  two  consecutive  full  terms. 
The  terms  of  the  Trustees  shall  be  so  arranged  that 
one-third  of  the  terms  expire  each  year,  insofar  as 
possible.  No  member  shall  be  eligible  for  the  office  of 
President,  President-Elect,  Vice  President,  Speaker  or 
Vice  Speaker  of  the  House  of  Delegates,  or  Trustees, 
who  has  not  been  an  active  member  of  the  Association 
for  at  least  five  years. 

Section  2.  During  the  last  meeting  of  the  regular 
session  of  the  House  of  Delegates,  the  Speaker  of  the 
House  of  Delegates  shall  submit  to  the  members  of 
the  House  of  Delegates  a list  of  ten  names  from 
which,  by  ballot,  the  House  of  Delegates  shall  select 
five  members  to  serve  as  the  nominating  committee 
for  the  next  year.  The  five  names  receiving  the  most 
votes  shall  form  the  committee.  The  Committee  shall 
select  one  of  its  members  as  chairman  at  an  organiza- 
tion meeting  held  during  the  Interim  Meeting,  or  at 
some  other  appropriate  place  designated  by  the  Board 
of  Trustees  at  least  four  months  before  the  Annual 
Meeting.  The  Committee,  in  addition  to  such  other 
meetings  as  it  may  choose  to  hold,  shall  schedule  an 
open  meeting  immediately  after  the  close  of  the  first 
meeting  of  the  House  at  each  Annual  Meeting.  This 
open  meeting  shall  be  held  in  the  meeting  place  of 
the  House  of  Delegates,  shall  receive  broad  publicity, 
and  those  who  have  business  to  discuss  with  the 
Committee  shall  have  a hearing.  Before  noon  of  the 
following  day,  the  Committee  shall  post  a bulletin 
board  near  the  entrance  to  the  hall  in  which  the 
Annual  Meeting  is  being  held,  its  nominations  for 
each  office  to  be  filled,  and  shall  formally  present  said 
nominations  to  the  House  at  the  time  of  the  election. 
Additional  nominations  may  be  made  from  the  fioor 
by  submitting  the  nominations  without  discussions  or 
comment. 

Section  3.  The  election  of  officers  shall  be  held  at 
the  second  meeting  of  the  regular  session  of  the  House 
of  Delegates. 

Section  4.  All  elections  shall  be  by  secret  ballot, 
and  a majority  of  the  votes  cast  shall  be  necessary  to 
elect.  Provided,  however,  that  when  there  are  more 
than  two  nominees,  the  nominee  receiving  the  least 
number  of  votes  on  the  first  ballot  shall  be  dropped 
and  the  balloting  shall  continue  in  like  manner  until 
an  election  occurs. 

Section  5.  Any  member  known  to  have  directly  or 
indirectly  solicited  votes  for,  or  sought  any  office 
within  the  gift  of  the  Association  shall  be  ineligible 
for  any  office  for  two  years. 

Section  6.  The  Delegates  representing  the  counties 
in  each  District  shall  form  the  Nominating  Commit- 
tee for  the  purpose  of  nominating  a Trustee  for  the 
District  concerned.  This  committee  shall  hold  a well 
publicized  meeting  open  to  all  active  members  of 
the  District  concerned  who  are  in  attendance  at  the 
Annual  Meeting,  for  the  purpose  of  discussing  the 
nomination  for  the  Trustee  to  serve  the  District.  Addi- 
tional nominations  may  be  made  from  the  fioor  when 
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the  Nominating  Committee  makes  its  report  to  the 
House  of  Delegates. 

CHAPTER  V.  DUTIES  OF  OFFICERS 

Section  1.  Except  as  provided  in  Chapter  II,  Section 
2 hereof,  the  President  shall  preside  at  all  scientific 
sessions  of  the  Association  and  shall  appoint  all  com- 
mittees not  otherwise  provided  for.  He  shall  deliver 
an  annual  address  at  such  time  as  may  be  arranged 
and  shall  perform  such  duties  as  custom  and  parlia- 
mentary usage  may  require.  He  shall  be  the  real  head 
of  the  profession  in  the  State  during  his  term  of  office 
and  so  tar  as  practicable,  shall  visit  by  appointment, 
the  various  sections  of  the  State  and  assist  the  Trus- 
tees in  building  up  the  county  societies  and  in  making 
their  work  more  practical  and  useful.  He  shall  be  re- 
imbursed for  his  reasonable  and  necessary  travel 
expense  incurred  in  the  performance  of  his  duties  as 
President,  in  an  amount  not  to  exceed  the  total 
amount  appropriated  for  that  purpose  in  the  annual 
budget. 

Section  2.  The  President-Elect  shall  assist  the  Presi- 
dent in  visitation  of  county  and  other  meetings.  He 
shall  become  president  of  the  Association  at  the  next 
Annual  Meeting  following  his  election  as  president- 
elect. In  the  event  of  his  death  or  resignation,  or  if 
he  becomes  permanently  disqualified  or  disabled,  his 
successor  shall  be  elected  by  the  House  of  Delegates 
and  shall  be  installed  as  President  of  the  Association 
at  its  next  regular  session. 

Section  3.  The  Vice  Presidents  shall  assist  the  Presi- 
dent in  the  discharge  of  his  duties,  and  shall  perform 
such  other  duties  as  may  be  prescribed  by  the  Board 
of  Trustees.  In  the  event  of  a vacancy  in  the  office  of 
the  President,  the  Vice  President  from  the  district 
from  which  the  President  was  elected  shall  succeed 
to  the  office  of  the  President. 

Section  4.  The  President-Elect  and  the  Vice  Presi- 
dents, when  acting  for  and  in  behalf  of  the  President, 
may  be  reimbursed  for  their  reasonable  and  necessary 
travel  expenses  incurred  in  the  performance  of  their 
duties,  in  such  amounts  as  may  be  available  out  of 
the  sum  appropriated  in  the  annual  budget  for  travel- 
ing expenses  of  the  President. 

Section  5.  The  Speaker  of  the  House  shall  preside 
at  all  meetings  of  the  House  of  Delegates.  He  shall  ap- 
point all  committees  of  the  House  of  Delegates  with 
the  approval  of  the  House  of  Delegates.  He  shall  be  a 
non-voting  member  of  said  committees,  and  shall  per- 
form such  other  duties  as  custom  and  parliamentary 
usage  may  require. 

Section  6.  The  Vice  Speaker  shall  assume  the  duties 
of  the  Speaker  in  his  absence,  and  shall  assist  the 
Speaker  in  the  performance  of  his  duties.  In  the  event 
of  the  death,  disability,  resignation,  or  removal  of  the 
Speaker,  the  Vice  Speaker  shall  automatically  become 
Speaker  of  the  House  of  Delegates. 

Section  7.  The  Secretary  shall  advise  the  Executive 
Secretary  in  all  secretarial  matters  of  this  Associa- 
tion and  shall  act  as  the  corporate  secretary  insofar 
as  the  execution  of  official  documents  or  institution 
of  official  actions  are  required.  He  shall  perform  such 
duties  as  are  placed  upon  him  by  the  Constitution  and 
Bylaws,  and  in  the  event  of  the  death,  resignation  or 
removal  of  the  Executive  Secretary,  shall  assume  the 
duties  of  that  office  until  the  vacancy  is  filled. 

Section  8.  The  Treasurer  shall  demand  and  receive 
all  funds  due  the  Association,  including  bequests  and 
donations.  He  shall,  if  so  directed  by  the  House  of 
Delegates,  sell  or  lease  any  real  estate  belonging  to 
the  Association  and  execute  the  necessary  papers  and 
shall,  subject  to  such  direction,  have  the  care  and  man- 
agement of  the  fiscal  affairs  of  the  Association.  All 
vouchers  of  the  Association  shall  be  signed  by  the 
Secretary  or  the  Executive  Secretary  and  shall  be 
countersigned  by  the  Treasurer  of  the  Association. 


Under  unusual  circumstances,  when  one  or  more  of 
the  above-named  officials  are  not  readily  available,  the 
President  or  the  Chairman  of  the  Board  of  Trustees 
is  authorized  to  sign  the  vouchers,  provided  that  in 
any  event  all  vouchers  of  the  Association  shall  bear  a 
signature  and  a counter-signature.  All  five  officials 
shall  be  required  to  give  bond  in  an  amount  to  be 
determined  by  the  Board  of  Trustees.  The  Treasurer 
shall  report  the  operations  of  his  office  annually  to  the 
House  of  Delegates,  via  the  Board  of  Trustees,  and 
shall  truly  and  accurately  account  for  all  funds  be- 
longing to  the  Association  and  coming  into  his  hands 
during  the  year.  His  accounts  shall  be  audited  annu- 
ally by  a certified  public  accountant  appointed  by  the 
Board  of  Trustees. 


CHAPTER  VI.  BOARD  OF  TRUSTEES 

Section  1.  The  Board  of  Trustees  shall  be  the 
executive  body  of  the  House  of  Delegates  and  be- 
tween sessions  of  the  House  of  Delegates  shall  exer- 
cise the  powers  conferred  upon  the  House  of  Dele- 
gates by  the  Constitution  and  Bylaws.  The  Board  of 
Trustees  shall  consist  of  the  duly  elected  Trustees  and 
the  President,  the  President-Elect,  the  three  Vice 
Presidents,  the  immediate  Past-President,  the  Speaker, 
and  Vice-Speaker  of  the  House  of  Delegates,  the 
Secretary,  the  Treasurer,  and  the  Delegates  to  the 
American  Medical  Association.  The  Executive  Com- 
mittee of  the  Board  of  Trustees  shall  consist  of  the 
President,  the  President-Elect,  the  Secretary,  the  Chair- 
man of  the  Board  of  Trustees,  the  Vice  Chairman  of 
the  Board  of  Trustees,  and  two  Trustees  to  be  elected 
annually  by  the  Board  of  Trustees.  A majority  of  the 
full  Board,  to-wit,  14,  and  a majority  of  the  full  Exec- 
utive Committee,  to-wit,  4,  shall  constitute  a quorum 
for  the  transaction  of  all  business  by  either  body.  Be- 
tween sessions  of  the  Board,  the  Executive  Committee 
shall  exercise  all  of  the  powers  belonging  to  the  Board 
except  those  powers  specifically  reserved  by  the  Board 
lo  itself. 

Section  2.  The  Board  shall  meet  daily,  or  as  re- 
quired, during  the  Annual  Meeting  of  the  Association 
and  at  such  other  times  as  necessity  may  require, 
subject  to  the  call  of  the  Chairman  or  on  petition  of 
three  Trustees.  It  shall  meet  on  the  last  day  of  the 
Annual  Meeting  for  reorganization  and  for  the  out- 
lining of  the  work  for  the  ensuing  year.  It  shall, 
through  its  Chairman,  make  an  annual  report  to  the 
House  of  Delegates  at  such  time  as  may  be  pro- 
vided, which  report  shall  include  an  audit  of  the 
accounts  of  the  Treasurer  and  other  agents  of  this 
Association  and  which  shall  also  specify  the  character 
and  cost  of  all  the  publications  of  the  Association 
during  the  year,  and  the  amounts  of  all  other  property 
belonging  to  the  Association,  or  under  its  control, 
with  such  suggestions  as  it  may  deem  necessary. 
By  accepting  or  rejecting  this  report,  the  House  may 
approve  or  disapprove  the  action  of  the  Board  of 
Trustees  in  whole  or  in  part,  with  respect  to  any 
matter  reported  upon  therein.  In  the  event  of  a 
vacancy  in  any  office  other  than  that  of  President, 
the  Board  may  fill  the  same  until  the  annual  election. 

Section  3.  Each  Trustee  shall  be  organizer,  peace- 
maker and  censor  for  his  district.  He  shall  visit  each 
county  in  his  district  at  least  once  a year  for  the  pur- 
pose of  organizing  component  societies  where  none 
exist,  for  inquiring  into  the  condition  of  the  profession 
and  for  improving  and  increasing  the  zeal  of  the 
existing  component  societies  and  their  members.  He 
shall  likewise  hold  at  least  one  district  meeting  each 
year  in  order  to  afford  a forum  for  the  exchange  of 
views  on  problems  relating  to  organized  medicine  and 
for  postgraduate  scientific  study.  The  necessary  travel- 
ing expenses  incurred  by  a Trustee  in  the  line  of  his 
duties  herein  imposed  may  be  paid  by  the  Treasurer 
upon  a proper  itemized  statement,  but  this  shall  not  be 
construed  to  include  his  expenses  in  attending  the 
Annual  Meeting  of  the  Association. 
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Section  4.  The  Board  shall  have  the  right  to  com- 
municate the  views  of  the  profession  and  of  the  As- 
sociation in  regard  to  health,  sanitation,  and  other 
important  matters,  to  the  public  and  press.  Such  com- 
munications shall  be  signed  by  the  President  of  the 
Association  and  the  Chairman  of  the  Board. 

Section  5.  The  Journal  of  the  Kentucky  Medi- 
cal Association  shall  be  the  official  organ  ot  the 
Association  and  shall  be  published  under  the  super- 
vision of  the  Board.  The  Editor  of  the  Journal  shall 
be  elected  by  the  Board.  All  money  received  by  the 
Journal  or  by  any  member  of  its  staff  on  its  behalf, 
shall  be  paid  to  the  Treasurer  on  the  first  of  each 
month.  The  Board  shall  provide  for  and  superintend 
the  publication  and  distribution  of  all  proceedings, 
transactions,  and  memoirs  of  the  Association,  and 
shall  have  authority  to  appoint  such  assistants  to  the 
Editor  as  it  deems  necessary. 

Section  6.  All  commercial  exhibits  during  the  An- 
nual Meeting  shall  be  within  the  control  and  direction 
of  the  Board. 

Section  7.  In  the  event  of  the  death,  resignation, 
removal  or  disability  of  a Trustee,  between  sessions 
of  the  House  of  Delegates,  the  President  may  call  a 
meeting  of  the  delegates  of  record  from  the  counties 
of  that  district  for  the  purpose  of  submitting  one  or 
more  nominees  as  candidates  to  fill  the  office  until 
the  Trustee’s  disability  is  removed  or  until  the  next 
meeting  of  the  House  of  Delegates.  The  name  or 
names  of  the  nominee  or  nominees  shall  be  sub- 
mitted to  the  Board,  which  may  elect  an  acting 
Trustee  from  them. 

Section  8.  The  Association,  upon  the  request  of  any 
member  in  good  standing  who  is  a defendant  in  a 
professional  liability  suit,  will  provide  such  member 
with  the  consultative  service  of  competent  legal  coun- 
sel selected  by  the  Secretary  acting  under  the  general 
direction  of  the  Executive  Committee.  In  addition, 
the  Association  may,  upon  application  to  the  Board 
outlining  unusual  circumstances  justifying  such  ac- 
tion, provide  such  member  with  the  services  of  an 
attorney  selected  by  the  Board  to  defend  such  suit 
through  one  court. 

Section  9.  The  Board  shall  employ  an  Executive 
Secretary  whose  principal  duty  shall  be  to  carry  out 
and  execute  the  policies  established  by  the  House  of 
Delegates  and  the  Board.  His  compensation  shall  be 
fixed  by  the  Board.  The  Executive  Secretary  shall  act 
as  general  administrative  officer  and  business  manager 
of  the  Association  and  shall  perform  all  administra- 
tive duties  necessary  and  proper  to  the  general  man- 
agement of  the  Headquarters  Office,  except  those 
duties  which  are  specifically  imposed  by  the  Constitu- 
tion and  Bylaws  upon  the  officers,  committees,  coun- 
cils and  other  representatives  of  the  Association.  He 
shall  refer  to  the  various  elecfed  officials  all  admin- 
istrative questions  which  are  properly  within  their 
jurisdiction. 

He  shall  attend  the  Annual  Meeting,  the  meetings 
of  the  House  of  Delegates,  the  meetings  of  the  Board, 
as  many  of  the  committee  and  council  meetings  as 
possible,  and  shall  keep  separately  the  records  of 
their  respective  proceedings.  He  shall,  at  all  times, 
hold  himself  in  readiness  to  advise  and  aid,  so  far 
as  is  possible  and  practicable,  all  officers,  committees, 
and  councils  of  the  Association  in  the  performance 
of  their  duties  and  in  the  furtherance  of  the  purposes 
of  the  Association.  He  shall  be  allowed  traveling  ex- 
penses to  the  extent  approved  by  the  Board. 

He  shall  be  the  custodian  of  the  general  papers  and 
records  of  the  Association  (including  those  of  the 
Treasurer)  and  shall  conduct  the  official  correspond- 
ence of  the  Association.  He  shall  notify  all  members 
of  meetings,  officers  of  their  election,  and  committees 
and  councils  of  their  appointment  and  duties. 

He  shall  account  for  and  promptly  turn  over  to 
the  Treasurer  all  funds  of  the  Association  which  come 


into  his  hands.  It  shall  be  his  duty  to  receive  all  bills 
against  the  Association,  to  investigate  their  fairness 
and  correctness,  to  prepare  vouchers  coveiing  the 
same,  and  to  forward  them  to  the  Treasurer  for  ap- 
propriate action.  He  shall  keep  an  account  with  the 
component  societies  of  the  amounts  of  their  assess- 
ments, collect  the  same,  and  promptly  turn  over  the 
proceeds  to  the  Treasurer.  He  shall  within  thirty 
days  preceding  each  Annual  Meeting,  submit  his 
financial  books  and  records  to  a certified  public  ac- 
countant, approved  by  the  Board,  whose  report  shall 
be  submitted  to  the  House  of  Delegates. 

He  shall  keep  a card  index  register  of  all  practition- 
ers in  the  State  by  counties,  noting  on  each  his  status 
in  relation  to  his  county  society  and  upon  request 
shall  transmit  a copy  of  this  list  to  the  American 
Medical  Association. 

He  shall  act  as  Managing  Editor  of  the  Journal 
of  the  Kentucky  Medical  Association  under  super- 
vision of  the  Board  and  in  a similar  capacity  to  the 
extent  that  other  publications  are  authorized  by  the 
House  of  Delegates. 

He  shall  perform  such  additional  duties  as  may 
be  required  by  the  House  of  Delegates,  the  Board, 
or  the  President,  and  shall  employ  such  assistants  as 
the  Board  may  direct.  He  shall  serve  at  the  pleasure 
of  the  Board,  and  in  the  event  of  his  death,  resigna- 
tion, or  removal,  the  Board  shall  have  the  power  to 
fill  the  vacancy.  From  time  to  time,  or  as  directed  by 
the  Board,  he  shall  make  written  reports  to  the  Board 
and  House  of  Delegates  concerning  his  activities  and 
those  of  the  Headquarters  Office. 


CHAPTER  VII.  DISCIPLINE  — THE 
JUDICIAL  COUNCIL 

Section  1.  There  is  hereby  created  a Judicial  Council 
composed  of  the  Secretary  of  the  Association  and 
four  members  to  be  elected  by  the  House  of  Dele- 
gates for  terms  of  four  years  each.  One  member  shall 
be  elected  from  each  of  the  traditional  eastern,  west- 
ern, and  central  districts,  and  one  member  from  the 
state  at  large.  Members  of  the  first  Judicial  Council 
shall  be  elected  for  terms  of  one,  two,  three,  and  four 
years,  respectively  so  that  thereafter,  one  member  will 
be  elected  each  year.  The  Council  shall  annually 
elect  a chairman. 

To  be  eligible  for  membership  on  the  Judicial 
Council,  a nominee  shall  possess  at  least  one  of  the 
following  qualifications:  (1)  Have  served  one  term 
as  an  officer,  trustee,  or  as  Delegate  to  the  AMA 
or  (2)  Have  served  five  years  as  a member  of  the 
House  of  Delegates. 

It  shall  be  the  duty  of  the  Board  of  Trustees  to 
nominate  at  least  one  candidate  for  each  vacancy  on 
the  Judicial  Council,  but  additional  nominations  may 
be  made  from  the  floor.  Vacancies  which  occur  be- 
tween Regular  Sessions  of  the  House  of  Delegates, 
shall  be  filled  by  the  Board  of  Trustees.  No  member, 
other  than  the  Secretary,  shall  serve  more  than  two 
consecutive  terms. 

Section  2.  The  Judicial  Council  shall  be  the  Board 
of  Censors  of  the  Association.  It  shall  be  the  final 
arbiter  of  all  questions  involving  the  right  and  stand- 
ing of  members,  whether  in  relation  to  other  mem- 
bers, to  the  component  societies,  or  to  this  Associa- 
tion. All  questions  of  an  ethical  nature  brought  be- 
fore the  House  of  Delegates  shall  be  referred  to  the 
Judicial  Council  without  discussion.  A member  who 
has  been  convicted  of  a felony  or  of  any  violation  of 
the  Medical  Practice  Act,  or  who  violates  any  of  the 
provisions  of  the  constitution,  bylaws,  or  any  rule  or 
regulation  of  this  Association,  or  the  Principles  of 
Ethics  of  the  American  Medical  Association  shall  be 
liable  to  censure,  fine,  suspension,  or  expulsion  upon 
order  of  the  Judicial  Council.  Provided,  however,  that 
if  in  addition  to  discipline  by  the  Association,  the 
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Judicial  Council  shall  be  of  the  opinion  that  the 
offending  member's  license  to  practice  medicine 
should  be  revoked,  it  shall  report  this  to  the  Board 
of  Trustees  as  a recommendation  that  the  Board 
refer  the  matter  to  the  State  Board  of  Health  for 
this  purpose. 

At  the  request  of  any  member  or  aggrieved  indi- 
vidual involved,  the  Judicial  Council  may  initiate 
disciplinary  proceedings  against  any  member,  and  may 
intervene  in  or  supersede  county,  individual  trustee, 
or  district  disciplinary  proceedings  whenever  in  its 
sole  judgment  and  opinion,  a disciplinary  matter  is 
not  being  handled  in  an  expeditious  manner,  and 
may  render  a decision  therein.  In  all  such  cases  of 
initiation,  intervention,  or  supersession,  the  due 
process  requirements  of  reasonable  notice  and  a full 
and  fair  hearing  shall  be  observed.  No  recommended 
disciplinary  decision  of  an  individual  trustee  or  any 
district  grievance  committee  shall  become  effective 
unless  and  until  approved  by  the  Judicial  Council. 

Section  3.  It  shall  Consider  all  appeals  from  the 
recommended  decisions  of  individual  trustees  and 
District  Grievance  Committees.  In  the  case  of  ap- 
peals from  the  decisions  of  individual  trustees,  the 
Judicial  Council  may  admit  such  oral  or  written  evi- 
dence as  in  its  judgment  will  best  and  most  fairly 
present  the  facts,  but  all  appeals  from  the  recom- 
mended decisions  of  District  Grievance  Committees 
shall  be  considered  on  the  record  made  before  such 
committee.  It  shall  be  the  duty  of  the  Secretary  to 
notify  the  parties  with  respect  to  its  disposition  of 
each  case. 

Section  4.  The  Judicial  Council  may  hear  appeals 
from  the  disciplinary  orders  of  component  societies. 
Provided,  however,  that  such  appeals  shall  be  con- 
sidered on  the  record  made  before  the  component 
societies. 

Section  5.  Efforts  toward  conciliation  and  compro- 
mise shall  precede  the  hearing  of  all  disciplinary 
cases,  but  the  decision  of  the  Judicial  Council  shall 
be  final. 

Section  6.  Component  societies  are  encouraged  to 
create  suitable  disciplinary  procedures  which  guaran- 
tee due  process,  and  to  dispose  of  all  disciplinary 
problems  which  come  to  their  attention.  It  is  recog- 
nized, however,  that  it  may  not  be  feasible  for  some 
societies  to  do  so,  and  the  District  Grievance  Com- 
mittees hereinafter  created,  are  designed  to  meet  the 
needs  of  county  societies  which  are  without  a func- 
tioning grievance  committee. 

Section  7.  The  trustee  of  each  district  is  hereby  de- 
signated the  chairman  of  his  District  Grievance  Com- 
mittee. The  Judicial  Council  shall  designate  two  addi- 
tional trustees  from  districts  adjoining  that  of  the 
chairman,  and  the  three  trustees  thus  selected  shall 
constitute  the  District  Grievance  Committee.  All 
grievances  which  cannot  be  resolved  by  individual 
trustees,  shall  be  referred  to  the  local  grievance 
committee  or  the  district  grievance  committee  for  the 
district  in  which  the  respondent  physician  or  county 
society  resides. 

Section  8.  District  Grievance  Committees  shall  in- 
vestigate every  grievance  coming  to  their  attention, 
taking  care  that  the  physician  complained  of  shall 
have  ample  opportunity  to  respond  to  the  complaint. 
If,  after  careful  investigation,  the  complaint  appears 
to  be  without  merit,  the  committee  shall  so  report 
to  the  Judicial  Council,  including  sufficient  facts  in 
its  report  to  enable  the  Judicial  Council  to  form  its 
own  conclusions. 

If  the  District  Grievance  Committee’s  investiga- 
tion indicates  that  the  member  may  be  a proper 
subject  of  disciplinary  action,  the  committee  shall, 
upon  reasonable  notice,  hold  a hearing  at  which  the 

I complainant  and  the  respondent  shall  be  entitled  to 
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be  represented  by  counsel,  to  present  the  testimony  of 
witnesses  in  his  behalf,  and  to  cross-examine  witnesses 
against  him.  All  testimony  shall  be  under  oath  and 
shall  be  recorded  by  a competent  reporter  at  the  ex- 
pense of  the  Association,  but  shall  not  be  transcribed 
unless  and  until  an  appeal  is  taken  as  hereinafter  pro- 
vided. 

When  all  of  the  testimony  has  been  heard  and 
alt  evidence  received,  the  committee  shall  make 
written  findings  and  recomendations  which  it  shall 
transmit  to  the  Judicial  Council,  furnishing  copies 
thereof  to  the  parties. 

Section  9.  Any  party  aggrieved  by  the  findings  or 
recommendations  of  the  committee,  may,  within  30 
days,  appeal  to  the  Judicial  Council.  Appeals  shall 
be  taken  by  filing  with  the  Secretary  a copy  of  the 
entire  record  made  before  the  District  Grievance 
Committee  (including  a transcript  of  the  testirnony, 
procured  at  the  appellant’s  expense)  together  with  a 
written  statement  of  appeal  pointing  out  in  detail 
wherein  the  committee  has  erred,  and  directing  the 
attention  of  the  Judicial  Council  to  those  portions  of 
the  transcript  upon  which  he  relies,  provided,  how- 
ever, that  the  Judicial  Council  may  extend  the  time 
in  which  the  transcript  must  be  filed,  upon  request 
made  within  the  initial  thirty-day  period. 


CHAPTER  VIII,  STANDING  COMMITTEES  AND  COUNCILS 

Section  1.  The  Board  of  Trustees  shall,  upon  nom- 
ination of  its  Executive  Committee,  appoint  and 
designate  the  chairmen  of  six  standing  committees 
and  or  boards  or  commissions  composed  of  not  less 
than  five  nor  more  than  seven  members,  as  follows: 

(a)  A Committee  to  Study  the  Constitution  and 
Bylaws. 

(b)  A Committee  on  Arrangements  for  the  In- 
terim Meeting. 

(c)  An  Advisory  Committee  to  the  Editor  of  the 
Journal. 

(d)  A Board  of  Managers  of  the  McDowell  House. 

(e)  An  Insurance  Review  Board. 

(f)  A Memorials  Commission. 

Section  2.  The  Board  of  Trustees  shall,  in  the 
same  manner,  (except  as  hereinafter  provided)  ap- 
point and  designate  the  chairmen  of  six  Councils, 
composed  of  not  less  than  five  nor  more  than  seven 
members,  as  follows: 

(a)  A Council  on  Scientific  Assembly. 

(b)  A Council  on  Medical  Education  and  Hos- 
pitals. 

(c)  A Council  on  Legislative  Activities. 

(d)  A Council  on  Medical  Services. 

(e)  A Council  on  Communications  and  Public 
Service. 

(f)  A Council  on  Governmental  Medical  Services. 

Section  3.  The  Executive  Committee  shall  serve 
as  the  nominating  committee  for  all  Standing  Com- 
mittee and  Council  appointments,  but  the  Trustees 
may  make  additional  nominations  from  the  floor. 
When  the  Executive  Committee  sits  as  such  nominat- 
ing committee,  the  President  shall  serve  as  Chairman. 

Section  4.  Except  as  otherwise  provided  herein, 
members  of  Standing  Committees  and  Councils  shall 
be  appointed  for  terms  of  not  less  than  one  year 
nor  more  than  three  years,  and  until  their  successors 
are  appointed.  Each  committee  and  council  (other 
than  the  Council  on  Scientific  Assembly)  shall  meet 
and  organize  as  soon  after  its  appointment  as  possi- 
ble, and  shall  meet  again  near  the  close  of  the 
associational  year,  for  the  purpose  of  formulating 
its  annual  report.  It  may  meet  at  such  other  times 
as  may  be  necessary  or  desirable.  The  Headquarters 
Office  shall  be  the  headquarters  for  all  committees 
and  councils,  unless  otherwise  specifically  ordered 
by  the  Board  of  Trustees  or  its  Executive  Committee, 
and  all  notices  of  committee  meetings  shall  issue 
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from  the  headquarters  office  at  the  direction  of 
the  chairman. 

Five-member  Committees  and  Councils  shall  have 
a quorum  of  three,  and  seven-member  Committees 
and  Councils  shall  have  a quorum  of  four  members 
present  before  any  business  other  than  the  fixing 
of  the  time  and  place  of  the  next  meeting,  may  be 
transacted. 

All  committees,  other  than  standing  committees, 
shall  be  assigned  to  a council  and  shall  report  their 
activities  and  recommendations  only  to  the  council 
to  which  assigned.  These  reports  will  be  reviewed  by 
the  various  councils  and  no  such  reports  or  recom- 
mendations will  be  considered  by  the  Board  of 
Trustees  unless  and  until  reviewed  by  the  proper 
council. 

Each  Standing  Committee  and  Council  shall  report 
annually,  at  least  six  weeks  prior  to  the  Annual 
Meeting,  to  the  House  of  Delegates  via  the  Board 
of  Trustees  respecting  its  activities  during  the  year 
last  past.  These  reports  shall  be  transmitted,  without 
alteration  or  amendment,  to  the  House  of  Delegates 
by  the  Board  of  Trustees  at  the  Annual  Meeting, 
with  such  comments  or  recommendations  as  the 
Board  cares  to  make.  Committees  and  Councils  may 
submit  supplemental  reports  if  such  reports  are  in 
the  hands  of  the  Secretary  at  least  48  hours  in  ad- 
vance of  the  first  meeting  of  the  Regular  Session 
of  the  House  of  Delegates. 

Section  5.  The  President,  Secretary,  and  Execu- 
tive Secretary  shall  be  exofficio  members  of  all 
Committees  and  Councils,  without  cower  to  vote 
except  as  otherwise  specified  herein. 

Section  6.  The  Board  of  Trustees  shall  have 
power  to  establish  such  other  committees  as  may, 
from  time  to  time,  appear  to  it  to  be  advisable, 
and  to  prescribe  their  composition,  the  method 
of  th’ir  appointment,  and  their  duties.  No  committee 
shall  be  composed  of  more  than  seven  members 
unless  specifically  so  provided  by  the  Board.  All 
such  committees  shall  expire  at  the  end  of  the 
Associational  year  unless  earlier  dissolved  by  the 
Board. 

In  addition,  the  Board  of  Trustees  shall  have 
power  to  appoint  a representative  from  this  Associa- 
tion to  the  Conference  of  Presidents  and  such  other 
organizations  as  it  shall  determine. 

Section  7.  The  Committee  to  Study  the  Constitu- 
tion and  Bylaws  shall  make  a continuing  study  of 
the  Constitution  and  Bylaws  and  shall  annually  rec- 
ommend such  revisions  of  either  or  both  of  these 
documents  as  changing  times  and  conditions  indicate. 

Section  8.  The  Committee  on  Arrangements  for 
the  Interim  Meeting  shall  have  the  responsibility  of 
preparing  the  program  for  the  Interim  Meeting,  and 
presenting  it  to  the  Board  of  Trustees  or  its  Executive 
Committee  for  approval.  Upon  approval  of  the  pro- 
gram thus  presented,  the  Committee  shall  have  the 
further  responsibility  of  approving  all  arrangements 
for  the  Conference. 

Section  9.  The  Advisory  Committee  to  the  Editor 
of  the  Journal  shall  provide  support  to  the  Editor 
and  be  available  to  him  for  consultation  with  respect 
to  any  matter  concerning  the  Journal,  on  which  he 
desires  the  Committee’s  advice  and  assistance.  All 
papers  of  doubtful  suitability  for  publication  shall  be 
referred  by  the  Editor  to  the  Advisory  Committee, 
and  its  approval  shall  be  required  prior  to  the  publi- 
cation of  any  matter  which  is  recognized  to  be  of  a 
controversial  nature. 

Section  10  The  Insurance  Review  Board  shall 
provide  a forum  in  which  disputes  between  phy- 
sicians. their  patient-insureds,  and  insurance  carriers 
can  be  mediated. 

Section  11.  The  Board  of  Managers  of  the  Mc- 
Dowell House  shall  be  responsible  for  the  proper 
maintenance  and  operation  of  the  McDowell  House 


and  Apothecary  Shop  under  the  general  guidance  of 
the  Board  of  Trustees. 

Section  12.  The  Memorials  Commission  shall  en- 
deavor to  finance  the  furnishing  of  the  Board  Room 
and  the  President’s  Office,  may  accept  memorial 
contributions  to  the  Association  and  collect  books, 
medical  instruments  and  other  memorabilia  asso- 
ciated with  the  early  practice  of  medicine  for  in- 
clusion in  the  display  on  exhibition  in  the  President’s 
Office. 

Section  13.  The  Council  on  Scientific  Assembly 
shall  consist  of  seven  (7)  members.  The  President, 
the  President-Elect,  and  the  chairmen  of  the  Com- 
mittees on  Scientific  and  Technical  Exhibits  shall, 
by  virtue  of  their  respective  offices,  be  voting  mem- 
bers of  the  Council,  with  the  President  serving  as 
Chairman  and  the  President-Elect  as  Vice-Chairman. 
The  remaining  three  members  shall  serve  for  terms 
of  three  (3)  years  each,  with  the  term  of  one 
member  expiring  each  year.  The  Council  shall  super- 
vise and  direct  the  planning,  development  and  pres- 
entation of  the  scientific  programs  of  the  Annual 
Meeting  each  year.  In  addition,  it  shall  be  responsible 
for  scientific  and  technical  exhibits  and  all  activities 
incident  to  the  Annual  Meeting,  including  golf  and 
other  forms  of  recreation  and  entertainment.  These 
will  include  the  duties  heretofore  imposed  upon  the 
Awards  Committee  to  nominate  the  recipients  of  the 
Distinguished  Service  Medal,  the  Outstanding  Gen- 
eral Practitioner  Award,  and  the  R.  Haynes  Barr 
Award. 

Thirty  (30)  days  previous  to  each  Annual  Meet- 
ing. the  Council  shall  prepare  and  issue  a program 
announcing  the  order  in  which  papers,  discussions, 
and  other  business  shall  be  presented,  which  program 
shall  be  adhered  to  as  nearly  as  practicable.  No 
county  society,  as  such,  shall  serve  as  host  society 
to  the  Annual  Meeting. 

Section  14.  The  Council  on  Medical  Education 
and  Hospitals  shall  direct  and  supervise  the  activi- 
ties of  the  Association  in  the  field  of  medical  edu- 
cation and  shall  maintain  active  liaison  with  the 
Kentucky  Hospital  Association.  It  shall  seek  to  ele- 
vate the  standards  of  postgraduate  medical  education 
in  Kentucky,  establishing  and  maintaining  liaison 
with  Kentucky’s  two  medical  schools  and  the  Com- 
mittee for  the  American  Medical  Association  Educa- 
tion Research  Eoundation.  and  concerning  itself  with 
problems  relating  to  non-governmental  medi''al  and 
hospital  care,  general  practice,  research  and  such 
other  matters  in  this  general  field  as  may  be  referred 
to  it  by  the  Board. 

Section  15.  The  Council  on  Legislative  Activities 
shall  direct  and  supervise  the  work  of  the  Associa- 
tion as  it  pertains  to  state  and  national  legislation, 
and  shall  formulate  and  submit  a legislative  program 
to  the  Board  of  Trustees  for  its  consideration.  The 
Council  shall  seek  the  enactment  of  the  Association’s 
legislative  program  into  law,  and  shall  resist  the 
enactment  of  bills  which  the  Board  finds  to  be  not 
in  the  best  interests  of  the  public  or  the  profession. 
It  shall  maintain  liaison  with  officials  of  state  and 
national  governments  and  shall  work  closely  with 
the  various  county  societies  in  carrying  out  the  legis- 
lative program  at  both  state  and  national  levels. 

Section  16.  The  Council  on  Medical  Services  shall 
supervise  and  direct  the  activities  of  the  Association 
in  the  field  of  socio-economic  development.  It  shall 
be  charged  with  the  promotion  of  voluntary  health 
insurance  programs  in  general  and  shall  maintain 
active  liaison  with  Kentucky  Physicians  Mutual,  Inc. 
and  Blue  Cross  plans.  It  shall  serve  as  a clearing 
house  on  all  non-governmental  fee  schedules  and 
other  questions  affecting  the  economics  of  medicine. 
It  shall  concern  itself  with  the  problem  of  providing 
adequate  medical  care  to  all  segments  of  the  popula- 
tion through  physician  placement  and  other  means. 
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Section  17.  The  Council  on  Communications  and 
Public  Service  shall  supervise  and  direct  all  Associa- 
tional  activity  in  the  fields  of  public  relations  and 
service,  including,  but  not  limited  to,  rural  health, 
schools,  public  health,  highway  safety,  disaster  medi- 
cal care  and  diabetes.  In  addition,  it  shall  assist  the 
Board  in  presenting  the  Orientation  Course  referred 
to  in  Chapter  I,  Section  5. 

Section  18.  The  Council  on  Governmental  Medi- 
cal Services  shall  concern  itself  with  all  programs 
of  medical  care  offered  by  governmental  agencies, 
maintaining  close  liaison  with  the  State  Department 
of  Health  and  other  governmental  units  involved 
with  such  programs.  It  shall  keep  the  Board  of 
Trustees  informed  of  all  innovations  in  the  field  of 
governmental  medicine  and  advise  the  Board  as  to 
any  action  which  the  Association  should  take  with 
regard  to  such  programs. 


CHAPTER  IX.  ASSESSMENTS  AND  EXPENDITURES 

Section  1.  The  annual  dues  for  membership  in  this 
Association  shall  be  as  follows:  ( 1 ) Active  Members, 
$75,  except  Active  Members  who  devote  all  of  their 
time  to  teaching  or  research  and  have  no  private 
practice,  $50.00;  (2)  Emeritus  Members,  no  dues; 
(3)  Associate  Members,  $8;  (4)  Inactive  Members, 
$8;  (5)  Student  Members,  $1;  (6)  Honorary  Mem- 
bers, no  dues;  (7)  Special  Members,  no  dues.  Dues 
fixed  by  these  Bylaws  shall  constitute  assessments 
against  the  component  societies.  The  Secretary  of 
each  component  society  shall  forward  its  assessment 
together  with  its  roster  of  all  officers  and  members, 
list  of  delegates  and  list  of  non-affiliated  physicians 
of  the  county  to  the  Secretary  of  this  Association  as 
of  the  first  day  of  January  in  each  year. 

Section  2.  Any  component  society  which  fails  to 
pay  its  assessments,  or  make  the  report  as  required, 
on  or  before  the  first  day  of  April  in  each  year,  shall 
be  held  as  suspended  and  none  of  its  members  or 
delegates  shall  be  permitted  to  participate  in  any  of 
the  business  or  proceedings  of  the  Association  or  of 
the  House  of  Delegates  until  such  requirements  have 
been  met. 

Section  3.  All  motions  and  resolutions  appropriat- 
ing money  shall  specify  a definite  amount  or  so 
much  thereof  as  may  be  necessary  for  the  purpose, 
and  must  have  prior  approval  of  the  Board  of  Trus- 
tees before  they  can  become  effective.  No  motion 
or  resolution,  the  adoption  of  which  would  require  a 
substantial  expenditure  of  funds,  shall  be  considered 
by  the  House  of  Delegates  unless  the  funds  have 
been  budgeted  or  are  provided  by  the  motion  or 
resolution. 


CHAPTER  X.  RULES  OF  CONDUCT 

The  principles  set  forth  in  the  Principles  of  Ethics 
of  the  American  Medical  Association,  together  with 
the  Constitution  and  Bylaws  of  the  Association  and 
all  duly  adopted  resolutions  of  the  House  of  Dele- 
gates, shall  govern  the  conduct  of  members  in  their 
relation  to  each  other  and  to  the  public. 


CHAPTER  XI.  RULES  OF  ORDER 

The  deliberations  of  this  Association  shall  be  gov- 
erned by  parliamentary  usage  as  contained  in  Robert’s 
Rules  of  Order,  unless  otherwise  determined  by  a 
vote  of  its  respective  bodies. 


CHAPTER  XII.  COUNTY  SOCIETIES 

Section  1.  Except  as  provided  in  Section  4 of  this 
Chapter,  all  county  medical  societies  in  this  state 
which  have  adopted  principles  of  organization  not  in 
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conflict  with  this  Constitution  and  Bylaws  shall,  upon 
application  to  the  House  of  Delegates,  receive  a char- 
ter from  and  become  a component  part  of  this  As- 
sociation. 

Section  2.  As  rapidly  as  can  be  done  after  the 
adoption  of  this  Constitution  and  Bylaws,  a medical 
society  shall  be  organized  in  every  county  in  the  state 
in  which  no  component  society  exists,  and  charters 
shall  be  issued  thereto. 

Section  3.  Charters  shall  be  issued  only  upon  ap- 
proval of  the  House  of  Delegates  and  shall  be  signed 
by  the  President  and  Secretary.  The  House  of  Dele- 
gates shall  have  authority  to  revoke  the  charter  of 
any  component  society  whose  actions  are  in  conflict 
with  the  letter  or  spirit  of  this  Constitution  and  By- 
laws. 

Section  4.  Only  one  component  society  shall  be 
chartered  in  any  county.  Membership  in  the  compo- 
nent society  thus  created  shall  entitle  the  members 
thereof  to  all  the  rights  and  benefits  of  membership 
in  the  Kentucky  Medical  Association. 

Section  5.  In  sparsely  settled  sections  two  or  more 
component  societies  may  join  for  scientific  programs, 
the  election  of  officers,  and  such  other  matters  as  they 
may  deem  advisable.  The  component  societies  thus 
combined  shall  not  lose  any  of  their  privileges  or 
representation.  The  active  members  of  each  compo- 
nent society  shall  annually  elect  at  least  a Secretary 
and  a Delegate  for  the  transaction  of  its  business  with 
the  Association. 

Section  6.  Each  component  society  shall  be  the 
sole  judge  of  the  qualifications  of  its  own  members. 
All  members  of  component  societies  shall  be  members 
of  the  Kentucky  Medical  Association,  and  shall  be 
classified  in  accordance  with  Chapter  I,  Section  2 
of  these  Bylaws.  Provided,  however,  that  no  physician 
who  is  under  suspension  or  who  has  been  expelled 
shall  thereafter,  without  reinstatement  by  the  Board 
of  Trustees  be  eligible  for  membership  in  any  com- 
ponent society.  Any  physician  who  desires  to  become 
a member  of  the  Kentucky  Medical  Association  shall 
first  apply  to  the  component  society  in  the  county 
in  which  he  resides,  for  membership  therein.  Except 
as  hereinafter  provided  in  Sections  7 and/or  9 of 
this  chapter,  no  physician  shall  be  an  active  member 
of  a component  society  in  any  county  other  than 
the  county  in  which  he  resides. 

Section  7.  Any  physician  who  may  feel  aggrieved 
by  the  action  of  the  component  society  of  the  county 
in  which  he  resides,  in  refusing  him  membership,  shall 
have  the  right  to  appeal  to  the  Board  of  Trustees, 
which,  upon  a majority  vote,  may  permit  him  to 
apply  for  membership  in  a component  society  in  a 
county  which  is  adjacent  to  the  county  in  which  he 
resides. 

Section  8.  When  a member  in  good  standing  in  a 
component  society  moves  to  another  county  in  the 
State,  his  name,  upon  request,  shall  be  transferred 
without  cost  to  the  roster  of  the  component  society 
into  whose  jurisdiction  he  moves,  if  he  is  admitted  to 
membership  therein. 

Section  9.  A physician  whose  residence  is  closer 
to  the  headquarters  of  an  adjacent  component  society 
than  it  is  to  the  headquarters  of  the  component  society 
of  the  county  in  which  he  resides,  may,  with  the 
consent  of  the  component  society  within  whose  juris- 
diction he  resides,  hold  membership  in  said  adjacent 
component  society. 

Section  10.  Each  component  society  shall  have 
general  direction  of  the  affairs  of  tlie  profession  in 
the  county,  and  its  influence  shall  be  constantly  exert- 
ed for  bettering  the  scientific,  moral  and  material 
conditions  of  every  physician  in  the  county.  Systematic 
efforts  shall  be  made  by  each  member,  and  by  the 
society  as  a whole,  to  increase  the  membership  until 
it  embraces  every  qualified  physician  in  the  county. 
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Upon  reasonable  notice  and  after  a hearing,  com- 
ponent societies  may  discipline  their  members  by 
censure,  fine,  suspension  or  expulsion,  for  any  breach 
of  the  Principles  of  Medical  Ethics  or  any  bylaw, 
rule  or  regulation  lawfully  adopted  by  such  societies 
or  this  Association.  At  every  hearing,  the  accused 
shall  be  entitled  to  be  represented  by  counsel  and 
to  cross-examine  witnesses,  and  the  society  shall  cause 
a stenographic  record  to  be  made  of  the  entire  pro- 
ceedings. The  stenographer’s  notes  need  not  be  tran- 
scribed unless  and  until  requested  by  the  respondent 
member. 

Any  physician  aggrieved  by  the  disciplinary  action 
of  a component  society  may,  within  ninety  (90)  days 
appeal  to  the  Judicial  Council,  whose  decision  shall 
be  final.  This  appeal  shall  be  in  writing  and  shall 
point  out  in  detail  the  errors  committed  by  the  county 
society.  It  shall  be  accompanied  by  a transcript  of 
the  proceedings  before  the  county  society,  procured 
at  appellant’s  expense,  and  the  statement  of  appeal 
shall  direct  the  attention  of  the  Judicial  Council  to 
those  portions  of  the  transcript  upon  which  he  relies. 

Any  member  who  fails  or  refuses  to  comply  with 
the  lawful  disciplinary  orders  of  his  component  so- 
ciety shall,  if  such  failure  or  refusal  continues  for 
more  than  thirty  (30)  days,  be  automatically  sus- 
pended from  membership.  Provided,  however,  that 
an  appeal  shall  stay  the  suspension  until  a final  de- 
cision is  made  by  the  Judicial  Council. 

The  resignation  of  a member  against  whom  dis- 
ciplinary cnarges  are  pending  or  who  is  in  default 
of  the  disciplinary  judgment  of  his  county  society, 
a district  grievance  committee  or  the  Board  of  Trus- 
tees shall  not  be  accepted  and  no  member  who  is 
suspended  or  expelled  may  be  reinstated  or  read- 
mitted unless  and  until  he  complies  with  all  lawful 
orders  of  his  component  society  and  the  Board  of 
Trustees. 

Section  11.  Frequent  meetings  shall  be  encouraged, 
and  the  most  attractive  programs  arranged  that  are 
possible.  The  younger  members  shall  be  especially  en- 
couraged to  do  postgraduate  and  original  research 
work,  and  to  give  the  society  the  first  benefit  of  such 
labors.  Official  positions  and  other  references  shall 
be  unstintingly  given  to  such  members. 

Section  12.  At  the  time  of  the  annual  election  of 
officers,  each  component  society  shall  elect  a delegate 


or  delegates  to  represent  it  in  the  House  of  Delegates. 
The  term  of  a delegate  shall  commence  on  the  first 
day  of  the  regular  session  of  the  House  following  his 
election,  and  shall  end  on  the  day  before  the  first  day 
of  the  next  regular  session.  Provided,  however,  that 
component  societies  may  elect  delegates  for  more  than 
one  term  at  any  election.  Each  component  society 
may  elect  one  delegate  for  each  25  members  in  good 
standing,  plus  one  delegate  for  one  or  more  members 
in  excess  of  multiples  of  25.  Provided,  however  that 
each  component  society  shall  be  entitled  to  at  least 
one  delegate  regardless  of  the  number  of  members  it 
may  have  and  the  secretary  of  the  society  shall  send 
a list  of  such  delegates  to  the  Secretary  of  this  Associ- 
ation not  later  than  45  days  before  the  next  Annual 
Meeting.  It  shall  be  the  obligation  of  a component 
society  which  elects  delegates  to  serve  more  than  one 
year,  to  provide  the  KMA  Headquarters  Office  with 
a certified  list  of  its  delegates  each  year. 

Section  13.  The  secretary  of  each  component  society 
shall  keep  a roster  of  its  members  and  a list  of  non- 
affiliated  licensed  physicians  of  the  county,  in  which 
shall  be  shown  the  full  name,  address,  college  and 
date  of  graduation,  date  of  license  to  practice  in  this 
State,  and  such  other  information  as  may  be  deemed 
necessary.  He  shall  furnish  an  official  report  containing 
such  information  upon  blanks  supplied  him  for  the 
purpose,  to  the  Secretary  of  the  Association,  on  the 
first  day  of  January  of  each  year,  or  as  soon  thereafter 
as  possible,  and  at  the  same  time  the  dues  accruing 
from  the  annual  assessment  are  sent  in.  In  keeping 
such  roster  the  secretary  shall  note  any  change  in  the 
personnel  of  the  profession  by  death  or  by  removal  to 
or  from  the  county,  and  in  making  his  annual  report 
he  shall  be  certain  to  account  for  every  physician  who 
has  lived  in  the  county  during  the  year. 

Section  1 4.  The  secretary  of  each  component  society 
shall  report  to  the  Journal  of  the  Kentucky  Medical 
Association  full  minutes  of  each  meeting  and  for- 
ward to  it  all  scientific  papers  and  discussions  which 
the  society  shall  consider  worthy  of  publication. 


CHAPTER  XIII.  AMENDMENTS 

These  Bylaws  may  be  amended  at  any  session  of 
the  House  of  Delegates  by  a two-thirds  vote  of  all 
the  delegates  present  at  that  session,  after  the  amend- 
ment has  laid  on  the  table  for  one  day. 
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what 

time 
is  it? 

For  the  past 
two  years 
there’s  been 
one  new  case 
of  active  tuberculosis 
reported  for  every 
four  thousand 
of  U.S.  population. 


its  time 

to  tine. 


Tuberculin, 
Tine  .^Test 


(Rosenthal) 


Lederle 

Available  in  5's  and  25's. 
Order  now 

from  your  pharmacist 
or  your  Lederle 
representative. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

4M-6-4046R 
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Founded  in  1904 

Highland  Hospital,  inc. 

ASHEVILLE,  NORTH  CAROLINA 
Affiliated  with  Duke  University 


A non-profit,  psychiatric  institution,  offering  therapeutic 
milieu,  group  and  individual  psychotherapy,  and  standard 
somatic  treatments.  Limited  day-patient  and  out-patient  serv- 
ices. The  hospital  is  located  in  a 75-acre  park  amid  the 
scenic  beauties  of  the  Smoky  Mountain  Range  of  Western 
North  Carolina,  affording  exceptional  opportunity  for 
physical  and  emotional  rehabilitation. 

Contact:  Medical  Director,  Highland  Hospital,  Asheville, 

N.C. 28801 
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Eczema  of  many  years... 
controlled  in  two  weeks 


Before  treatment  After  treatment  — 

with  ARISTOCORT  Topical 
Ointment  0.1%  for  two  weeks 


ARISTOCORT®  Triamcinolone  Acetonide  Top- 
icals  have  proved  exceptionally  effective  in  the 
control  of  various  forms  of  eczema:  allergic, 
atopic,  nummular,  psoriatic,  and  mycotic. 

In  most  cases  responsive  to  topical 
ARISTOCORT,  the  0.1%  concentration  is  suffi- 
ciently potent.  The  0.5%  concentration  provides 
enhanced  topical  activity  for  patients  requiring 
additional  potency  for  proper  relief. 

Administration  and  Dosage:  Apply  sparingly  to  the 
affected  area  3 or  4 times  daily.  Some  cases  of  psoriasis 
may  be  more  effectively  treated  if  the  0.1%  Cream  or 
Ointment  is  applied  under  an  occlusive  dressing. 

Contraindications:  Tuberculosis  of  the  skin,  herpes 
simplex,  chicken  pox  and  vaccinia. 

Precautions  and  Side  Effects:  Do  not  use  in  the  eyes 
or  in  the  ear  (if  drum  is  perforated).  A few  individuals 
react  unfavorably  under  certain  conditions.  If  side 

Aristocorf  Topical 

Triamcinolone  Acetonide 


effects  are  encountered,  the  drug  should  be  discon- 
tinued and  appropriate  measures  taken.  Use  on  infected 
areas  should  be  attended  with  caution  and  observation, 
bearing  in  mind  the  potential  spreading  of  infection 
and  the  advisability  of  discontinuing  therapy  and/or 
initiating  antibacterial  measures.  Generalized  derma- 
tological conditions  may  require  systemic  corticoster- 
oid therapy.  Steroid  therapy,  although  responsible  for 
remissions  of  dermatoses,  especially  of  allergic  origin 
cannot  be  expected  to  prevent  recurrence.  The  use  over 
extensive  body  areas,  with  or  without  occlusive  non- 
permeable  dressings,  may  result  in  systemic  absorption. 
Appropriate  precautions  should  be  taken.  When  occlu- 
sive nonpermeable  dressings  are  used,  miliaria,  follic- 
ulitis and  pyodermas  will  sometimes  develop.  Localized 
atrophy  and  striae  have  been  reported  with  the  use  of 
steroids  by  the  occlusive  technique.  When  occlusive 
nonpermeable  dressings  are  used,  the  physician  should 
be  aware  of  the  hazards  of  suffocation  and  flamma- 
bility. The  safety  of  use  on  pregnant  patients  has  not 
been  firmly  established.  Thus,  do  not  use  in  large  amounts 
or  for  long  periods  of  time  on  pregnant  patients. 

Available  in  5 Cm.  and  15  Cm.  tubes  and  Vz  lb.  jars. 


Ointment  0.1%  and  Cream  0.1%,  0.5% 

Also  available  in  foam  form. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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lUIBB  NOTES  ON  THERAPY 


MOLECULAR  REMODELING- 

laboratory  exercise  or  clinical  necessity? 


More  than  twenty-five  years  have  passed 
since  the  discovery  of  the  diuretic  activ- 
ity of  sulfanilamide  started  pharmacol- 
ogists on  a succession  of  molecular  re- 
modelings to  find  the  ideal  diuretic. 

Diuresis— a sought-after  clinical 
effect  from  an  unwanted  side  effect 

It  started  in  1937  when  a clinician  re- 
ported that  the  administration  of  a sul- 
fonamide was  sometimes  accompanied 
by  an  unexplainable  side  effect— meta- 
bolic acidosis.^  Three  years  later  the 
side  effect  was  explained.  The  sulfona- 
mide radical  of  sulfanilamide  inhibited 
carbonic  anhydrase,-  the  enzyme  re- 
sponsible for  converting  carbon  diox- 
ide and  water  to  hydrogen  ions  and  bi- 
carbonate ions. 

Later,  other  investigators  showed  by 
dog  experiments  that  metabolic  acidosis 
probably  resulted  when  the  inhibition  of 
carbonic  anhydrase  upset  the  exchange 
of  hydrogen  and  sodium  ions,  causing 
increased  excretion  of  sodium  as  the 
bicarbonate.'^ 

It  was  twelve  long  years  after  the 
first  report  of  the  unexplainable  side 
effect  (metabolic  acidosis)  that  it  was 
finally  shown  that  large  doses  of  sulfa- 
nilamide administered  to  edematous 
patients  were  indeed  capable  of  pro- 
moting diuresis.'*  However,  the  possibil- 
ity of  toxic  effects  from  its  prolonged 
use  and  its  relatively  weak  diuretic  ac- 
tion made  it  impractical  for  clinical  use 
as  a diuretic.''' 

Because  the  inhibition  of  carbonic 
anhydrase  seemed  to  be  the  key  to  ef- 
fective diuresis,  investigators  began  to 
look  for  more  potent  enzyme  inhibitors 
—in  the  hopes  that  they  would  be  more 
effective  diuretics. 

The  most  important  of  these  early 
compounds,  acetazolamide,  enjoyed  sev- 
eral years  of  fairly  wide  clinical  use. 

Its  carbonic  anhydrase  inhibitory  ac- 
tivity was  several  hundred  times  greater 
than  that  of  sulfanilamide.''  The  in- 
crease in  inhibitory  activity,  however, 
increased  not  only  the  excretion  of  so- 
dium and  bicarbonate  ions,  but  also  the 
excretion  of  potassium.^  And,  like  its 
predecessor,  acetazolamide  precipitated 
mild  acidosis.  Its  prolonged  use  could 
result  in  hypokalemic  acidosis."^ 

The  ‘thiazides’— an  answer  to  the 
metabolic  acidosis  caused  by 
carbonic  anhydrase  inhibition 

Despite  the  fact  that  the  sulfonamide 


group  appeared  to  be  responsible  for 
carbonic  anhydrase  inhibition  which  in 
turn  appeared  to  be  responsible  for  di- 
uresis, investigators  began  to  synthesize 
compounds  with  structural  alterations 
to  the  sulfonamide  group. 

The  first  major  breakthrough  came 
with  the  synthesis  of  chlorothiazide. 
Altering  the  sulfonamide  group  did  in- 
deed alter  the  ability  of  chlorothiazide 
to  inhibit  carbonic  anhydrase— it  was 
only  1/  10th  as  potent  as  acetazolamide 
in  inhibiting  the  enzyme.**  Despite  the 
drop  in  inhibitory  potency,  however, 
chlorothiazide  proved  to  be  an  effective 
diuretic— an  observation  that  led  to  the 
conclusion  that  its  diuretic  action  was 
due  to  some  mechanism  other  than  its 
action  on  carbonic  anhydrase."- 

For  effective  diuresis,  chlorothiazide 
was  administered  in  daily  dosages  rang- 
ing from  250  to  2000  mg.**  It  increased 
the  excretion  of  sodium  and  chloride; 
and,  to  a lesser  extent,  potassium  and 
bicarbonate.**  The  excretion  of  potas- 
sium appeared  to  be  maximal  at  higher 
dose  levels  at  which,  theoretically,  the 
carbonic  anhydrase  inhibitory  effect  is 
more  active.**  Its  prolonged  use,  there- 
fore, could  sometimes  result  in  meta- 
bolic hypokalemic,  hypochloremic  al- 
kalosis.'* 

Naturetin— effective  diuresis  with 
more  favorable  electrolyte  balance 

Other  thiazides  followed  — with  im- 
provements being  aimed  at  two  particu- 
lar areas:  1.  attempts  to  increase  di- 
uretic action  in  relation  to  the  milli- 
gram potency  of  the  drug,  and  2.  at- 
tempts at  a more  favorable  sodium/ 
potassium  ratio  in  the  urine,  i.e.,  to  de- 
crease the  excretion  of  potassium  while 
maintaining  the  excretion  of  sodium. *^ 
One  of  these,  Naturetin,  Squibb  Ben- 
droflumethiazide,  has  made  advances 
on  both  these  points.  “By  adding  a 3- 
benzyl  radical  to  hydroflumethiazide  a 
rather  dramatic  reduction  in  dose  range 
is  accomplished.  With  this  drug,  effec- 
tive sodium  excretion  is  obtained  with 


doses  between  2.5  and  10  mg.,  which  is 
a 200  to  1 ratio  as  compared  to  chloro- 
thiazide...”*** 

Moreover,  due  probably  to  its  virtual 
lack  of  carbonic  anhydrase  inhibition, 
Naturetin  (bendroflumethiazide)  has 
been  shown  to  cause  less  potassium  and 
bicarbonate  loss  and  less  alteration  in 
urinary  pH  than  either  chlorothiazide 
or  hydrochlorothiazide. 

Naturetin  is  outstandingly  effective 
not  only  in  establishing,  but  also  in 
maintaining,  excretion  of  retained  fluid 
in  edematous  patients.  And  its  duration 
of  action  is  sufficiently  prolonged  to 
allow  a single  daily  administration  in 
most  patients.  Naturetin  is  also  an  ef- 
fective antihypertensive  agent. 

Contraindication.s:  Severe  renal  impairment; 
previous  hypersensitivity. 

Warning:  Ulcerative  small  bowel  lesions  have 
occurred  with  potassium-containing  thiazide 
preparations  or  with  enteric-coated  potassium 
salts  supplementally.  Stop  medication  if  ab- 
dominal pain,  distension,  nausea,  vomiting,  or 
G.l.  bleeding  occur. 

Precautions:  The  dosage  of  ganglionic  block- 
ing agents,  veratrum,  or  hydralazine  when 
used  concomitantly  must  be  reduced  by  at 
least  50%  to  avoid  orthostatic  hypotension. 
Electrolyte  disturbances  are  possible  in  cir- 
rhotic or  digitalized  patients. 

Side  Effects:  Bendroflumethiazide  may  cause 
increases  in  serum  uric  acid,  unmask  diabetes, 
increase  glycemia  and  glycosuria  in  diabetic 
patients  and  may  cause  hypochloremic  alka- 
losis, hypokalemia;  cramps,  pruritus,  paresthe- 
sias, and  rashes  may  occur. 

Supplied:  Naturetin  (Squibb  Bendroflumethia- 
zide) 5 mg.  and  2.5  mg.  tablets.  Also  available 
Naturetin  c K [Squibb  Bendroflumethiazide 
(5  or  2.5  mg.)  with  Potassium  Chloride  (500 
mg.)].  For  full  information,  see  Product  Brief. 
References:  1.  South  worth,  H.:  Proc.  Soc. 
Exper.  Biol.  & Med.  i6;58,  1937.  2.  Mann,  T. 
and  Keilin,  D.:  Nature  146.XM,  1940.  3.  Pitts, 
R.  F.,  and  Alexander,  R.  S.:  Am.  J.  Physiol. 
744:239,  1945.  4.  Schwartz,  W.  B.:  New  Eng- 
land J.  Med.  240:173,  1949.  5.  Friedberg, 
C.  K.,  in  Moyer,  J.  H.,  and  Fuchs,  M.:  Edema 
Mechanisms  and  Management,  Philadelphia, 
W.  B.  Saunders  Co.,  1960,  p.  259.  6.  Cum- 
ming,  J.  R.;  Tabachnick,  E.,  and  Seelig,  M.,  in 
Moyer,  J.  H.,  and  Fuchs,  M.:  op.  cit.,  p.  254. 
7.  Werko,  L.,  in  Moyer,  J.  H.,  and  Fuchs,  M.: 
op.  cit.,  p.  188.  8.  Beyer,  K.  FI.,  Jr.,  in  Moyer, 
J.  H.,  and  Fuchs,  M.:  op.  cit.,  p.  274.  9.  Maren, 
T.  H.,  and  Wiley,  C.  E.;  J.  Pharmacol.  & 
Exper.  Therap.  143:220,  1964.  10.  Earley, 

L.  E.,  and  Orloff,  J.:  Ann.  Rev.  Med.  75:149, 
1964.  11.  Fuchs,  M.,  and  Mallin,  S.  R.,  in 
Moyer,  J.  H.,  and  Fuchs,  M.:  op.  cit.,  p.  276. 
12.  Ford,  R.  V.,  in  Moyer,  J.  H.,  and  Fuchs, 

M. :  op.  cit.,  p.  290. 13.  cited  in  Fuchs,  M.,  and 
Mallin,  S.  R.  (ref.  11):  op.  cit.,  p.  283. 


Naturetin* 

SQUIBB  BENDROFLUMETHIAZIDE 

to  reduce  excess  fluid 

or  high  blood  pressure 


Squibb 


'The  Priceless  Ingredient'  of  every  produd 
is  the  honor  and  integrity  of  lU  makCB 


This  “case  history”  runs  to  some  10,000  pages 


This  is  a typical  “case  history"  of  one  new  drug  — or, 
rather,  a proposed  new  drug  - assennbled  for  submis- 
sion to  the  U.S.  Federal  Food  and  Drug  Administration. 
These  volumes  are  the  result  of  several  years’  work  by 
thousands  of  professional  and  skilled  personnel  in 
just  one  pharmaceutical  company's  research  labora- 
tories, and  by  hundreds  of  physicians  in  medical 
schools,  hospitals,  and  private  practice.  They  cover 
every  aspect  of  experience  with  this  proposed  new 
agent  from  chemical  laboratory  to  clinic,  from  mouse 
to  man.  Each  volume  could  conceivably  represent 
hundreds  of  thousands  of  dollars  of  financial  invest- 


ment, countless  hours  of  human  effort.  This  veritable 
mountain  of  data  stands  behind  every  new  agent 
offered  to  you  by  pharmaceutical  manufacturers  — a 
reassuring  testimonial  to  the  efficacy,  safety  and 
purity  of  the  drugs  you  will  prescribe  today  to  lower 
the  cost  of  disease  to  your  patients. 

B Pharmaceutical 

Manufacturers  Association 
Pharmaceutical 
Advertising  Council 

1155  Fifteenth  St„  N.  W„  Washington,  D C.  20005 


This  message  is  brought  to  you  as  a 
courtesy  of  this  publication  on  behalf  of  the 
producers  of  prescription  drugs. 


only  one  in  the  morning  CH~) 


and  one  in  the  evening  I ) 


Now 

b.i.d.  convenience 

plus 

even  greater  patient  savings 
over  gj^  tetracycline  therapy 

(plus  all  the  advantages  of  \ 
tetracycline  phosphate  complexy 

newTetrex  bldOVPS* 

(tetracycline  phosphate  complex) 


Maximum  patient  savings.  New 

^CAPS  now  enable  you  to  pre- 
scribe tetracycline  in  an  even  more 
economical,  more  convenient 
form.  Your  patient's  prescription 
dollar  gets  maximum  value:  a 
daily  bidCAPS  dose  is  priced  lower 
than  any  other  leading  brand  of 
tetracycline— b.i.d.  or  q.i.d. 

Well  tolerated.  Tetrex  (tetracy- 
cline phosphate  complex)  is  well 
tolerated.  Gastrointestinal  side 
effects  are  few;  photodynamic 
reactions  are  extremely  rare. 


More  of  the  active  antibiotic  in 
the  blood.  The  basic  tetracycline 
in  Tetrex  (tetracycline  phosphate 
complex)  is  less  bound  to  serum 
protein  than  is  demethylchlortet- 
racycline.’  Result:  Tetrex  (tetracy- 
cline phosphate  complex)  pro- 
vides a higher  percentage  of 
active  antibiotic  in  the  blood. 

Available  in  bottles  of  16  and  50. 


BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Compony 
Syracuse,  New  York 


BRISTOL  THERAPEUTIC  SUMMARY:  For  complete  infer- 
motion  consult  Official  Pockage  Circular,  /ndicotions.* 
Infections  of  respiratory,  gastrointestinal  and  genito- 
urinary tracts  end  skin  end  soft  tissues  due  to  tetra- 
cycline-sensitive organisms.  Confroindicat'ions:  The  drug 
Is  contraindicated  in  individuals  hypersensitive  to  tetra- 
cycline. Wornings;  Photodynomic  reactions  hove  been 
produced  by  tetracyclines.  Natural  end  artificial  sun- 
light should  be  ovoided  during  therapy.  Stop  treatment 
if  skin  discomfort  occurs.  With  renol  impoirment,  sys- 
temic accumulotion  end  hepototoxicity  moy  occur.  In 
this  situotion,  lower  doses  should  be  used.  Tooth  stoin- 
ing  ond  enamel  hypoplosia  may  be  induced  during 
tooth  development  (lost  trimester  of  pregnancy,  neonotol 
period  and  childhood).  Precautions:  Mycotic  or  bac- 
teriol  superinfection  may  occur.  Infants  moy  develop  in- 
creased intracroniol  pressure  with  bulging  fontonels.  In 
gonorrheal  therapy,  serologic  tests  for  syphilis  should 
be  conducted  initially  and  monthly  for  3 months.  Adverse 
f?eoctions:  Glossitis,  stomotitis,  nausea,  diarrheo,  flatu- 
lence, proctitis,  voginitis,  dermatitis  and  ollcrgic  reac- 
tions may  occur.  Usuo/  Adult  Doset  500  mg.  b.i.d. 
Continue  theropy  for  10  doys  in  beta-hemolytic  strep- 
tococcal infections.  Administer  ong  hour  before  or  two 
hours  after  meals. 

Reference?  1.  Roberts,  C.  E.,  Jr.;  Perry,  D.  M.;  Kuhoric, 
H.  A.,  and  Kirby,  W.  M.  M.:  A.  M.  A.  Arch.  Int.  Med. 
)07j204  (Fob.)  1961. 


*brdCAPS  is  a trademorlc  of  Bristol  Laboratories,  Division  of  Bristol-Myers  Company,  for  its  brands 
of  twice-a-day  capsules.  Each  Tetrex  bidCAP  contains  Tetrex  (tetracycline  phosphote  complex) 
equivolenf  to  500  mg.  tetracycline  HCI  activity. 
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15  Gm. 


FOR  TOPICAL  USEONl^i 


new  small  size 


SYNALAR’ 

[FLUOCiNOLONE 

ACETONIDE] 

CREAM 


0.0 


Syiialar'04»i 

(fluocinolone  acetonide)  crean 


SYNTEX 

LABORATORIES,  INC. 
Palo  Alto,  Calif. 


15  €cm. 


CAUTION 
Federal  lew 
prohibits  dispensine 
without  prescription 


MADE  IN  U.SA. 


for  even  greater 
economy  in 
office  or  hospital 
practice 


the  superiorit 


topic 


with  th 


Now  you  can  prescribe  as  little  or  as  much  Synalar  Cream 
0.01%  as  is  needed  for  a particular  therapeutic  problem  in  a size 
that  permits  the  greatest  economy  for  your  patient.  The  new 
15  Gm.  tube,  for  example,  is  best  suited  for  short-term  therapy 
and  for  small  sites.  For  more  extensive  body  areas  prescribe  the 
45  Gm.  tube— a size  that's  also  ideal  for  your  treatment  table.  And 
the  120  Gm.  jar  is  most  economical  for  hospital  use.  Thus,  with 
Synalar  Cream  0.01%,  you  have  the  superiority  of  a modern  topi- 
cal corticosteroid  shown  to  be  more  effective  than  1%  hydrocor- 
tisone'"^ plus  the  economy  that  makes  therapy  practical  for  use 
m more  dermatologic  conditions,  in  long-term  maintenance,  with 
occlusive  dressings  in  resistant  cases,  and  in  extensive  area 
involvement, 


Contraindications:  Tuberculous,  fungal,  and  most  viral  lesions  of  the  skin 
(including  herpes  simplex,  vaccinia,  and  varicella).  Not  for  ophthalmic 
use  Contraindicated  in  individuals  with  a history  of  hypersensitivity  to  any 
of  its  components.  Precautions:  1.  GeneraZ-Synalar  Cream  0 01%  is  virtually 
nonsensitizing  and  nonirritating.  Where  severe  local  infection  or  systemic 
infection  exists,  the  use  of  systemic  antibiotics  should  be  considered,  based 
on  susceptibility  testing.  While  topical  steroids  have  not  been  reported  to 


have  an  adverse  effect  on  pregnancy,  the  safety  of  their  use  on  prei 
females  has  not  absolutely  been  established.  Therefore,  they  should  r 
used  extensively  on  pregnant  patients,  in  large  amounts,  or  for  proir 
periods  of  time.  2.  Occlusive  dressing  method— Wifh  occlusion  of  exl«| 
areas,  systemic  absorption  of  the  corticosteroid  may  occur,  and  sui 
precautions  should  be  taken.  Occasional  patients  may  show  contact 
tivity  to  a particular  dressing  material  or  adhesive.  Miliaria,  folliculi 
pyodermas  have  been  seen  infrequently  with  the  use  of  this  techniqut 
development  of  infection  requires  appropriate  antibacterial  therapy  ai 
continuation  of  the  occlusive  dressing  method.  Local  atrophy  and 
have  been  reported  with  protracted  occlusive  dressing  therapy.  While 
relapses  can  be  expected  to  occur  in  many  psoriatic  patients,  remit 
may  persist  lor  several  weeks  to  several  months  in  favorable  cases 
patient  whose  psoriasis  is  in  an  active  stage,  with  recent  appearance  r 
lesions,  may  not  be  a good  candidate  and  may  show  early  relapse 
plastic  films  may  be  flammable,  and  due  care  should  be  exercised  ir 
use.  Similarly,  caution  should  be  employed  when  such  films  are  used 
left  near  children  to  avoid  the  possibility  of  accidental  suffocation 
Efiecis:  Side  effects  are  not  ordinarily  encountered  with  topically  a 
corticosteroids.  As  with  all  drugs,  however,  a few  patients  may  reac 
vorably  to  Synalar  under  certain  conditions.  References:  1.  Cahn.  M.  ^ 
Levy.  E.  J.:  J New  Drugs  1:262  (Nov. -Dec.)  1961.  2.  Meenan.  F.  O.:  ■ 
Med  Ass  52:75  (Mar.)  1963.  3.  Robinson,  H.  M.,  Jr.,  Raskin,  J.,  and  Du 
W.  J.  R.:  Southern  Med  J 56:797  (Jul  ) 1963. 
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NorinyLi.. 

(porethindrone  2 mg.  c mestranol  %/ 0.1  mg.) 

for  multiple  contraceptive  action  that  has 
produced  a record  of  unexcelled  effectiveness 


no  unplanned  pregnancies 
Norinyl  provides  multiple  action  for 
maximum  assurance  of  success.  It  does 
not  depend  on  ovulation  inhibition 
alone  for  contraceptive  effectiveness. 
The  mechanism  of  action  of  combined 
hormonal  therapy  results  in  ovulation 
inhibition  reinforced  by  other  protec- 
tive mechanisms,  including  a hostile 
cervical  mucus^-i^  and  an  acceleration 
of  endometrial  changes. With 
Norinyl,  no  unplanned  pregnancies 
have  been  reported  to  date  when  used 
as  directed. 


inhibition  of  ovulation  by  means  of 
2 time-proved  hormonal  agents 

production  of  a cervical  mucus  hostile  to 
sperm  motility  and  vitality 

creation  of  an  endometrium  unreceptive 
to  egg  implantation 


I 
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plus  important  supportive 
benefits  that  help  her  through 
those  critical  early  months 
of  oral  contraception 


low  incidence  of  side  effects 
Low  incidence  of  BTB  and  spot- 
ting, nausea  and  amenorrhea 
tends  to  minimize  side  effect 
problems  and  increases  patient 
cooperation. 

no  confusion  about  dosage 

An  unbreakable  “confusionproof” 
package  makes  it  easy  to  adhere 
to  prescribed  dosage  schedule:  in- 
dividually sealed  tablets  numbered 
from  1 through  20  plus  monthly 
calendar  record  enables  patient 
to  double-check  dosage  intake  by 
day  and  corresponding  tablet  num- 


Contraindications : Thrombophlebitis  or  pul- 
monary embolism  (current  or  past).  Exist- 
ing evidence  does  not  support  a causal 
relationship  between  use  of  Norinyl  and 
development  of  thromboembolism.  While 
a study  which  was  conducted  does  not 
resolve  definitively  the  possible  etiologic 
relationship  between  progestational  agents 
and  intravascular  clotting,  it  tends  to  con- 


firm the  findings  of  the  Ad  Hoc  Advisory 
Committee  appointed  by  the  Food  and 
Drug  Administration  to  review  this  possi- 
bility. Cardiac,  renal  or  hepatic  dysfunc- 
tion. Carcinoma  of  the  breast  or  genital 
tract.  Patients  with  a history  of  psychic 
depression  should  be  carefully  studied  and 
the  drug  discontinued  if  depression  recurs 
to  marked  degree.  Patients  with  a history 
of  cerebral  vascular  accident. 

Warning:  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

Precautions:  By  May  1963,  experience  with 
norethindrone  2 mg.— mestranol  0.1  mg. 
had  extended  over  24  months.  Through 
miscalculation,  omission  or  error  in  taking 
the  recommended  dosage  of  Norinyl,  preg- 
nancy may  result.  If  regular  menses  fail 
to  appear  and  treatment  schedule  has 
not  been  adhered  to,  or  if  patient  misses 
two  menstrual  periods,  possibility  of  preg- 
nancy should  be  resolved  before  resuming 
Norinyl.  If  pregnancy  is  established, 
Norinyl  should  be  discontinued  during 
period  of  gestation  since  virilization  of  the 
female  fetus  has  been  reported  with  oral 
use  of  progestational  agents  or  estrogen. 
When  lactation  is  desired,  withhold 
Norinyl  until  nursing  needs  are  established. 
Existing  uterine  fibroids  may  increase  in 
size.  In  metabolic  or  endocrine  disorders, 
careful  clinical  preevaluation  is  indicated. 
A few  patients  without  evidence  of  hyper- 
thyroidism had  elevated  serum  protein- 
bound  iodine  levels,  which  in  the  light  of 
present  knowledge,  does  not  necessarily 
imply  hyperthyroidism.  Protein-bound 
iodine  increased  following  estrogen  admin- 
istration. Bromsulphalein  retention  has  oc- 
curred in  up  to  25%  of  patients  without 
evidence  of  hepatic  dysfunction.  Studies 
from  24-hour  urine  collections  have 
shown  an  increase  in  aldosterone  and  17- 


ketosteroids  and  decrease  in  17-hydroxy- 
corticoid  levels.  Thus,  Norinyl  should  be 
discontinued  prior  to  and  during  thyroid, 
liver  or  adrenal  function  tests.  Because 
progestational  agents  may  cause  fluid  re- 
tention, conditions  such  as  epilepsy, 
migraine  and  asthma  require  careful  obser- 
vation. Thus  far  no  deleterious  effect  on 
pituitary,  ovarian  or  adrenal  function  has 
been  noted;  however,  long-range  possible 
effect  on  these  and  other  organs  must 
await  more  prolonged  observation. 
Norinyl  should  be  used  with  caution  in 
patients  with  bone,  renal  or  any  disease  in- 
volving calcium  or  phosphorus  metabolism. 
Side  Effects:  Intermenstrual  bleeding; 
amenorrhea;  symptoms  resembling  early 
pregnancy,  such  as  nausea,  breast  engorge- 
ment or  enlargement,  chloasma  and  minor 
degree  of  fluid  retention  (if  these  should 
occur  and  patient  has  not  strictly  adhered 
to  medication  plan,  she  should  be  tested 
for  pregnancy);  weight  gain;  subjective 
complaints  such  as  headache,  dizziness, 
nervousness,  irritability;  in  a few  patients 
libido  was  increased.  In  a total  of  3,090 
patients,  2.2%  discontinued  medication  be- 
cause of  nausea. 

NOTE:  See  sections  on  contraindications 
and  precautions  for  possible  side  effects 
on  other  organ  systems. 

Dosage  and  Administration:  One  Norinyl 

tablet  orally  for  20  days,  commencing  on 
day  5 through  and  including  day  24  of  the 
menstrual  cycle.  (Day  1 is  the  first  day  of 
menstrual  bleeding.) 

Availability:  Dispensers  of  20  and  60  tab- 
lets; bottles  of  100. 

References:  I.  Council  on  Drugs.  JAMA  187:664  (Feb. 
29)  1964.  2.  Brvans,  F.  £.:  Canad  Med  Ass  J 92:287 
(Feb.  6)  1965.  3.  Goidzieher,  J.  W.:  Med  Clin  N Amer 
48:529  (Mar.)  1964  4.  Cohen,  M.  R.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto,  Calif.,  July  15.  1965.  Reported  in  Med  Sci  16:26 
(Nov  ) 1965.  5.  Hammond,  D.  0.:  Ibid  6.  Rice-Wray,  E,, 
Goidzieher,  J.  W.,  and  Aranda ■ Rosell,  A.:  Fertil  Steril 
14:402  (Jul.-Aug.)  1963.  7.  Goidzieher,  J.  W , Moses, 
L.  E.,  and  Ellis,  L.  T.:  JAMA  180:359  (May  5)  1962. 
8.  Kempers,  R.  D.:  GP  29:88  (Jan.)  1964.  9.  Tyler,  E,  T.: 
JAMA  187:562  (Feb.  22)  1964.  10.  Rudel.  H.  W.,  Mar- 
tiner-Manautou,J.,and  Maqueo-Topete,  M ; Fertil  Steril 
16:158  (Mar.-Apr.)  1965.  11-  Flowers.  C.  E..  Jr.:  N 
Carolina  Me<d  J 25:139  (Apr.)  1964,  12.  Goidzieher,  J. 
W.:  AppI  Ther  6:503  (June)  1964,  13.  The  Control  of 
Fertility.  Report  adopted  by  the  Committee  on  Human 
Reproduction  of  the  American  Medical  Association.  JAM  A 
194:462  (Oct.  25)  1965.  H.  Flowers.  C.  E..  Jr.:  JAMA 
188:1115  (June  29)  1964.  15.  Merritt.  R.  I.:  AppI  Ther 
6:427  (May)  1964.  16.  Newland,  D.  0-:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception.  Palo 
Alto,  Calif.,  July  15,  1965.  Reported  in  Med  Sci  16:26 
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Annual  Meeting  to  Feature  Color  TV,  Top  Guest  Speakers,  337 
Annual  Meeting  to  Feature  Color  Television,  428 
Annual  Meeting  Preliminary  Program  Released,  428 
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Barton,  Harold,  M D.,  Re-elected  Chrm.  of  KEMPAC  Board 
of  Directors,  430 

Blue  Shield  Conference  Planned  Oct.  10-11  in  Chicago,  891 
Board  Elects  Journal  Editors;  Creates  Position  of  Assistant 
Editor,  787 

Brockman.  Geo.  F.,  M.  D.,  to  Give  Slide  Talk  on  Vietnam 
at  Interim  Meeting,  244 

Brockman,  Geo.,  Returns  to  Vietnam  as  Volunteer,  1028 
Bryan,  Thornton,  M.  D.,  Named  Pres-Elect  of  KAGP;  Dr. 
Maddox  Honored,  516 
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Cardiovascular  Program  Planned  by  UK  Radiology  Dept,  346 
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Denham,  Mitchel  B.,  M.D.,  in  11  Committee  Posts  in  Ky.  House 
of  Reps.,  246 

Dental  Assoc.  ( Ky. ) Plans  106th  Annual  Meeting  for  April  3-6 
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Dental  Insurance  Corporation  Formation  Readied  by  KDA,  152 
Dentists  Name  Dr.  Lyddan  Pres,  of  KDA  for  1967,  432 
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Digest  of  the  Minutes  of  the  Bd.  of  Trustees,  592 
Drug  Records:  M.D.s  Alerted  to  Law  Change.  152 
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Edelen,  Charles,  M.D.,  Elected  Pres,  of  Ky.  Surgical,  517 
Eighth  District  Meeting  Planned  April  7 at  So.  Fort  Mitchell,  247 
Eiseman,  Ben.  M.D.,  Serving  in  Vietnam  as  Surgical  Consultant. 
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Ewing,  Sam  R.,  Joins  KMA  Staff  As  Executive  Assistant,  693 
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1966  Faculty  Awards  Go  to  Dr.  Berman  and  Straus,  1028 
Fifth  and  Eighth  KMA  Districts  Schedule  Meetings  in  April,  60 
Fifth  District,  JCMA  Meeting  to  Discuss  Crh'cal  Dimension,  246 
Fifty  Meetings  to  be  Held  in  Coniunction  With  Ann.  Mtg.,  792 
First  KMA  Dist.  Meeting — Jan.  25  in  Paducah,  1189 
Five  KMA  Trustee  Meetings  Held  to  Discuss  Medical  Advances, 
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Governor  Appoints  Dr.  Payne  to  State  Health  Board,  693 
Governor’s  Occupational  Health  Conference  to  be  March  28,  247 
Graph  Demonstrates  Distribution  of  KMA  Funds,  891 
Greathouse,  Richard,  M.D..  and  Dr.  Cooper  Named  to  Head 
House  of  Delegates,  1025 

Griffen,  Ward  O.,  M.D.,  to  succeed  Dr.  Eiseman  as  UK  Head 
of  Surgery,  1191 
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Hamburg,  Joseph,  M.D.,  McBeath  Appointed  at  UK  Medical 
Center,  1191 

Hayes,  Rex,  M.D..  and  Dr.  Miller  Elected  to  Head  Board  of 
"Trustees,  1024 

Health  Dept.  Recommendations  Expanding  Med.  Asst.  Program 
Approved  by  Gov's.  Advisory  Council,  591 
Health  Facilities  Council  Set  Up  in  Louisville  Area.  891 
Hospital  Association  to  Have  UN  Correspondent  As  Speaker,  248 
House  Approved  Usual  and  Customary  Confidential  Fee  Survey 
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I 

Interim  Meeting  April  13-14 — Utilization  Review,  Prepayment 
Plans,  Medicare  Operation  Among  Topics  Discussed  by  Guest 
Authorities,  242 

Interim  Meeting,  Variety  of  Topics  to  be  Covered  at,  59 
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Jewish  Hospital  Schedules  Annual  Scientific  Seminar,  1027 
Judd,  Walter.  M.D.,  Keynote  Speaker  at  '66  Presidents  Luncheon, 
786 

Judd,  Walter  H.,  M.D.,  to  Address  KMA  Members  at  President's 
Luncheon.  515 

K 

KAGP  May  Scientific  Assembly  Features  Ten  top  Speakers.  248 
KAGP  Meeting  May  11-13  to  Have  11  Leading  Guest  Speakers, 
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KAGP  Plans  Lancaster  Seminar  Program  for  June  16,  432 
Key  Man  Orientation  Course  Held  Jan.  12  at  Louisville,  152 
Kinsman,  Murray.  M.  D.,  Retires  at  U of  L to  Resume  Active 
Practice.  339 

Kissinger,  Mrs.,  New  Pres-Elecr  of  Woman’s  Auxiliary,  1025 
KMA  and  School  Representatives  to  Meet  at  Park  Mammoth.  66 
KMA  Announces  13  New  Members  Enrolled  as  of  March  15,  346 
KMA  Board  Chooses  Dr.  Seeley  Fifteenth  District  Trustee.  59 
KMA  Board  of  Trustees  Reviews  Ky.  Medical  Assistance  Program, 
692 


• December  1966 


KMA  Chooses  Dr.  Brockman  New  President-Elect,  1024 
KMA  Diabetes  Detection  Drive  Effective  in  Alerting  the  Public. 
434 

KMA  Diabetes  Detection  Drive  Scheduled  for  Nov.  13-19,  890 
KMA  Interim  Meeting  April  19-20  to  be  Held  at  Ken-Bar  Inn, 
1190 

KMA  Trustee  District  Meetings  Outlined  for  Jan.  and  Feb.,  59 
KMA  Trustee  Districts  Set  Annual  Meetings  for  April,  154 
KMA  Well  Represented  at  AMA  Annual  Meeting,  693 
Ky.  Assn,  of  Med.  Assistants  Elects  Miss  Gates  President,  522 
Ky.  General  Assemb'y  Actions  Summarized  by  Leg.  Chairman,  337 
Kentucky  Part  B Medicare  Claims  to  be  Processed  in  Lexington. 

589 

Ky.  Pharmacy  Group  Elects  Weisert  as  President,  789 
Ky.  Physicians  Attend  Conference  on  Medical  Quackery  in  Chi- 
cago. 1193 

Ky.  Physicians  Honored  on  Doctor's  Day,  March  30,  522 
Ky  Physicians  Represented  at  AMA  Clinical  Meeting,  66 
Kentucky  Registrants  for  KMA  Annual  Convention,  Chicago,  699 
Ky.  Supplies  38  Physicians  for  Duty  in  Armed  Forces,  789 
Ky.  Surgeons  Elect  Dr.  Quill  Pres.,  Dr.  Grise  is  Pres-Elect,  430 
Ky.  Surgical  Society  Program  to  Feature  Dr.  McLachlin,  338 
Ky.  Thoracic  Society  Symposium  Set  April  21  in  Louisville,  344 

L 

Land  Purchased,  Tuition  Raised  at  U of  L Medical  School,  524 
Legislative  Council  Urges  You  to  Check  Voting  Status,  693 
Lexington  Clinic  Conference  Scheduled  for  March  31,  154 
Long.  Robert,  M.D.,  AMA  Executives  Visit  Vietnam.  Manila 
Meeting,  1191 

Long.  Robert  C.,  M.D.,  Sent  to  Vietnam  by  AMA  to  Study 
Health  Facilities,  247 

M 

Make  Reservations  Soon  for  Interim  Meeting,  244 
McCracken  Co.  Med.  Society  Hosts  KMA  First  District,  252 
M.D.  s Alerted  to  Law-Change  Regarding  Drug  Records.  152 
Med.  Assistants  to  Meet  May  14-15  in  Louisville,  344 
Medical  Education  Conference  Held  at  Park  Mammoth.  66 
Medical  Education  Conference  Held  at  Park  Mammoth,  154 
Medicare  Carrier  for  Ky.  is  Metropolitan  Life,  246 
Methodist  and  ARH  Hospitals  in  Pikeville  to  Combine,  589 

N 

Nation’s  Physician  Population  to  Reach  Record  High  in  ’66,  516 
Nominating.  Awards  Committees  to  Meet  at  Interim  Meeting.  246 
Nominating  Committee  Chosen,  1027 

Norfleet,  Carl,  M.D.,  Prominent  Somerset  Physician  Dies  at  85. 
1026 

O 

Ob-Gyn  Collection  Planned  for  U of  L Med.  Library,  348 
Ob-Gyn  (Ky. ) Society  Meeting  Set  April  14-16  in  Cincinnati. 
248 

Only  Woman  Vice-Pres.  of  AMA.  Dr.  South  Dies  at  Age  of  91. 

890 

Orientation  Course  for  New  Members  Scheduled  for  April  13, 
244 

P 

Physicians  May  Refer  Patients  to  Rehabilitation  Center,  78 
Pierce,  W.  Vinson,  and  Dr.  Baker  Honored  With  Top  ’66 
KMA  Awards,  1026 

Pratt  Named  Pres. -Elect  of  Ky.  Hosp.  Assoc.,  517 

Principles  of  Medical  Ethics,  68 

Program  KMA  1966  Interim  Meeting,  243 

Public  Health  Assoc.  Names  Miss  Goodman  Pres. -Elect,  434 

R 

Rehabilit'^tion  Center.  Physicians  May  Refer  Patients  to,  "8 
Rheumatic  Diseases  Symposium  Scheduled  for  April  28  at  LGH. 
260 

Robertson.  Robert  W.,  M.D.,  New  President  of  Blue  Shield  for 
Ky.,  1190 

Rouse,  Milford  O.,  M.D.,  Named  Pres. -Elect;  Dr.  Hudson  is 
New  Pres.,  692 

Rural  Scholarship  Loans  Awarded;  Board  Creates  New  Loan  Plan. 
517 

S 

Samuel  D.  Gross  Annual  Lecture  to  be  April  18  in  Louisville. 
346 

Scientific  Exhibit  Winner  to  Receive  $200  Award,  339 
Scott.  John  W.,  M.D.,  1939  KMA  President,  Passed  Away  July 
22,  *788 

Second  Trustee  District  Holds  Jan.  1 1 Meeting  at  Owensboro.  250 
Seeley,  E.  C.,  M.D.,  Chosen  Fifteenth  District  Trustee,  59 
Selective  Service  Lists  Physicians  in  Current  Draft  Call,  260 
Senators  and  Representatives  Listed  for  1966  Session,  62 
Senior  Days.  KMA  Announces  Program  Plans  for,  151 
Senior  Day  Programs  Held  at  U of  L and  U of  K,  432 
Seniors  at  Ky.'s  Two  Med.  Schools  to  Hear  Outstanding  Speakers. 
250 

Seventh  District  Meeting  Features  Drs.  Baker  and  Greathouse  as 
Speakers,  247 

Seventh  Trustee  District  Plans  Program  for  Feb.  23  Meeting.  152 
Sixteen  Specialty  Groups  Plan  to  Meet  at  Annual  Meeting.  76 
Sixth  Trustee  District  Meeting  Held  at  Franklin.  155 
Sixth  Trustee  District  Meeting  to  Feature  Talk  by  Dr.  Baker. 
430 

Smith,  Robt.  P.,  M.D.,  New  Head  of  Rehab.  Ctr.,  1027 
State  Board  of  Health  Elects  Drs.  Baughman.  Archer,  787 
State  Immunization  Week  May  1-7  Proclaimed  by  Gov.,  339 
Stovall.  J.  Watts,  M.D.,  KMA  Past  President.  Dies  Suddenly  at 
His  Home.  788 

Symposium  on  Breast  Tumors  to  be  Held  on  Ncv.  4,  892 
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Establish  and 
maintain  eariy, 
more  decisive 
control  of 
blood  pressure 

DIUTENSEN-B 

Cryptenamine  1.0  mg.*  Methyclothiazide  2.5  mg.  Reserpine  0.1  mg. 

When  blood  pressure  won’t  stay  down  despite  initial  therapy  — 
when  complaints  of  headache,  fatigue  or  dizziness  are  often  voiced — 
it  may  be  time  for  a change  to  Diutensen-R. 

Diutensen-R  is  thiazide  and  reserpine  plus  cryptenamine  — a rational, 
comprehensive  therapy  to  help  establish  and  maintain  early, 
more  decisive  control  of  blood  pressure. 

The  cryptenamine  in  Diutensen-R  helps  improve  normal  vasodilating 
reflexes  while  the  thiazide  and  reserpine  components  maintain 
vasorelaxant,  sedative,  and  saluretic  benefits.  Cryptenamine  lowers 
pressoreceptor  reflex  thresholds  (which  may  be  abnormally  high  in 
hypertension)  —"resets”  pressoreceptors  to  function  at  more  nearly 
normotensive  levels. 

Early,  more  decisive  control  with  Diutensen-R  helps  secure 
continuing  benefits  — may  reduce  or  even  obviate  the  need  for  poorly 
tolerated  drugs  later  in  therapy. 


"...quite  apart  from  the  problem  of  vascular  damage,  there 
arises  a possibility  of  virtual  ‘cure’  or  remission  of  hypertension 
when  treatment  is  early,  i.e.,  before  too  many  other  secondary 
pressor  systems  have  entered  into  the  disequilibrium  of  pressor  con- 
trol, and  when  it  is  adequately  suppressive.” 

Corcoran,  A.  C.:  The  choice  of  drugs  in  the  treatment  of  hypertension.  In:  Drugs 
Of  Choice  1966-67,  W.  Modell,  Ed.,  St.  Louis,  C.  V.  Mosby  Company,  1966,  p.  417. 


Indications:  Diutensen-R  may  be  employed  in  all  grades  of  essential  hypertension. 
Dosages:  Usual  dose  is  1 tablet  twice  daily,  at  morning  and  evening  meals. 
However,  adjustment  of  dosage  to  suit  individual  circumstances  may  be 
required.  Please  refer  to  package  insert  for  full  particulars.  Side  effects  and 
precautions:  The  side  effects  observed  with  patients  on  Diutensen.R  have 
been  of  a mild  and  nonlimiting  nature.  These  include  occasional  urinary  frequency, 
nocturia,  nasal  congestion,  muscle  cramps,  skin  rash,  joint  pains  due  to  gout 
symptoms  and  nausea  and  dizziness  which  have  been  reported  for  the  individual 
components.  Most  of  these  symptoms  disappear  while  the  drug  is  continued  at 
the  same  or  lower  dosage  level.  The  concomitant  use  of  digitalis  and  Diutensen-H 
may  increase  the  possibility  of  digitalis-like  intoxication.  If  there  is 
evidence  of  myocardial  irritability  (extrasystoles,  bigeminy  or  AV  block),  dosage 
of  Diutensen-R  should  be  reduced  or  discontinued.  Nocturia  in  patients 
with  marginal  cardiac  status  and  salt  and  fluid  retention  can  be  effectively 
controlled  by  limiting  the  time  of  administration  to  early  afternoon. 

Diutensen-R  should  not  be  used  in  patients  with  a known  intolerance  to  reserpine. 
Package  inserts  furnish  a complete  summary  of  recommended  cautions  related  to 
each  of  the  ingredients  of  Diutensen-R. 

*As  tannate  salts  equivalent  to  130  Carotid  Sinus  Reflex  Units. 
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Third  Trustee  District  to  Meet  June  8 at  Madisonville,  430 
Thirteen  Trustee  District  to  Meet  April  5,  Ashland,  247 
Three  Ky.  Physicians  Return  from  HOPE  Ship  Mission,  344 
Twelfth  KM  A Trustee  District  to  Meet  in  Somerset  May  25.  339 
2()th  AMA  Clinical  Session  Set  for  November  27-30,  890 
Twenty  Physicians  Listed  as  New  KMA  Members,  432 
Tynes,  D.  Lane,  Blue  Cross  Head.  Receives  Hosp.  Assn.  Award, 
319 

U 

LIK  Med.  Students  Offered  Assist  by  Loan  Fund,  Cancer  Society, 
592 

U of  L Class  Reunions  Planned  During  KMA  Annual  Meeting. 
258 

LI  of  L Medical-Dental  Center  Gets  S2.7  Million  U.S.  Grant,  434 
Utilization  Review  Committees  Subject  of  Feb.  17  Program,  155 
Utilization  Review  Discussion  Slated  for  Interim  Meeting,  151 
Utilization  Review  Meeting  Records  Excellent  Attendance,  260 

V 

Variety  of  Topics  to  be  Covered  at  Interim  Meeting,  59 
Venereal  Disease,  Dr.  Wallace  Reports  to  Board  on  AMA  Con- 
ference. 155 

W 

WA-KMA  Holds  Fall  Conference,  Board  Meeting,  Nov.  1,  H93 
Willard,  Wm.  R..  M.D.,  Resigns  as  Dean;  Will  Keep  Vice- 
Presidency,  60 

Witten,  Carroll,  M.D.,  and  Mrs.  Depart  for  Australian  Con- 
vention, 1028 


KMA  Council  and 
Committee  Reports 


KMA  Technical  Advisory  Committee 
on  Indigent  Medical  Care 

Garnett  J.  Sweeney,  M.D.,  Liberty,  Chairman 
KMA  Headquarters  Office  November  9 and  17,  1966 

The  first  meeting  of  the  KMA  Technical  Advisory 
Committee  on  Indigent  Medical  Care  was  held  on 
November  9 with  representatives  of  the  Kentucky 
Hospital  Association,  Blue  Cross-Blue  Shield,  the 
Director  of  the  Department  of  Medical  Assistance, 
Mr.  Evan  Ray,  the  Commissioner  of  Health,  Russell 
E.  Teague,  M.D.,  and  G.  L.  Simpson,  M.D.,  chair- 
man of  the  Governor’s  Advisory  Council. 

This  was  an  introductory  meeting  to  review  the 
present  and  expanded  phases  of  Title  XIX. 

A special  meeting  of  this  committee  was  also  held 
on  November  17.  1966,  with  representatives  of  the 
Department  of  Medical  Assistance  and  Mr.  Don 
Smith  of  the  Metropolitan  Life  Insurance  Company’s 
Medicare  Claims  Office  in  Lexington,  to  try  to  sim- 
plify the  procedures  for  Title  XIX  buying  into  Title 
XVIII. 

Governmental  Medical  Contracts  Committee 
(ODMC-Home  Town) 

L.  Douglas  Atherton,  M.D.,  Louisville,  Chairman 
KMA  Headquarte's  Office  November  3,  1966 

The  Governmental  Medical  Contracts  Committee 
met  with  Brigadier  General  Norman  E.  Peatfield, 
M.C.,  Executive  Director  of  the  Office  for  Depen- 
dents’ Medical  Care  (ODMC),  and  his  assistant,  Lt. 
Colonel  William  Bunge,  from  Denver,  Colorado  at 
the  KMA  Headquarters  Office  on  November  3. 

Present,  expanded  and  future  contracts  with  the 
ODMC  were  discussed.  It  was  agreed  that  as  soon 
as  practicable,  all  contracts  would  be  written  on  the 
basis  of  usual  and  customary  fees. 


Council  on  Governmental  Medical  Services 

Paul  J.  Parks,  M.D.,  Bowling  Green,  Chairman 
KMA  Headquarters  Office  November  9,  1966 

The  new  Council  on  Governmental  Medical  Serv- 
ices met  at  the  Headquarters  Office  on  November  9. 
1966,  with  Howard  W.  Dean,  M.  D.,  Assistant  Direct- 
or of  the  AMA  Division  of  Socio-Economics  and 
James  H.  Fleming,  an  AMA  staff  member  of  this 
division.  The  government  programs  were  explained  in 
detail  by  the  AMA  representatives.  Assignments  were 
then  made  to  the  committee  and  the  council  in  an 
effort  to  eliminate  overlapping  or  duplication. 

Plans  were  made  for  the  committees  serving  under 
the  Council. 


COUNTY  SOCIETY  REPORTS 


McCracken 

The  regular  meeting  of  the  McCracken  County 
Medical  Society  was  held  at  Boswell’s  Restaurant  on 
the  night  of  October  26. 

The  business  meeting  was  called  to  order  by  the 
president,  Walter  Johnson,  M.D.,  at  7:30  P.M. 

The  application  of  Curtis  Bippert,  M.D.,  to 
membership  in  the  McCracken  County  Medical 
Society  was  approved  unanimously. 

The  County  Health  Officer  gave  a report  re- 
garding a recent  outbreak  of  an  infection  at  Jackson 
Grammar  School.  After  discussion  by  members  of 
the  County  Society,  it  was  agreed  that  the  infection 
was  more  than  likely  the  result  of  a viral  enteritis. 
Doctor  Sergent  discussed  the  role  of  the  Health  De- 
partment in  registration  and  clinical  studies  per- 
formed on  food  handlers  in  general. 


Qualified  Psychiatrist  to  direct  compre- 
hensive community  Mental  Health/Men- 
tal Retardation  Program  for  nine-county 
region  in  Western  Kentucky.  Start  ap- 
proximately 1-1-67.  Salary:  $20,000  range 
plus  benefits.  Excellent  schools,  hospitals, 
cultural  and  recreational  advantages  in 
area.  Construction  facilities  beginning 
soon.  Reply  to  Glynn  Bushart,  M.D. 
Bushart  Clinic,  Fulton,  Kentucky. 
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New 

low-cost  tetracycline / antifungal  therapy 

for  broad-spectrum  activity 
plus  specific  antifungal  prophylaxis 
at  significant  patient  savings 


Whenever  tetracycline  is  indicated  in  these  candidates  for  Candida: 


2.  nonpregnant  women  with  a history  of  recent 

1.  diabetic  patients  or  recurrent  monilial  vaginitis  3.  elderly  or  debilitated  patients 


4.  patients  with  a past  history  of  moniliasis 


5.  patients  on  long-term  tetracycline  or  cortico- 
steroid therapy 


BRISTOL  THERAPEUTIC  SUMMARY:  For  complete  in- 
formation  consult  Official  Package  Circular.  Indications: 
Infections  of  respiratory,  gastrointestinal  and  genitourinary 
tracts  and  skin  and  soft  tissues  due  to  tetracycline-sensi- 
tive organisms,  in  patients  with  increased  susceptibility 
to  monilial  infections.  Contraindications:  The  drug  is  con- 
traindicated in  patients  hypersensitive  to  its  components. 
Warnings:  Photodynamic  reactions  have  been  produced  by 
tetracyclines.  Natural  and  artificial  sunlight  should  be 
avoided  during  therapy.  Stop  treatment  if  skin  discomfort 
occurs.  With  renal  impairment,  systemic  accumulation  and 
hepatotoxicity  may  occur.  In  this  situation,  lower  doses 
should  be  used.  Tooth  staining  and  enamel  hypoplasia  may 
be  induced  during  tooth  development  (last  trimester  of 
pregnancy,  neonatal  period  and  childhood).  Precautions: 
Bacterial  superinfection  may  occur.  Infants  may  develop 
increased  intracranial  pressure  with  bulging  fontanels.  In 
gonorrheal  therapy,  serologic  tests  for  syphilis  should  be 
conducted  initially  and  monthly  for  3 months.  Adverse 
Reactions:  Glossitis,  stomatitis,  nausea,  diarrhea,  flatu- 
lence, proctitis,  vaginitis,  dermatitis,  and  allergic  reactions 
may  occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Continue 
therapy  for  10  days  in  beta-hemolytic  streptococcal  infec- 
tions. Administer  one  hour  before  or  2 hours  after  meals. 
Supply:  Capsules,  bottles  of  16.  Each  capsule  contains  tet- 
raeycline  phosphate  complex  equivalent  to  250  mg.  tetra- 
cycline nCI  activity  and  250,000  units  of  nystatjii. 


BRISTOL 

BRISTOL  LABORATORIES 

Division  of  Bristol-Myers  Company 

Syracuse,  New  York 

Tetrex-F 

Each  capsule  contains  tetracycline  phosphate  complex  equivalent  to  tetracycline  hydrochloride  250  mg.  and  nystatin  250,000  units.  j 

Tetrex-F  is  priced  lower  j 

than  most  I 

tetracycline-antifungal  products.  [ 




KENTUCKY  MEDICAL  ASSOCIATION 


BOARD  OF  TRUSTEES— 1966-1967 


Officers 

ROBERT  E.  PENNINGTON,  London 

GEORGE  F.  BROCKMAN,  Greenville 

EVERETT  H.  BAKER,  1169  Eastern  Parkway,  Louisville 
R'OY  H.  MOORE,  JR.,  1201  Heyburn  Building,  Louisville 

JAMES  C.  CANTRILL,  Georgetown  

JAMES  A.  HARRIS,  Paducah  

HENRY  B.  ASMAN,  1169  Eastern  Parkway,  Louisville 

KEITH  P.  SMITH,  Corbin 

RICHARD  F.  GREATHOUSE,  5 Triangle  Center,  Louisville 

CARL  COOPER,  JR.,  Bedford 

REX  E.  HAYES,  Glasgow  

JOSEPH  R.  MILLER,  Benton 


President 

President-Elect 

Immediate  Past  President 

Vice  President  (Central) 

Vice  President  (Eastern) 

Vice  President  (Western) 

Secretary 

Treasurer 

Speaker — House  of  Delegates 

. . . .Vice-Speaker — House  of  Delegates 
. . . .Chairman  of  the  Board  of  Trustees 
Vice  Chairman  of  the  Board  of  Trustees 


Delegates  to  the  A.M.A. 


J.  THOMAS  GIANNINI,  1169  Eastern  Parkway,  Louisville 

1, 

1965-Dec. 

31, 

1966 

CHARLES  G.  BRYANT,  1169  Eastern  Parkway,  Louisville  (Alternate) 

. .Jan. 

1, 

1965-Dec. 

31, 

1966 

JOHN  C.  QUERTERMOUS,  Murray 

Jan. 

1, 

1966-Dec. 

31, 

1967 

WILLIAM  W.  HALL,  Mayfair  Square,  Owensboro  (Alternate)  

. . Jan. 

1, 

1966-Dec. 

31, 

1967 

CHARLES  C.  RUTLEDGE,  Hazard 

1, 

1966-Dec. 

31, 

1967 

DAVID  B.  STEVENS:  304  South  Limestone,  Lexington  (Alternate)  ... 

. . Jan. 

1, 

1966-Dec. 

31, 

1967 

T rustees 


First  District  JOSEPH  R.  MILLER,  Benton  

Second  District W.  GERALD  EDDS,  Calhoun 

Third  District  GABE  A.  PAYNE,  JR.,  1610  Main  Street,  Hopkinsville  . 

Fourth  District  HENRY  S.  SPALDING,  Bardstown  

Fifth  District GEORGE  A.  SEHLINGER,  2313  Med.  Arts  Bldg.,  Louisville 

Sixth  District  REX  E.  HAYES,  Glasgow  

Seventh  District  DONALD  CHATHAM,  Shelbyville  

Eighth  District  LEROY  C.  HESS,  Florence 

Ninth  District MITCHEL  B.  DENHAM,  Maysville  

Tenth  District DOUGLAS  E.  SCOTT,  2101  Nicholasville  Road,  Lexington 

Eleventh  District DOUGLAS  H.  JENKINS,  Richmond  

Twelth  District  ROBERT  F.  LONG,  Somerset  

Thirteenth  District WALTER  L.  CAWOOD,  1200  Bath  Avenue,  Ashland  . . . . 

Fourteenth  District BALLARD  W.  CASSADY,  Fikeville 

Fifteenth  District E.  C.  SEELEY,  London 


1968 

1967 

1968 

1968 

1969 
1969 
1967 
1969 
1967 

1967 
1969 

1968 

1967 

1968 

1969 


Buyers  Guide 

JOURNAL  OF  THE  KMA  BUYERS  GUIDE  FOR  DECEMBER,  1966 


Abbott  Laboratories  1 099-1 1 00-1 1 01 

Ames  Company  1247 

Bristol  Laboratories  1214-1 230-1 231  -1 243 

Burroughs  Wellcome  1208 

Dorsey  Laboratories  11 62 


Neisler  Laboratories  1240-1241 

New  Castle  Sanitarium  1199 

Emerson  A.  North  Hospital  1086 

Parke,  Davis  & Company  1082 

Pitman  Moore  1205 

Wm.  P.  Poythress  & Company  1101 


Geigy  Pharmaceuticals  1196 

General  Leasing  Corporation  1195 


A.  H.  Robins  Company  1202-1203-1204-1244-1245 

Roche  Laboratories  1 248 


Highland  Hospital  

Hynson,  Westcott  & Dunning,  Inc. 

Lakeside  Laboratories  

Lederle  Laboratories  

Eli  Lilly  & Company  

Medical  Inn  

Medical  Protective  Co 

Wm.  S.  Merrell  Company  


1226 

1083 

1 087-1 088-1 089-1 091  -1 092-1093 
1095-1096 

1 097-1 1 05-1 21 0-1 21 1 -1 21 2-1 21  3- 
1225-1227 

1106 

1202 

1226 

1102-1103 


Searle  & Company  

Smith  Kline  & French  . . . . 
Southern  Optical  Company 
E.  R.  Squibb  & Sons  ... 
Syntex  Corporation  


1160-1161-1209 

1188 

1199 

1192-1226 

1 233-1 234-1 235-1 236-1 237 


Warner-Chilcott  Laboratories  1 1 86-1 1 87 

Western  Kentucky  Regional  Mental  Health  & Retardation 

Advisory  Board  1 242 

Winthrop  Laboratories  1085 

Wyeth  Laboratories  1206-1207 
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UP  TO  10-12  HOURS’  CLEAR  BREATHING  ON  ONE  TABLET 

Dimetapp’  Extentabs* 

(Dimetane®  [brompheniramine  maleate],  12  mg.;  phenylephrine  HCI,  15  mg.;  phenylpropanolamine  HCI,  15  mg.) 


In  sinusitis,  colds,  or  U.R.I., 

Dimetapp  lets  congested  patients 
breathe  easy  again.  Each  Extentab 
brings  welcome  relief  all  day  or  all  night, 
usuaily  without  drowsiness  or  over- 
stimulation.  Its  key  to  success?  The 
Dimetapp  formula  — Dimetane  (brom- 
pheniramine maleate),  a potent  anti- 
histamine reported  in  one  study  to  have 
elicited  side  effects  as  few  as  the  placebo,  * 
teamed  with  decongestants  phenyl- 
ephrine and  phenylpropanolamine- 
in  a dependable  10-  to  12-hour  form. 

'Schiller,  I.  W.,  and  Lowell,  F.  C.:  New  England 
J.  Med.  261:478,  1959. 


Contraindications:  Patients  hypersen- 
sitive to  antihistamines.  Not  recom- 
mended for  use  during  pregnancy. 

Precautions:  Until  the  patient’s 
response  has  been  determined,  he 
should  be  cautioned  against  engaging 
in  operations  requiring  alertness. 
Administer  with  care  to  patients  with 
cardiac  or  peripheral  vascular 
diseases  or  hypertension. 

Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia have  been  reported  on 


rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of  the 
mouth,  mydriasis,  increased  irritability, 
or  excitement  may  be  encountered. 

Dosage:  1 Extentab  morning 
and  evening,  or  as  needed. 

Supplied:  Bottles  of  100  and  500. 

Also  available:  Dimetapp®  Elixir  for 
conventional  t.i.d.  or  q.i.d.  dosage. 

See  package  insert  for  further  details. 

A.  H.  ROBINS  CO.,  INC. 

RICHMOND,  VIRGINIA  23220 
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Phenaphen 

withCodaina 


the  only  leading  compound 
analgesic  that  calms 
instead  of  caffeinates 


Each  capsule  contains: 

Phenobarbital  {'A  gr.) 16.2  mg. 

(Warning:  may  be  habit  forming) 

Aspirin  {2V2  gr.) 162.0  mg. 

Phenacetin  (3  gr.) 194.0  mg. 

Hyoscyamine  sulfate 0.031  mg. 

Codeine  phosphate 14  gr.  (No.  2), 


V2  gr.  (No.  3),  1 gr.  (No.  4) 
(Warning:  may  be  habit  forming) 


Contraindications:  Hypersensitivity  to  any  ingredient. 
Precautions:  As  with  all  phenacetin-containing  products,  avoid 
excessive  or  prolonged  use. 

Side  Effects:  Side  effects  are  uncommon  — nausea,  constipation, 
and  drowsiness  have  been  reported.  _ . . 

AH'DOBINS 

A.  H.  ROBINS  CO..  INC.,  Richmond,  Va.  23220  I V 
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new  from  Ames 
5 basic  uro-analytical 
facts  in  30  seconds 


Labstix* 

BRAND  REAGENT  STRIPS 

...broadest  urine  screening  possible  from 
a single  reagent  strip 

Urine  test  results  with  Labstix  Reagent  Strips  can  represent 
significant  guides  to  differential  diagnosis  or  therapy  in  many 
conditions.  An  unexpected  “positive”  may  enable  you  to  detect 
hidden  pathology— long  before  more  recognizable  symptoms 
become  evident.  Negative  results,  which  permit  you  to  rule  out 
abnormalities  in  a broad  clinical  range,  can  serve  as  baseline 
values  for  reference  in  future  examinations.  The  5 colorimetric 
test  areas  encompassed  on  Labstix  Reagent  Strips  are: 

pH  — values  are  read  numerically  in  the  essential  range 
of  pH  5 to  pH  9. 

Protein— results  are  read  either  in  the  “plus”  system  or  in 
mg.  % in  amounts  approximating  “trace,”  30, 100,  300,  and  over 
1000  mg.  %. 

Glucose  — provides  a “Yes-or-No”  answer  for  urine  “sugar  spill.” 

Ketones- detects  ketone  bodies  in  urine -both  acetoacetic 
acid  and  acetone.  Reacts  with  as  little  as  5 to  10  mg.  % 
of  acetoacetic  acid. 

Occult  Blood— specific  test  for  intact  red  cells,  hemoglobin  or 
myoglobin.  Results  are  read  as  negative,  small,  moderate  or  large 
amounts. 

Now  a Clear  Reagent  Strip  of  Firm  Construction 
...facilitates  handling  during  testing  procedure.  Excellent  color 
contrast  made  possible  by  the  clear  plastic  strip,  together  with  the 
clearly  defined  color  charts  provided,  permits  precise,  reproducible 
colorimetric  leadings  in  all  5 test  areas.  A more  definitive  inter- 
pretation of  uro-analytical  facts  is  made  possible. 


Available:  Labstix  Reagent  Strips,  bottles  of  100 
are  supplied  with  each  bottle). 


(color  charts 


Ames  Company,  Inc.,  Elkhart,  Indiana 
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“Heart  symptoms”— chest  pain,  tachycardia,^'- 
rhythmia  — invariably  alarm  and  preoccupy  the 
patient,  though  they  may  b&  completely  without 
organic  basis.  Such  symptoms  often  are  somatic 
masks  of  psychic  tension,  arising  from  constant 
encounters  with  stressful  situations. 


ous  procedures  until  correct  maintenance  dosage  is  established; 
driving  during  therapy  not  recommended.  In  general,  concurrent 
use  with  other  psychotropic  agents  is  not  recommended.  Warn 
patients  of  possible  combined  effects  with  alcohol.  Safe  use  in 
pregnancy  not  established.  Observe  usual  precautions  in  impaired 
renal  or  hepatic  function  and  in  patients  who  may  be  suicidal; 
periodic  blood  counts  and  liver  function  tests  advisable  in  long- 
term use.  Cease  therapy  gradually. 


When  the  problem  is  diagnosed  as  emotionally 
produced,  consider  Valium  (diazepam)  as  adjunc- 
tive therapy.  Valium  (diazepam)  acts  rapidly  to 
calm  the  patient,  to  reduce  his  psychic  tension  and 
relieve  associated  cardiovascular  complaints. 
NEUROTIC  FATIGUE— the  chronic  tiredness  resulting 
1 from  emotional  strain  which  so  often  accompanies 

psychogenic  “heart”  symptoms  — also  can  be 
alleviated  by  this  highly  useful  agent.  Valium 
(diazepam)  often  achieves  results  where  other  psy- 
chotherapeutic agents  have  failed. 

Valium  (diazepam)  is  generally  well  tolerated,  and 
usually  does  not  impair  mental  acuity  or  ability  to 
function.  If  side  effects  such  as  ataxia  and  drowsi- 
i ness  occur,  they  usually  disappear  with  dosage 

adjustment. 

Contraindications:  Infants,  patients  with  history  of  convulsive 

(disorders  or  glaucoma. 

Warning:  Not  of  value  in  the  treatment  of  psychotic  patients, 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 

Precautions:  Limit  dosage  to  smallest  effective  amount  in  elderly 
patients  (not  more  than  1 mg,  one  or  two  times  daily)  to  preclude 
, ataxia  or  oversedation.  Advise  patients  against  possibly  hazard- 


Side  Effects:  Side  effects  (usually  dose-related)  are  fatigue, 
drowsiness  and  ataxia.  Also  reported:  mild  nausea,  dizziness, 
blurred  vision,  diplopia,  headache,  incontinence,  slurred  speech, 
tremor  and  skin  rash;  paradoxical  reactions  (excitement,  de- 
pression, stimulation,  sleep  disturbances  and  hallucinations)  and 
changes  in  EEC  patterns.  Abrupt  cessation  after  prolonged  over- 
dosage may  produce  withdrawal  symptoms  similar  to  those  seen 
with  barbiturates,  meprobamate  and  chlordiazepoxide  HCl. 

Dosage  — Adults:  Mild  to  moderate  psychoneurotic  reactions,  2 
to  5 mg  b.i.d.  or  t.i.d.;  severe  psychoneurotic  reactions,  5 to  10 
mg  t.i.d.  or  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hrs, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  muscle  spasm  with  cerebral 
palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d.  Geriatric  patients: 
1 or  2 mg /day  initially,  increase  gradually  as  needed. 

Supplied:  Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of  SO  for  con- 
venience and  economy  in  prescribing. 

Roche  Laboratories  Division  of  Hoffmann -La  Roche  Inc. 
Nutley,  N.J.  07110 


for  somatic  symptoms  of  psychic  tension 

• 2-mg,  5-mg,  10-mg  tablets 


((diazepam) 
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